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ABSTRACT 

Caregivers in Canada: The Effect of Formal Support Needs  
on Stress and Mental Health 

 
Ashley Grant                                                                            Advisors:  
University of Guelph, 2014                                         Dr. Vivian Shalla            
                                                                                   Dr. David Walters 
 

This thesis aims to explore the well-being of informal family caregivers in 
Canada. More specifically, this analysis will focus on the self-reported daily 
stress and mental health levels of male and female caregivers to elderly parents 
or children with long-term disabilities, considering the effect of formal support 
needs as well as which types of support have the greatest impact. Through a 
gender perspective, this study will also highlight which caregivers are at the 
greatest risk for heightened levels of daily stress and lower levels of mental 
health while providing care. The results from this study reveal that while 
financial and medical support are cited as most frequently needed by caregivers 
in Canada, the need for more emotional support and respite support (or 
temporary relief from caregiving duties) are most strongly related to daily stress 
and mental health. In addition, this analysis emphases the relationship between 
high levels of perceived daily stress and lower levels of mental health, especially 
for women. Because this study will be using recent Canadian data, it can provide 
insights for policy makers in Canada on how to improve the health of 
caregivers, as well as which caregivers are currently in of the most support.
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CHAPER ONE: Introduction 

Recent advances in technology and medical research have increased the life 

expectancy of both children and elderly people with serious disabilities (Arksey and 

Glendinning, 2008; Brehaut, Garner, Miller, Lach, Klassen, Rosenbaum, Kohen, 2011; 

Chesley and Moen, 2006; Lewis, Kagan and Heaton, 2000). Consequently, there has been an 

increase in demand for resources that provide care for, and support to, people with 

disabilities. However, this demand for support has not been met with the same growth in 

professional and community services to assist those in need. In fact, even services that are 

available–such as healthcare, counseling, in home specialists and special education programs–

have been undergoing government cutbacks (Luxton, 2006; Ward-Griffin and Marshall, 

2003). This has resulted in longer waiting lists and less accessibility to those with disabilities 

who require these services. To account for the discrepancy between those who need care and 

the availability of care services, families are expected to undertake more responsibility for 

care duties, often without the proper support services that they need.  

Research on these families and on the consequences of providing care to family 

members who are ill or have disabilities has grown substantially in recent decades. Studying 

caregiving for family members with disabilities is important because of the intensity, 

frequency and potential negative consequences associated with this kind of caregiving. 

Indeed, caregiving for family members with disabilities without the proper support can have 

negative impacts on caregivers’ physical and mental health, workplace participation, financial 

stability and sense of self-worth and self-esteem (Miller, Allen and Mor, 2009; Parish and 

Cloud, 2006; Scott, 2010; Wiesmann, Boeije, van Doorne-Huiskes, and den Dulk, 2008; 

Zablotsky, Bradshaw and Stuart; 2013). The negative impacts associated with caregiving have 
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been found to be more significant for women than for men, likely because women are most 

commonly the primary caregiver for family members with disabilities, particularly for 

children (Brehaut, Kohen, Garner, Miller, Lach, Klassen and Rosenbaum, 2009; Essex and 

Hong, 2005; Marks, 1998; Morris, 2004). A primary caregiver is the person who provides the 

greatest amount of care and often resides with the care recipient (Cox, 2005). Secondary 

caregivers–usually men, children, other relatives and professional support services–also assist 

with caregiver duties, but less frequently and usually with less intense tasks (Cox, 2005).  

Despite the progress made towards equality between men and women in paid employment, 

significant gender inequalities with regards to domestic work still exist, which is seen in the 

provision of care for family members with disabilities (Coltrane, 2000; Craig, 2006; White 

and Klein, 2008). 

This thesis aims to explore the issue of caregiver well-being in Canada. More 

specifically, this analysis will focus on the mental health and stress levels of male and female 

caregivers of parents or children with long-term disabilities. The objectives of this study are 

twofold. First, this study will examine the potential mental health consequences that can arise 

when providing care for a child or an elderly parent with disabilities. Although the care for 

these two groups varies in a number of different ways, consideration of both childcare and 

eldercare is important in order to determine where funding and resources are needed in 

Canada. While the number of aging Canadians is growing and the awareness of the impact of 

unpaid care work on caregivers of the elderly is necessary, many caregivers for children with 

disabilities are also not getting the help that they need and therefore should also be considered 

by policy makers. Studies comparing these two groups do not adequately assess the needs of 

those caring for children with disabilities. For example, Ernst Kossek, Colquitt and Noel 
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(2001) compare caregiving of children in good health with that of caring for an elderly person 

with disabilities and found that eldercare has more negative impacts on caregiver well-being. 

However, the care of healthy children involves a very different set of responsibilities and 

consequences than caring for a family member who is ill or has a disability. For instance, 

often unlike the care of a family member with disabilities, the care of healthy children 

generally decreases as the child ages and becomes more independent (Ernst Kossek, Colquitt 

and Noe, 2001; Brody, 2004). In addition, caring for an elderly person with a disability 

usually requires a greater need for social services than does the care of healthy children, 

especially if the aging person has a more severe disability (Ernst Kossek, Colquitt and Noe, 

2001; Brody, 2004). To allow for a more accurate comparison of the impacts of childcare and 

eldercare, it is beneficial to consider the care of children with disabilities, rather than healthy 

children, along with the care of elderly people with disabilities. Since the majority of 

Canadians providing eldercare for someone with a disability are caring for a parent, my 

analysis will be focusing on the care for parents with disabilities specifically (Fast and 

Keating, 2001; Turcotte, 2013).  

Second, this study will contribute to current literature by focusing on how the 

perceived availability and effectiveness of support services can impact the stress levels and 

mental health of caregivers. Not only will this analysis examine how a perceived need for 

additional support can have a negative impact on caregivers, but it will also consider which 

types of support have the greatest impact. Because this study will be using recent Canadian 

data, it can provide insights for policy makers in Canada on how to improve the health of 

caregivers. This is important because of the crucial role that informal caregivers play in the 

care of children and seniors who are ill or have a disability. Without them, the Canadian 
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Government and healthcare system would not be able to support, house and care for the rising 

number of children and seniors in need (Murphy et al., 2006; Tadema and Vlaskamp, 2009).  

Considering the extent to which inequalities exist between men and women when it 

comes to caregiving responsibilities and consequences, these issues will be examined through 

a gender perspective. As will be discussed throughout this thesis, while many studies on 

caregiving have been conducted that consider gender, the majority of recent Canadian studies 

on caregiver well-being and service use do not consider gender to be a focal variable (Brehaut 

et al., 2011; O’Rourke Tuokko, 2011). Gender differences cannot, therefore, be adequately 

addressed in these studies. Addressing this issue using recent data is necessary because there 

is debate among researchers that the gap in the amount of care work done by men and women 

may be closing, and may no longer be significant. Thus, it is important to consider whether 

caregiving has a similar impact on men and women or whether women are still at a greater 

risk of experiencing negative mental health consequences in Canada.  

A better understanding of the specific areas in which assistance is perceived to be 

lacking could help advocate for better policies in regards to support for families, especially if 

a need for more support has potentially negative effects on mental health. Due to the 

continued need for support services to assist families caring for relatives with disabilities and 

the adverse health effects that caregivers experience as a result of this caregiving, this study 

could have significant implications for policy and future research regarding caregiving and 

families. The three main research questions that will be guiding this project are:   

1. How does long-term caregiving for a child or parent with a disability impact the stress 

and mental health levels of caregivers? 
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a. What effect does caregivers’ perceived daily stress level have on their perception 

of their own mental health? 

b. What, if any, differences exist between the self-rated daily stress levels and mental 

health levels of those caring for a child with a disability versus those caring for a 

parent with a disability? 

2. How does the perceived need for additional support services affect the stress and 

mental health ratings of these caregivers?  

a. Which types of support services do caregivers feel are most needed to assist them 

in the provision of care? 

3. Do differences exist between the self-rated daily stress and mental health levels of men 

and women who are providing care?  

a. How does current Canadian data support or refute the existence of gender 

inequalities pertaining to providing care for family members with disabilities? 

In order to address these research questions, survey data from the General Social 

Survey: Caregiving and Care Receiving, which was conducted by Statistics Canada in 2012, 

will be used. While there are a number of studies that have considered the negative health 

consequences of caring for a family member with a disability, this study will focus only on 

men and women who have reported being the caregiver to their child or parent with a 

disability. Using linear regression, the daily stress levels and mental health of these caregivers 

will be estimated, considering gender, relationship to the primary care receiver (child or 

parent), severity of the disability, caregiver status (whether a person is a primary or secondary 

caregiver) and the perception of need for more assistance as some of the key independent 

variables. 
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Thesis Overview 

Chapter Two provides a discussion of the theoretical framework that will guide this 

analysis, as well as a review of the literature on caregiving and caregiver well-being. The first 

section of the chapter will begin with a discussion of feminist theory’s analysis of the family 

in order to gain a better understanding of some of the main propositions and concepts used in 

feminist research on the study of the family and caregiving. Next, the concept of social 

reproduction, as it is discussed in feminist literature, will be addressed. Social reproduction is 

relevant to the understanding of how society cares for people with disabilities because it 

addresses how care is divided between the private and public sphere. The second section of 

this chapter will highlight some of the concepts and issues presented in current research on 

caregiving trends, the mental health of caregivers and the formal support services that are 

available to assist families in need.  

Chapter Three focuses on the methodological aspects of this analysis. First, a 

description of the General Social Survey: Caregiving and Care receiving (2012), the source of 

the data used for this analysis, will be provided. The final sample of participants from the 

survey that was used in this analysis will then be discussed. Next, a detailed description of the 

variables that will be used in this study, how they are measured and their importance to the 

issue of caregiving and mental health will be presented. Finally, the methods of analysis will 

be explained, including the statistical software used, as well as the types of analyses and 

models that were run in order to generate the results that will be presented in Chapter Four. 

Chapter Four will first review the descriptive statistics of the study sample, 

underlining its demographic makeup. The results generated from the regression analyses will 
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then be presented in order to examine the impact of the key independent variables on the 

reported daily stress and mental health levels of caregivers.  

Lastly, Chapter Five will provide a discussion of the results and relate them back to 

the current literature on caregiving. The implications that these findings may have for policy 

makers in Canada will also be considered. The chapter will end by addressing the limitations 

of this study as well as with suggestions for future research on the mental health and well-

being of caregivers.  
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CHAPTER TWO: Theoretical Perspective and Literature Review 

The first major section of this chapter will consider a feminist perspective regarding 

the family. A brief description of common propositions of feminist theorists and the reasons 

that feminist theory will guide this analysis will be discussed. The concept of social 

reproduction and how it can be used to understand the main theme of this study will also be 

examined. The second major section of this chapter will include a review of current literature 

on caregiving, caregiver health and formal support use. Within the section on caregiving, a 

brief definition regarding what caregiving means will be provided, and the unique caregiving 

experiences and responsibilities of those caring for children or parents with disabilities will be 

addressed. The literature on mental health will also be discussed, as well as how caregiving 

has been shown to both positively and negatively impact the health of caregivers. Special 

consideration will be given to stress, as it is often heightened by the experiences associated 

with caregiving and is a common measure of mental health. Finally, the availability of formal 

support services will be addressed, including their effectiveness in assisting families and 

mediating some of the negative impacts on caregiver health. Gender differences that have 

been identified in recent studies will also be examined for each of these topics.  

 

Feminist Perspectives on the Family and Social Reproduction  

Feminist Perspectives: The Study of the Family and Caregiving 

Although the family is a common topic of research across a number of disciplines, it 

should be pointed out that many family researchers criticize the apparent lack of theory in 

studies on the family (Bengtson, Acock, Allen, Dilworth-Anderson and Klein, 2003). For 

example, in their review of articles published from 1990 to 1999 in the Journal of Marriage 
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and Family, Taylor and Bagd (2003) found that 39% of the studies made no reference to a 

theoretical perspective. However, despite this criticism of family research, there are a wide 

variety of theories that have been used to explain family dynamics, relationships, and 

structures. Some of the most common theories and models used in research on family 

dynamics and caregiving are exchange theory, life-course perspective, stress-coping models 

and structural functionalist theories (Coltrane, 2000; Bengston et al., 2003; Schultz and 

Sherwood, 2008; White and Klein, 2008). While each of these theories makes unique 

contributions to the study of the family, a feminist approach will be used to address the issue 

of caregiver health in this analysis. White and Klein (2008) relay a definition of feminist 

theory by Gordon (1979), which states that feminist theory is “an analysis of women’s 

subordination for the purpose of figuring out how to change it” (White and Klein, p.218). 

Although there are many branches of feminist theory that both complement and challenge 

each other, this definition outlines a common focus placed on the study of the discrimination, 

oppression and inequality that women face, as well as the goal of feminist theory to gain 

equality for women. In other words, feminist theory is “emancipatory”; it aims to change the 

way things are instead of simply trying to understand what changes need to be made 

(Bengston, et al., 2005; White and Klein, 2008). While feminist theory has made significant 

contributions to the study of the discrimination against, and oppression of, women by many 

institutions within society and the inequalities they consequently face, this analysis will 

consider feminist views on how discrimination, oppression and inequality are perpetuated 

within the family.  

Before attempting to understand feminist views on the family and caregiving, it is 

important to consider how “family” is defined and the meanings attached to being a part of 
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one. Luxton (2001) speaks of the trouble with defining family due to how its meaning and 

structure have changed over the years. For instance, while still often considered to be the 

“ideal” family type, the nuclear family–defined as a legally married, heterosexual couple and 

their biological children–is no longer as predominant as it was in the recent past. The decline 

in marriage rates, rise in divorce and increased preference for cohabitation over marriage have 

meant that there are more single parents and non-married parents than there used to be (Krull, 

2011; Statistics Canada, 2012b). In addition, the legalization of same sex marriage has meant 

that there has been an increase in married gay and lesbian couples, many of which are raising 

children (Statistics Canada, 2012b). Increased life expectancies have also contributed to a rise 

in multigenerational families, where grandparents are living with and even raising their 

grandchildren (Statistics Canada, 2012b). At the same time, parents raising young children are 

now more likely to have the additional responsibility of caring for elderly relatives, which has 

been referred to as the “sandwich generation” (Spillman and Pezzin, 2000). Changes in the 

labour market and the rise in living costs have meant a shift in the “male breadwinner-wife 

homemaker” parenting style that is common in the nuclear family structure. While some 

families can still afford to have one parent stay home as a full time caregiver and homemaker, 

most couples must rely on two incomes to survive (Krull, 2011).  

There are many people who perceive these changes to be negative or harmful– 

particularly to children–because they deviate from the “ideal” nuclear family structure and the 

traditional way for a family to operate. This is referred to as the “family-in-decline” 

perspective, which often blames feminism, women leaving the home for paid employment, 

increasing individualism and the weakening of a moral and collective conscious for harmful 

shifts in family structure (Krull, 2011). However, according to feminist theory, the suggestion 
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that there exists an ideal family type or that all families are the same can be very problematic. 

This is because, by idealizing one type, all other family structures become “abnormal” or 

inferior, and therefore subject to criticism and discrimination. One of the propositions of 

feminist theory regarding family research is that “family life is not monolithic”, which means 

that there is not one, universal and unchanging social norm for how a family should exist 

(White and Klein, 2008: p.224). It is important to acknowledge diversity and change within 

families so that oppressive gender norms, heteronormativity, racial discrimination and rigid 

class divisions cannot be perpetuated through the family system.  

This leads to another key feminist proposition, which states that the family is “a 

central institution for the reproduction of oppression”. In other words, the family is a site 

where traditional and, often, oppressive gendered roles are enforced and reproduced (White 

and Klein, 2008: p.224). Oppression can be defined as “the systematic subordination of a 

recognized social group by a dominating group and the impact of subordination on the 

oppressed group” and as an “exclusionary practice that restricts access to social resources” 

(Luxton, 2006: p.17). While there are many elements of the family structure that can maintain 

gender inequality and oppression, this thesis will be focusing on inequality that arises from a 

domestic division of labour, which refers to a division of work, household responsibilities and 

unpaid caregiving of family members, that is often based on gender (Baines, Evans and 

Neysmith, 1991). Gender roles, traditions, and ideologies are embedded in the division of 

labour not only through the distribution of household tasks, but also through the types of tasks 

that are typically seen as belonging to men or women (Coltrane 2000, Lehr Essex and Hong, 

2005). Feminists have played, and continue to play, an important role in research on the 

division of labour between men and women, and have highlighted their findings to advocate 
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for equality with regards to paid and unpaid work, and also in terms of women’s place in 

other institutions in the public sphere, such as education (White and Klein, 2008). Despite 

great progress made for women’s equality in the workplace and within the home, women are 

still more likely to take on the majority of domestic duties, particularly when a child is born 

(Coltrane, 2000; Craig, 2006; White and Klein, 2008). In addition, women are more likely to 

give up paid employment to care for children. This is the case even when these women are 

highly invested in their careers and despite the option for men to take parental leave (Lewis et 

al., 2000). The tendency for women to take on the majority of care responsibilities also 

applies to other family members, including parents and in-laws (Brody, 2004; Morris, 2004). 

Gender, therefore, will be a focal explanatory variable in this analysis. 

Feminist theorists argue that capitalism encourages women’s economic dependence on 

men within the family because most workplaces do not consider the conflicting 

responsibilities of paid work and childcare or other domestic duties (Luxton, 2001: 44). For 

example, in terms of raising children, the most viable option to manage a lack of workplace 

flexibility is often for either the mother or the father (usually the mother) to give up or reduce 

paid employment to manage care responsibilities. This can be even more common when a 

child has a disability and needs more consistent and full time care. There is a substantial 

amount of research that examines which factors influence decision making about the division 

of labour among couples caring for children with disabilities and the potential effects that 

these decisions can have on women (Traustadottir, 1991; Lewis et al., 2000; Scott 2010; 

Wiesmann, et al., 2008). However, there seems to be some debate regarding the reasons 

behind these decisions. For example, while financial reasons play a crucial role, the literature 

suggests that gender ideologies and role expectations have the greatest influence (Lewis et al., 
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2000; Smyth, 2012; Traustadottir, 1991). It is argued that many women feel that in order to be 

“good mothers”, they need to take on the primary caregiving role regardless of the sacrifices 

involved, which include paid employment, personal space and social lives (Scott, 2010). 

Gender ideologies and role expectations also influence women’s decision to become primary 

caregivers for parents and in-laws with disabilities, as will be discussed further below.  

The tendency for women to make the majority of sacrifices when it comes to 

caregiving within the family can be problematic and potentially oppressive in today’s society 

because the domestic work that women are often expected (or feel as though they are 

expected) to do does not have the same social or monetary recognition as paid work. 

Therefore, another feminist proposition relevant to family that is important to this analysis is 

that “women as a class are devalued and oppressed” (White and Klein, 2008: p.225). While 

this argument applies to a number of issues regarding gender equality for women, here it is 

relevant to the lack of recognition of the importance of “women’s work”. More specifically, 

the household chores and unpaid care work that women provide to family and friends is often 

undervalued compared to paid work that is done in the labour market. Since, as mentioned 

above, traditional and prevalent gender ideologies suggest that domestic work belongs to 

women while work in the labour market is the responsibility of men, women are inherently 

undervalued for all of the hard work that they do. This is especially the case in today’s 

society, as women are often juggling a career and raising a family. In addition, women’s 

contribution to the labour market is often still undervalued compared to that of men’s when 

decisions are made regarding the division of domestic labour and care work (Wiesman, et al., 

2008). This undervaluing of women and the work they do can have negative impacts on their 

quality of life and can increase depression in women (Coltrane, 2000; Neysmith, 1991). The 
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role expectations of women as caregivers and the importance of the unpaid care work done 

within the family will be addressed further in the discussion of social reproduction.   

As well as contributing to the study of the family and how it can be a site of 

oppression, feminist theorists encourage others to consider the gender inequalities that exist 

and are perpetuated through the traditional thinking about the family (Luxton, 2001). For 

example, economic theories often place too much importance on a family’s need for financial 

stability and tend to ignore the influence of family traditions and socialization of gender roles 

within a given culture on decisions made regarding work and care.  One major theory that 

feminists have criticized, which is commonly used in the study of the family, is structural 

functionalism. Feminist theorists argue that structural functionalism perpetuates gender 

inequalities by suggesting that a natural division of labour and “complementary” gender 

specific roles are functional, and even necessary to society (Luxton, 2001). In addition, 

functionalist theories of the family do not adequately acknowledge social dynamics and 

change, as these are seen as a disruption to the equilibrium of a system. Exchange theory, 

which has also been critiqued by feminists, sees women giving up participation in paid labour 

as “worth it” because their husbands will support them financially in exchange. However, this 

idea of a “fair” exchange does not necessarily apply when women take on the primary 

caregiving role of a family member with disabilities, as it can have serious negative 

consequences on their health and financial well-being. Therefore, although the above-

mentioned theories have been often used to analyze the family, they tend to ignore many 

aspects about gender that reinforce inequality (Coltrane, 2000; White and Klein, 2008). 

In conclusion, while there are many branches of feminism and concepts associated 

with feminist theory, this study will be guided by the idea that gender inequalities within the 
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family structure and larger society need to be acknowledged and understood in order to make 

further steps toward equality for women. Since the mental health of caregivers can be 

negatively impacted by caregiving when their needs are not met and since women are more 

likely than men to be the caregivers for family members who are ill or have disabilities, as 

will be discussed below, the gender of caregivers cannot be ignored. A greater recognition of 

the importance of this kind of work and a focus on providing resources to assist caregivers is 

crucial to improving the quality of life for those caring for a family member with disabilities. 

Understanding caregiving as integral to social reproduction as well as highlighting the shift in 

responsibility for caregiving from the state to the family and the consequent increase in 

disproportionate demands and pressures women now face to provide care will help lay a 

stronger conceptual feminist framework for this study.  

Social Reproduction 

 From a feminist perspective, social reproduction refers to “the activities and 

attitudes, behaviors and emotions, responsibilities and relationships directly involved in the 

maintenance of life on a daily basis” (Laslett and Brenner, 1989: p.382). It has also been 

defined as “the social processes and human relations associated with the creation and 

maintenance of the communities upon which all production and exchange rest” (Bakker, 

2003: p.67). In other words, social reproduction involves all aspects of caregiving and 

socialization that are needed to raise and care for people in society; including emotional work 

and the provision of shelter, food and education (Bezanson and Luxton, 2006; Laslett and 

Brenner, 1989). According to Bakker (2003), the three main components of social 

reproduction are biological reproduction, the reproduction of the labour force, and the 

reproduction of provisioning and caring. She discusses how biological reproduction 
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“consumes” women and enforces inequality. The reproduction of the labour force refers to 

“the daily maintenance of workers and the process by which they become workers” (Bakker, 

2003: p.77). In other words, members of society are raised to become workers who will 

contribute to and strengthen the labour market. The third component will be the focus of this 

analysis: “the reproduction of provisioning and caring needs” (Bakker, 2003: p.77). Bakker 

(2003) contends that there is a “reprivitization” of this aspect of social reproduction occurring 

in today’s society.  

  It is important to acknowledge that when feminist researchers use the term social 

reproduction, they are not only referring to “procreation” or the care work undertaken within 

the home.  Instead, they are also referring to “the varying institutions within which this work 

is performed, the varying strategies for accomplishing these tasks, and the varying ideologies 

that both shape and are shaped by them” (Laslett and Brenner, 1989: p.383). For children, this 

would refer to all aspects of and institutions involved in their socialization and upbringing so 

that they become contributing, healthy members of society. Parents, family, close friends, 

medical professionals and the school system would all contribute to this process. Doucet 

(2011) discusses a collective responsibility for childrearing that should exist. She uses the 

term “community responsibility” to refer to the “extra-domestic, community based quality of 

the work of being responsible for children” and sees the responsibility for domestic life and 

children as belonging to “families/households, schools, the state, the workplace and the 

community” (Doucet, 2011: p.117). With regards to the care of elderly members of society, 

assistance and care is often needed when a person’s health is declining in a way that prevents 

them from working or accomplishing regular activities of daily living. This care work would 

involve government financial assistance after retirement, medical professionals, and family or 
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friends. Social reproduction, then, involves the way in which the care and maintenance of 

people within society is divided among the state, families, markets, communities and non-

profit organizations (Bezanson and Luxton, 2006).  

  The unfortunate reality in contemporary society, however, is that social reproduction 

is not always divided fairly between the private and public spheres. As mentioned above, 

there has been a shift in social reproduction, or a “reprivitization”, that has resulted in families 

taking on the majority of care responsibilities for children and elderly relatives through 

unpaid domestic work. Many theorists have recognized this shift in responsibility of the work 

involved in social reproduction. For example, Braedley (2006) discusses a “family of 

responsibility paradigm,” whereby social reproduction has been going through processes of 

“individualization and familialization” (Braedley, 2006: p.216). This means that there has 

been a recent push to move care work in the household as it is seen as best accomplished by 

the family. It has even been argued that the state’s role in social reproduction is changing, 

merely to intervene when the family system is unsuccessful (Braedley, 2006: p.216). In other 

words, the role of the state is not to help in the caring of its citizens, but rather to step in when 

there seems to be problems in the way the family is functioning. An example of this kind of 

intervention might be social services or Children’s Aid. Part of this shift has been the result of 

cutbacks made to government and community support services that have been generally 

responsible for assisting families with the provision of care. These cutbacks and the reduced 

availability of support can have a negative impact on those who need care as well as their 

caregivers.  

 The remainder of this section will consider this shift in social reproduction away from a 

community responsibility onto families and the private sphere. First, cutbacks in available 



!

! 18!

government and community support services for those raising children and providing care for 

family members who are ill or who have disabilities will be discussed. Second, the ways in 

which social reproduction enforces the oppression of women and how the shift in social 

reproduction impacts women and families will be discussed in order to gain an understanding 

of why families, especially women, are affected by increased responsibilities of caregiving 

within the home without the proper assistance from external sources.  

Overview of Government Cutbacks to Support Services for Caregivers 

Due to pressures facing governments in Canada and in other countries to reduce debt 

and entice corporate investors, there have been major cutbacks to various services over the 

past few decades (Bakker and Gill, 2003). Unfortunately, many of these cutbacks have been 

made to areas that help with social reproduction and the care of members of society. Cutbacks 

to the healthcare system have had a particularly strong impact on the lives of families. Some 

of these changes have included fewer nurses and other staff as well as the elimination of 

certain services that were originally included in provincial health plans (Bezanson 2006; 

Luxton, 2006). Not only has this increased the amount of time families must spend providing 

care, but cutbacks to healthcare budgets in Canada have also resulted in families having to 

take on additional financial responsibilities for family members who are ill or have a 

disability (Bezanson, 2006; Leiter et al., 2004). This can be particularly problematic for low-

income families and those who do not have insurance benefits to cover the additional costs. 

Cutbacks to the healthcare system have had a strong impact on families raising children with 

disabilities, both with accessing services in hospital or medical office settings and in-home 

care. Children have not been the only ones affected by these cutbacks. Indeed, the elderly 

have also been greatly affected by cutbacks made to services designed to assist them. As 
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mentioned above, there is a growing number of senior citizens needing care and assistance, 

and this has not been accompanied by an appropriate increase in healthcare and community 

services. This can be particularly problematic for individuals who are trying to balance paid 

employment and, often, the care of young children while having to take on increased 

responsibility for the care of aging parents (Brody, 2004).  

When taking into consideration the care of children, the literature clearly demonstrates 

that a lack of available childcare alternatives and long waiting lists for daycare spaces have 

resulted in parents–usually mothers–being almost solely responsible for childcare (Parish and 

Cloud, 2006). To illustrate this issue, while it was estimated that about 70% of mothers with 

children less than six years of age were involved in the labour market in 2001, only about 

15% of children under age six were in licensed childcare positions (Bezanson and Luxton, 

2006). Due to a lack of childcare options, parents must often give up paid employment or 

reduce paid working hours in order to care for their child. This occurs even more frequently 

for parents of children with disabilities (Lewis et al., 2000). This can partially be explained by 

the fact that finding good quality childcare can be even more difficult for parents raising 

children with disabilities than for those raising healthy children (Parish and Cloud, 2006).  

For example, the Participation and Activity Limitation Survey of 2006 found that about 25% 

of the Canadian caregivers reported that their child had been refused daycare due to their 

disability (Statistics Canada, 2008). Even beyond paid childcare or daycare, cutbacks to the 

school system have resulted in a reduction of after-school activities that provide care for 

children until the end of a regular paid workday for parents or guardians. The reduction in 

special education programs has made caring for children with disabilities more difficult for 

families as well, as they are less able to rely on the school system for the extra support and 
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supervision (Uppal, Kohen and Kahn, 2008). However, it is important to mention that there 

have been improvements made to available education and childcare programs in Canada in 

recent decades.  For example, childcare and educational programs offered through the 

workplace have doubled since the early 1990’s (de Wolff, 2006). Unfortunately, this increase 

has not been sufficient to meet the demand by full time workers who need assistance with 

childcare, which is demonstrated by the finding that only about 6% of full time and 4% of 

part time Canadian parents had access to these programs (de Wolff, 2006). 

Changes to Social Reproduction: The Impact on Women  

Government budget cuts and changes made to social services that assist with social 

reproduction, such as healthcare, education and childcare, have led to the expectation that 

families will compensate for gaps in services with their own time and money (Bezanson, 

2006). Many theorists and studies have acknowledged that it is generally women who are 

feeling the pressures of this shift (Bezanson and Luxton, 2006). Partly because of persistent 

gender role expectations, which are socially constructed through the socialization process and 

reinforced by institutions and prevalent ideologies, women continue to bear the brunt of 

family care responsibilities. Despite women’s increased involvement in higher education and 

the labour market, gender ideologies and role expectations of women as “caregivers” in a 

more traditional sense still exist (Smyth, 2012). This relates to the third component of social 

reproduction discussed by Bakker, which pertains to provisioning and caring needs. 

Provisioning and caring needs includes the “practices connected to caring, socialization and 

the fulfillment of human needs” (Bakker and Gill, 2003: p.4). Although men have 

traditionally played a valuable part in this process in their roles as “breadwinners”, this 

dimension of social reproduction has generally been the responsibility of women as they tend 
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to take on the majority of unpaid work and caregiving duties within the home (Bakker and 

Gill, 2003; Bezanson, 2006).  While this unpaid care work is crucial in the process of social 

reproduction, it is often “invisible and undervalued” in today’s society (Bezanson, 2006).1 

Therefore, feminist theorists often refer to social reproduction as a process that maintains and 

encourages traditional gender roles and inequality in the domestic division of labour 

(Bezanson and Luxton, 2006). This idea relates back to the feminist proposition that women 

as a class are undervalued and oppressed. Other feminist researchers have made similar 

arguments stating that the “devaluation of caring is linked to the devaluation of women” 

(Cancian and Oliker, 2000: p.10). 

The idea of a shift in social reproduction is important in the understanding of the 

social problem being addressed in this study. As mentioned above, it has been argued that 

there has been a shift towards a “family responsibility paradigm” that assumes families should 

be responsible for care work (Braedley, 2006). This view idealizes the traditional, nuclear 

family by stating that problems related to the care of children and other family members 

would not occur in that type of structure (Bezanson and Luxton, 2006). When too much of the 

responsibility of care is shifted onto families, caregivers are likely to feel more burden and 

stress, thereby potentially experiencing negative impacts on their mental health. Therefore, 

while this thesis is not directly applying the concept of social reproduction to the regression 

analyses or measuring cutbacks to support services, it will focus on how the health of 

informal caregivers is being affected by a potentially insufficient amount of support from 

government and community agencies. In addition, findings may suggest need for a 

reconsideration of the dispersion of care responsibilities between the private and public 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1 It is important to mention that feminist theorists argue that the paid care work done by women is undervalued 
as well, but this is beyond the scope of this analysis.!
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spheres. The more specific literature on caregiving for children or parents with special needs, 

the mental health of caregivers and the effects of formal service availability will now be 

discussed.  

Caregiving 

Caring has been defined as “the mental, emotional, and physical effort involved in 

looking after, responding to, and supporting others” (Baines, Evans and Neysmith, 1991: 

p.11).  This work is not only done for family members within the home, but also between 

friends, in the labour market, and in the community through volunteer work (Baines, Evans 

and Neysmith, 1991). My study, however, will focus on unpaid caregiving provided to 

children and elderly parents who have a disability. The term “caregiving” is most frequently 

used to describe circumstances where a person is caring for someone who needs care in order 

to survive or to perform daily functions, such as a young child, an elderly person or a person 

with a disability (Baines, Evans and Neysmith, 1991).  As discussed above, while caregiving 

can be a very rewarding experience, it can also have negative consequences on a person’s 

well-being. Due to the emotional connections and feelings of love that are often associated 

with providing care for children and other relatives, the costs and benefits can sometimes 

become complicated.  

One of the main causes of these potential negative effects is the burden that can often 

accompany providing intensive care. When defining “caregiver burden”, there is often a 

distinction made between “subjective” and “objective” burden. Subjective caregiving burden 

has been described as the perceived effect that caregiving has on “the family’s financial, 

emotional, social and physical status” (Haveman et al., 1997: p. 420) and as the “emotional 

distress” that results from caregiving (Green, 2007). Objective caregiving burden, on the other 
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hand, is often measured by the amount of time that a caregiver is required to provide care 

within a certain timespan, such as how many hours per week a person provides care 

(Haveman et al., 1997). Objective burden has also been defined as the “socio-structural 

constraints” that surround caregiving, such the constraints on “work, family, social and 

recreational activities” as well as the actual costs of caregiving (Green, 2007: p.154). Often 

cited in current literature on caregiving as having a significant impact on the degree of burden 

perceived by the caregiver are the types of caregiving duties that a person is responsible for, 

the intensity and the frequency of caregiving, and the availability of formal and informal 

support (Gordon, Pruchno, Wilson-Genderson and Rose, 2012; Haveman, van Berkum, 

Reijnders and Heller, 1997, Marks, 1998.). It is important to acknowledge that both subjective 

and objective burden can impact a caregiver’s health. Luxton (2006) discusses the increased 

burden that shifts in social reproduction are placing on family caregivers. While my analysis 

will not measure burden directly, the need for a certain type of support (such as financial) 

indirectly suggests that a caregiver might be feeling burden in that area. The remainder of this 

section will consider both caregiving for a child and caregiving for an elderly parent 

separately, and will conclude by considering the gender differences surrounding care that 

have been identified in current literature.  

Caregiving for a Son or Daughter with a Disability  

When a child has a disability or condition that requires special caregiving duties, the 

role of a parent and the impact that caregiving has can change drastically (Crowe, 1993). 

According to the Participation and Activity Limitation Survey (PALS) of 2006, 3.7% of 

Canadian children under the age of 15 were reported by their parents or guardians to have one 

or more disabilities (Statistics Canada, 2008). While this percentage does not sound 
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significantly high or problematic, it equates to about 405,000 reported children with 

disabilities (Statistics Canada, 2008). In 2012, it was estimated that about 8 million Canadians 

provided care for a family member or friend with a disability, with 5%, or about 400,000, of 

these being caregivers to children (Turcotte, 2013). These numbers suggest the importance of 

studying this type of caregiving. 

There have been some discrepancies surrounding exactly how to define and classify a 

child with a disability, mainly because of the wide range of conditions that can be classified in 

a number of different ways (Government of Canada Publication, 2003). A “disability” can 

also have a distinct meaning to different groups of people, such as to families, medical 

professionals and advocacy groups (Government of Canada Publication, 2003). There is not 

one, recognized definition of disability across Canada (Government of Canada Publication, 

2003). While this is encouraging in the sense that it does not exclude people who do not meet 

very specific criteria from gaining access to services and benefits, it can also cause difficulties 

for families seeking medical diagnoses for access to certain support services. In addition, the 

increase in diagnosis of autism and attention deficit hyperactive disorder (ADHD) has led to 

an even broader range of common disabilities that need recognition and consideration. For 

this reason, some have suggested that defining a child with “special needs” has become more 

subjective than it was in the past (Statistics Canada, 2008).  

Despite issues surrounding the definition of disability, caring for children with 

disabilities differs from caring for healthy children in a number of ways. Some of these 

differences include the increased intensity of caregiving demands, the duration of care, and 

the financial demands that often accompany this type of caregiving. Initially, the intensity of 

caregiving duties can increase substantially when a child has disabilities, as there are a 
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number of demanding tasks associated with caring for a child who has special needs or 

limited functioning. Some of the most common duties cited in the literature include taking the 

child to specialist and medical appointments, helping to feed them, waking up at night to care 

for them, close supervision to ensure their safety, and working with professional support 

services (Leiter et al., 2004; Tadema and Vlaskamp, 2009). While these caregiving duties are 

usually necessary when caring for healthy children as well, they often require a greater 

amount of time and persist for longer in the child’s life when the child has a disability. For 

example, some activities of daily living, such as teeth brushing, eating and showering, are 

learned by healthy children much earlier than by children who have a disability that 

physically or mentally prevents them from completing these tasks on their own (Tadema and 

Vlaskamp, 2009). Also, as will be discussed below, obtaining the special education, health 

and support services that their children need can be very time consuming and stressful for 

parents.  

It is also important to note that while the caregiving responsibilities for a healthy child 

will eventually decrease and possibly end completely, many parents caring for children with 

severe disabilities find themselves in a caregiver role for much longer than they had ever 

anticipated (Breadley, 2006, Leiter, et al., 2004; Tadema and Vlaskamp, 2009). In other 

words, the duration of the caregiving can be much longer when a child has a disability than it 

would if the child is in good health. Even when a child becomes an adult and gains greater 

independence, it is often the case that parents are still providing more daily assistance than 

they would if their child had no disabilities (Bourke-Taylor et al, 2012). For example, 

Breadley (2006) conducted interviews in order to better understand intensive mothering 

beliefs, which is the view that a mother is the best person to raise a child. One of the mothers 
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in her study, whose adult son had a disability, reported having to provide daily assistance to 

him even though he no longer lived with her. Not only did she have to provide help to her 

son, she also had to stay in regular contact with the organizations designated to assist him 

(Braedley, 2006). By studying parents caring for young children and adult children with 

intellectual disabilities, Haveman et al., (1997) found that while the number of hours needed 

to care for a child may decrease with age (objective burden), the subjective burden often 

increases with age. This is due to a number of factors: older caregivers are less likely to be 

married, often have less financial and emotional support, and are providing intensive care 

during a time in their lives when the majority of their childcare responsibilities are 

“supposed” to have ended (Haveman et al., 1997). In addition, caring for an adult child with 

disabilities can lead to worry and stress with regards to who will provide care when the parent 

no longer can, either because of their own declining health or death.  

Another variation between caring for healthy children and caring for children with 

special needs is the financial burden that can accompany caring for the latter. While the 

financial implications are often the result of expensive treatments and equipment needed by 

the child, they can also arise from reduced hours in the labour market to provide care for 

children (Leiter et al., 2004; Parish and Cloud, 2006; Teare, 2008).  According to a study on 

caregiving in Canada, the average income for families caring for a child with a disability is 

approximately $9,000 less than the average family income (Statistics Canada, 2008). In 

addition, having a child with a disability is also correlated with a greater risk of falling below 

the Low-Income Cutoff Line (Statistics Canada, 2008). Other research on caregiving for 

children with disabilities has shown the financial strain that these families can experience 

(Burton and Phipps, 2009; Parish and Cloud, 2006). While it is not necessarily the case that 
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having a child with a disability is the direct cause of poverty for these families, studies have 

shown that the increased time demands and costs associated with this kind of care can 

negatively impact a family’s financial situation (Parish and Cloud, 2006). It is important to 

note, however, that the severity of the child’s disability impacts whether or not a family will 

feel financial strain because of the disability (Parish and Cloud, 2006).  A caregiver is much 

more likely to report financial strain when caring for a child with moderate to severe 

disabilities than when caring for a child with mild disabilities (Statistics Canada, 2008).  

It is therefore important to acknowledge that caring for children with disabilities is 

associated with atypical unpaid care responsibilities compared to caring for healthy children 

(Leiter, et al., 2004). As a result, both objective and subjective caregiver burden are often 

more prominent among people caring for children with disabilities. This is especially true if 

the child has serious behavioural problems, lower adaptive skills and poor physical health as 

these have been found to significantly increase the perceived burden of caregivers (Haveman 

et al., 1997). Since the perception of burden can have negative effects on stress and mental 

health, parents caring for children with disabilities often experience more of the undesirable 

aspects of care. The impact that caregiving can have on health will be discussed further in the 

next section of this chapter.  

Caregiving for a Parent with a Disability   

Due to the substantial growth in the elderly population in recent years, informal 

caregivers have been a crucial network of support and care for the aging population, 

particularly informal care provided by spouses and adult children (Pinquart and Sorensen, 

2003).  Results from a 1996 survey estimated that almost 11% of Canadians over the age of 

15 provided informal and unpaid care to one or more seniors with long-term health problems 
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(Fast and Keating, 2001). This equates to about 2.1 million informal caregivers of seniors in 

Canada alone, and this number appears to be increasing. In fact, from 2002 to 2007, the 

number of Canadians over the age of 45 who reported providing care to a senior increased 

from approximately 2 million to 2.67 million (Cranswick and Dosman, 2008). 2 These figures 

demonstrate the increased role of the private sphere for the work of social reproduction. 

According to both the 1996 General Social Survey and the 2011 General Social Survey, the 

majority of caregivers in Canada are providing care for a parent (Fast and Keating, 2001; 

Turcotte, 2013), which is the reason that caregivers to aging parents will be the focus of my 

thesis. Clearly, caring for an aging relative impacts a great number of Canadians and therefore 

has been given increased attention in both Statistics Canada Surveys and in current literature 

on caregiving (Cranswick and Dosman, 2008).  

A distinction must be made, however, between providing assistance to an aging parent 

and caregiving for a parent with a disability, as they can be significantly different in terms of 

the types of assistance provided, the intensity of responsibilities, and the impact on a 

caregiver. For example, caring for an aging parent who needs occasional help with heavy 

lifting and other less intensive tasks might vary substantially from caring for an aging parent 

with cancer, dementia or another serious disability that prevents him or her from living 

independently. Caring for a parent with a serious long-term disability will likely entail more 

intense caregiving responsibilities that increase feelings of objective and subjective burden for 

caregivers, especially if the senior lives in the same home as the caregiver. Since cognitive 

functioning, social functioning, physical ability and frailty must all be considered when 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
2 These figures represent the care of all seniors in Canada, including the care of spouses  While it is necessary to 
acknowledge caregiving for an aging spouse in this area of study, spousal caregiving can have very unique 
effects when compared to those resulting from caregiving for a parent because of the different types of emotions 
and stress involved. Therefore, my analysis will only focus on the eldercare of aging parents, instead of 
considering the eldercare of both senior parents and spouses.!
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determining the needs of an aging parent, the process of classification of impairment and 

disability of an elderly person can be complicated (Cox, 2005). Often, the assessment of 

impairment of aging adults is judged by their ability to complete tasks that are necessary for 

daily life, otherwise known as Activities of Daily Living (ADL’s). Flaws exist with this type 

of classification, however, in regards to reliability because the ability level of seniors can vary 

substantially on a month-to-month basis depending on their health conditions at the time of 

the assessment (Cox, 2005). 

Despite the complications regarding diagnosis of a senior’s needs, the type and 

severity of disability that an aging parent has can change the frequency and intensity of 

caregiving. Just as with the care of children with disabilities, there are many different types of 

duties that are associated with the care of a senior that vary in intensity. Some of the most 

common types of care duties reported in a Canadian survey of those caring for seniors include 

transportation, tasks inside and outside of the senior’s home, care management, personal care 

and medical care (Cranswick and Dosman, 2008). The first three types of care duties are 

usually associated with the care of seniors with mild disabilities and are frequently reported as 

being a regular responsibility of caregivers. For example, about 80% of the participants in this 

survey reported that they provided transportation assistance to an aging relative (Cranswick 

and Dosman, 2008). The fourth type, care management, is likely done at all disability levels 

to some degree, and might include managing finances, booking appointments, hiring 

professional help, organizing a care schedule, and managing health insurance claims. 

The extent to which a caregiver will be involved in personal and medical care also 

depends upon the severity of the disability, and partly upon the senior’s ability to perform 

essential tasks of everyday life independently, such as eating, bathing and walking (Cox, 
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2005). Personal care can often include bathing, toileting, care of toenails or fingernails, 

brushing teeth, shampooing and hair care, or dressing. Medical care would include any 

medical treatments or procedures, such as giving medications or injections, changing 

bandages or dressings, changing IV bags, performing blood pressure or insulin tests 

(Cranswick and Dosman, 2008). It is important to mention that even when a senior lives in a 

care facility, family members are still often involved in some aspect of personal and medical 

care within the facility (Cranswick and Dosman, 2008). 

As mentioned above, feminist literature suggests that gender is an important 

consideration when it comes to unpaid caregiving responsibilities. The gender inequalities 

surrounding caregiving can be even more prominent when caring for a family member with 

disabilities due to the increased amount of domestic, unpaid work that is associated with this 

kind of care. The following section will consider some of the gender issues discussed in 

current literature regarding the division of labour within the home, particularly with regards to 

caregiving responsibilities, and how these inequalities increase when caring for a child or 

parent with disabilities.  

Gender Division of Labour 

A vast quantity of research has focused on the domestic division of labour between 

men and women, and the majority of these studies have found great gender inequality in the 

amount of domestic work done within the home (Coltrane, 2000; Craig, 2006; Lehr-Essex and 

Hong, 2005; Winslow, 2005). These findings are particularly evident for couples who have 

children, as parents seem to have a more defined and usually more unequal division of labour 

than childless couples do (Fox, 2006; Wiesmann, Boeije, van Doorne-Huiskes, and den Dulk, 

2008). Craig (2006), for example, used Time Use Surveys or “time diaries” to compare the 
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daily workload of men and women in Australia. She found that while childless men and 

women had fairly equal daily workloads in terms of paid and unpaid work, mothers on 

average worked over four more hours per day than did fathers, with the majority of that work 

being domestic labour and childcare. Feminist theory argues that it is with the onset of 

parenthood that many gender inequalities are perpetuated within the home, as caring for a 

child gives women less freedom with regards to their time commitment than they have with 

other household duties (Craig, 2006). This relates to the previously discussed feminist 

proposition that the family is a central institution for the reproduction of oppression. 

However, before considering these inequalities further, it must be acknowledged that 

many researchers have argued that it appears as though the gap is closing between the amount 

of domestic and care work done by men and women (Arksey and Glendinning, 2008; Chesley 

and Moen, 2006; Craig, 2006; Winslow, 2005). For example, Hill, Hawkins, Ferris and 

Weitzman (2001) report that between 1977 and 1997, the discrepancy between the amount of 

work done by men and women has diminished substantially, from women doing 18.5 hours 

per week more than men in 1977 to 6.5 hours per week more than men in 1997. It has even 

been suggested that, as more informal care is needed, men will play an even greater role in 

caregiving than they currently do (Hansen, Slagsvold and Ingebretson, 2013). Studies have 

shown that increased participation of men in caregiving and household responsibilities can 

have positive impacts on women, including their perceptions of subjective burden and martial 

satisfaction (Lehr Essex and Hong, 2005).  

While the idea of a “closing gap” sounds promising for the future of women’s care 

work, well-being and paid employment opportunities, even studies that acknowledge this 

closing gap find that women are still responsible for the majority of caregiving for relatives 
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who are ill or have a disability (Brennan and Poertner, 1997; Chesley and Moen, 2006; Cox, 

2005; Fast and Keating, 2001; Fox, 2006; Green, 2007; Hansen, et al, 2013; Haveman et al., 

1997; Hill et al., 2001; Morris, 2004). It could be that because there was such a large 

difference between the amount of domestic work done by men and women in the past, recent 

increases in male involvement have not been enough to completely eliminate this discrepancy 

(Coltrane, 2000). Therefore, while it is necessary to examine the effects of caregiving on both 

men and women because caregiving can have an impact on both men and women (Hansen, et 

al., 2013; Kinnunen et al., 2004; Marks, 1998), it is important to recognize that inequality still 

exists with regards to the amount of caregiving done by men and women, especially since 

many studies show greater negative impacts of caregiving on women than on men (Chesley 

and Moen, 2006; Murphy, et al., 2006).   

When considering childcare, not only do women feel responsible for the majority of 

the care work and domestic responsibilities associated with raising a child, but they are more 

likely than men to give up paid employment to provide care.  For instance, Craig (2006) 

found that, while the increased care responsibilities associated with having children 

substantially decreases the amount of time women spend in paid activities, the earning 

potential of fathers does not change after a child is born. While this study focused on healthy 

children, it appears that there is a similar trend when a child has a disability. In fact, due to the 

increased care demands, raising a child with a disability has been shown to be more strongly 

associated with decreased involvement in paid labour compared to caring for a healthy child 

(Green, 2005; Leiter, et al., 2004; Montes and Halterman, 2011; Parish and Cloud, 2006; 

Scott, 2010). This means, therefore, that mothers caring for children with disabilities are the 

most likely to have problems reconciling paid work and childcare. According to the 
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Participation and Activity Limitation Survey from 2006, “over six in ten mothers were the 

main person to be impacted regarding employment modifications (64.1%), compared to less 

than one in ten fathers” when raising a child with a disability that limited his or her ability to 

complete daily activities (Statistics Canada 2008, 2012: p.11). This is an important gender 

issue to consider because, as will be discussed below, the inability to remain in paid 

employment can potentially have negative impacts on financial, professional and emotional 

well-being. Since the impacts of work-family conflict on well-being has been well established 

in literature on caregivers, work-family conflict will not be considered as a main independent 

variable in this analysis. However, since work participation and the economic factors 

surrounding caregiving have been a common research focus when it comes to informal 

caregiving, employment status will be controlled for in my thesis analysis. 

The tendency for women to take on the majority of caregiving responsibilities even 

extends to eldercare (Chesley and Moen, 2006). This includes not only the care of the 

woman’s own aging parents, but also the care of her husband’s or partner’s parents (Brody, 

2004; Cancian and Oliker, 2000). Just as with childcare, women have generally been more 

affected by eldercare than men in regards to reducing paid employment and increasing 

domestic work (Cox, 2005; Fast and Keating, 2001; Brody, 2003; Shultz and Sherwood, 

2008). Changes made to paid employment include reduced working hours, reduced 

contributions made to pension plans, early retirement and other sacrifices that can have 

adverse effects on a woman’s financial situation (Cox, 2005; Fast and Keating, 2001; Morris, 

2004). Again, it is not just daughters who are taking on more of the caregiving responsibilities 

for their parents; daughters-in-law are often the ones who take on the majority of caregiving 

responsibilities for their husbands’ parents. Even when the woman’s husband is considered to 
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be the primary caregiver of his aging parents, it is often his wife who does a lot of the behind-

the-scenes care work and who is more likely to sacrifice paid employment hours and 

promotions (Brody, 2004). Women’s lives are also more likely than men’s to be disrupted by 

care responsibilities in areas other than paid work, such as social engagements, education and 

relaxation or leisure time (Morris, 2004). In addition, women are more likely to be 

responsible for the more demanding and intense types of caregiving duties, such as personal 

and medical care, which are likely to be more time consuming and take a greater toll on one’s 

well-being (Cranswick and Dosmen, 2008).  

The above review of the literature on the division of domestic labour and caregiving 

demonstrates that gender inequalities are still an important consideration with regard to 

caregiving for a child or elderly parent with disabilities. The next section of this chapter will 

examine the potential health consequences, both positive and negative, that caregiving can 

have on caregivers. Special consideration will be given to how caregiving can impact stress 

levels. Again, gender differences found in current literature will be acknowledged, as 

caregiving seems to have different impacts on women and men. The ways in which mental 

health has been measured and defined in current studies on caregiving will first be addressed.  

 

Effects of Caregiving on the Mental Health and Stress of Caregivers  

Many studies have considered the mental health of caregivers, but there seems to be 

variation in the ways that it is measured and defined. First, the terms “psychological health,” 

“psychological well-being,” “emotional health” and “mental health” are often used 

interchangeably (Cochrane, Goering and Rogers, 1997; Murphy et al., 2006; Schultz and 

Sherwood, 2003). In addition, while some studies consider the subjective or self-rated health 
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and well-being of caregivers (Murphy et al., 2006; Plant and Saunders, 2007; Zablotsky et al., 

2013), others consider clinical ratings or use scales in order to measure health scores 

(Pinquart and Sorensen, 2003). Some of the most common measures of mental health used in 

research studies, whether clinical or self-rated, are depression, a sense of mastery, distress, 

hostility, the presence of positive experiences from caregiving and self-worth or self-esteem 

(Chesley and Moen, 2006; Dura and Kiecolt-Glaser, 1991; Hansen et al., 2013; Marks, 1998). 

Although my study will be considering self-rated mental health to evaluate whether or not the 

perception of service needs and caregiving has an impact on mental health, results from 

studies that have measured mental health in a number of different ways will be examined here 

in order to gain a better understanding of how caregiving has been shown to impact mental 

health.  

Another one of the most common ways that researchers assess a caregivers’ mental 

health is by measuring their level of stress, as stress has been shown to have a strong 

relationship to mental health (Brennan and Poertner, 1997; Pinquart and Sorensen, 2003; 

Schultz and Sherwood, 2008; Zablotsky, et al., 2013). Stress will, therefore, be given special 

consideration in this study. While stress is not always harmful and can even be motivational 

or exciting when caused by positive life events, the high stress levels that can be associated 

with caregiving for a family member with disabilities can make caregivers more susceptible 

to depression and anxiety (Bourke-Taylor et al., 2012; Goode et al., 1998; Zablotsky et al., 

2013). Stress related to caregiving can be caused by a number of factors. Initially, the 

increased financial responsibilities associated with caregiving, as discussed above, can be a 

great source of stress for families. Managing multiple responsibilities, such as having a 

career, providing care and having personal time, can also be stressful (Murphy et al., 2006). 
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For example, it has been estimated that about 60% of Canadian caregivers in 2006 reported 

stress and anxiety regarding the number of responsibilities that they had to balance as a result 

of increased caregiving duties (Statistics Canada, 2008). Stress can also stem from the 

concern surrounding the well-being and condition of the family member with a disability 

(Murphy et al., 2006). Due to the significance of caregiver stress and the potential negative 

consequences that high stress levels can have on mental health over time if not properly 

managed (Zablotsky et al., 2013), the stress associated with caregiving will be an important 

part of this study. However, it is important to mention that a high stress level does not 

independently equate to a low mental health rating (Goode et. al., 1998), nor does having a 

low mental health rating always mean that individuals will perceive themselves to be very 

stressed. Because of this, stress and mental health will be considered separately and together 

in this thesis. By considering how caregiving for a family member with a disability impacts 

stress and examining services needs of these caregivers, negative impacts on mental health 

might be preventable.  

Effects of Caregiving on Health and Stress Levels: Caring for a Child  

Despite the increased workload and sacrifices involved in raising children, caring for 

healthy children is generally seen as a very positive experience (Ernst Kossek, Colquitt and 

Noe, 2001). However, there seems to be some controversy as to whether or not caring for 

children with disabilities has the same positive impacts on caregivers. When a parent can 

successfully care for a child with special needs and manage all of the duties that accompany 

this type of care, a feeling of mastery can often occur (Cook, Cohler, Pickett and Beeler, 

1997; Green, 2007). The sense of pride in one’s parenting abilities can have a positive impact 

on emotional health. In addition, many parents of children with disabilities report strong 



!

! 37!

feelings of love for their child and a heightened feeling of appreciation for the time they have 

with their child (Green, 2007).  Feelings of personal growth with regards to strength, 

acceptance and compassion have also been reported, both for the caregivers themselves and 

the entire family as a result of interacting and caring for the child with disabilities (Green, 

2007).   

However, there seems to be a consensus within current literature that, although caring 

for a family member with a disability can have positive outcomes, there can also be 

significant negative consequences on the physical, emotional and psychological health of 

caregivers (Tadema and Vlaskamp, 2009; Marks, 1998; Murphy et al., 2006). It has been 

found that when a parent feels forced into more intense and long lasting caregiving than 

originally expected, they can experience fewer of the positive aspects of caregiving (Cook, et 

al., 1997). As discussed above, raising children with disabilities compared to raising healthy 

children can increase feelings of subjective and objective burden, as it often requires a great 

deal of extra work, time and financial resources. Consequently, many of the adverse effects 

on mental health of caregiving for a child with a disability result from the stress surrounding 

finances, a perceived lack of time to care for oneself, exhaustion and increased work-family 

conflict (Murphy et al., 2006). 

Studies have also found that caregivers, especially those caring for children with 

severe disabilities, neglect their own health because of a lack of time. This can include 

missing necessary medical appointment, as well as not making time for exercise, sleep and 

healthy eating habits (Murphy et al., 2006). However, it can also include neglect of their 

social and emotional well-being, such as giving up hobbies, not taking breaks from 

caregiving, and, for some, not remaining involved in paid or volunteer work outside of the 
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home. These “health promoting activities” are crucial for the subjective mental health, stress 

levels and physical health of caregivers (Bourke-Taylor et al., 2012; Shultz, 2008). When it 

comes to caring for a child with a disability, neglecting one’s own health can be an even 

greater problem for caregivers because the care demands can be significantly higher than 

those of healthy children. 

It is important to mention that the type of disability a child has can have a significant 

impact on the experiences of family members providing care (Leiter, Wyngaarden Krauss, 

Anderson and Wells, 2004; Lewis, Hagan and Keaton, 2000; Mailick Seltzer, Greenberg, 

Floyd, Pettee and Hong, 2001; Yu and Wei, 2010). Unfortunately, as my study is considering 

the needs of caregivers of both children and the elderly, the variety of disabilities was too 

broad to create meaningful categories to add to the analysis. Nevertheless, it is important to 

mention the implications of disability type in regards to caregiver health, service need and 

availability- as different disability types may require different support services for varied 

lengths of time (Yu and Wei, 2012). For example, Yu and Wei (2012) found that parents 

providing care for children with emotional disabilities had more difficulty transitioning out of 

receiving social welfare assistance than parents of children with other types of disabilities. In 

addition, it has been shown that raising a child with serious behavioural problems causes the 

greatest amount of stress for parents and can have a negative impact on family relationships 

(Bourke-Taylor et al., 2012; Floyd and Gallagher, 1997; Lehr Essex and Hong, 2005). It can 

also be very difficult for these families to access childcare because of their child’s behavioural 

problems (Lewis et al., 2000). Studies have shown that parents caring for children with 

serious physical or developmental disabilities also experience many unique challenges to their 

health and stress levels. For instance, the costs needed to care for children who are technology 
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dependent or who need special equipment can be very stressful for families if they do not 

have enough financial resources or insurance coverage available to them. (Pain, 1999; Teare, 

2008) There can also be serious physical health consequences for parents when caring for 

children struggling with disabilities that limit their mobility (Murphy et al., 2006).   

Although my analysis will not directly assess the type of disability that the care 

receiver has, it will consider the severity of disability. The severity of the child’s disability 

can have a huge impact on the stress and mental health outcomes experienced by caregivers 

(Brennan and Poertner, 1997; Plant and Saunders, 2007). For example, studies have found 

that, as the caregiver rating of the severity of the disability increases, ratings on life 

satisfaction and health decrease (Statistics Canada, 2008). In a 2006 Canadian survey, the 

percentage of parents who reported their child’s disability to be their main source of stress 

increased from 26.5% to 38.8% when the child’s disability was considered to be severe 

instead of moderate or mild (Statistics Canada, 2008). It has also been shown that the severity 

of a child’s disability is significantly related to work-family stress and the reduction of paid 

work (Leiter et al., 2004). Therefore, the severity of the disability will be considered for both 

children and elderly care recipients. The next section will focus on caregivers of elderly 

parents and the positive and negative health consequences that can arise with this type of 

caregiving. 

Effects of Caregiving on Health and Stress Levels: Caring for an Elderly Parent  

Just as with the care of children, caring for an elderly parent can be a very positive and 

rewarding experience (Morris, 2004). The emotional connections that one has with a parent, 

the sense of fulfillment that comes from the reciprocation of care, and a feeling of 

achievement can all be associated with eldercare (Brody, 2004; Cox, 2005; Schultz and 
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Sherwood, 2008). As mentioned above, the type and intensity of caring when it comes to an 

aging parent depends greatly on the health and functioning of the parent. When the elderly 

parent has a disability, especially a severe one, it can dramatically affect whether or not a 

caregiver experiences the positive or negative aspects of providing care. Similar to when 

caring for a child with disabilities, caring for an elderly parent with a disability can lead to 

emotional exhaustion, stress from trying to balance responsibilities, anxiety, financial strain, 

depression and other adverse effects to the caregiver’s well-being (Brody, 2004; Hansen, et 

al., 2013) In addition, the type of disability or condition of the care receiver can have a great 

impact on the caregiver. More specifically, caring for a parent or aging relative with dementia 

has been shown to have more negative impacts on the caregiver’s stress levels and mental 

well-being than does caring for a relative with other types of age related disorders, such as 

mobility problems (Pinquart and Sorensen, 2003). Due to the amount of constant supervision 

and care that is often required with this type of caregiving, caring for a relative with dementia 

can even reduce the positive aspects and rewards that are associated with care (Bauer, 

Maddox, Kirk, Burns and Kuskowski, 2012). However, caregivers of elderly relatives without 

dementia still report higher levels of stress and lower levels of subjective well-being than 

non-caregivers (Pinquart and Sorensen, 2003), which would suggest that this group of 

caregivers is important to study, even if the type of disability is not determined.  

There are some special considerations with regards to the effect of caregiving on 

mental health and stress levels when it comes to caring for an aging parent. Firstly, those 

caring for aging parents often have priorities and responsibilities that strongly conflict with 

caregiving duties. For example, younger adults caring for their aging parents might also have 

the added responsibility of caring for their own children (Cox, 2005). This is referred to as the 
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“sandwich generation”, as briefly discussed in the previous section. In addition, the 

interruption to one’s career, family and social life is often more unexpected when a parent 

becomes ill than it is when a couple decides to have children.3 Many employers are not as 

lenient with allowing time off and flexibility for the care of family members who are not the 

employee’s own children, which can cause an increased amount of work-family conflict. 

(deWolf, 2006). Secondly, adult children caring for their aging parents are often providing 

care even when their own health is starting to decline, both physically and mentally (Arksey 

and Glendinning, 2008; Cox, 2005). Results from a 2007 Canadian survey show that 

approximately 25% of the 2.7 million people aged 45 and older who were caring for a senior 

were also a senior themselves (Cranswick and Dosman, 2008). For these individuals, financial 

strain can also become a large source of stress, as they might be retired and living on a limited 

budget. These factors can result in high levels of guilt and stress, which can impact mental 

health and well-being (Arksey and Glendinning, 2008; Cox, 2005). 

As mentioned earlier, caring for a parent-in-law with a disability can also have an 

impact on a person’s well-being (Henz, 2009). However, it has been argued that the demands 

of caring for a parent-in-law often differ from caring for one’s own parent because there is no 

biological link or feelings of responsibility for having to care for a person who once cared for 

you (Brody, 2004). This could mean that the consequences and burden associated with caring 

for an in-law might be less severe than for a biological or adoptive parent (Henz, 2009). 

Nevertheless, caring for an in-law can have very similar effects as caring for one’s own 

parent. Just as with the care of one’s own parent, providing care for an aging in-law who is 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
3 While this is beyond the scope of this study, the onset of caregiving duties and the impact that this can have on 
caregivers could be considered in future research that aims to compare caregivers to children and elderly parents 
with disabilities. !
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living in the same home as the caregiver can take a greater toll on caregivers than when the 

parent-in-law lives in another residence (Brody, 2004; Marks, 1998). In addition, women 

often feel the pressure of taking on the majority of caregiving roles in these circumstances just 

as they do with their own parents, especially when the parent has no biological or adopted 

daughters. Feelings of commitment to her husband and marriage often lead to a woman taking 

on a large role in caregiving responsibilities, even when she has no feelings of obligation to 

the aging in-law. This would suggest that gender socialization and expectations associated 

with caregiving also apply to the care of an elderly in-law (Brody, 2004). Therefore, 

consistent with other studies, my analysis will consider aging parents as well as in-laws 

(Brody, 2004; Hansen et al., 2012; Marks, 1998). Expanding on the ideas just discussed, the 

next section of this chapter will consider the varying impacts that caregiving can have on the 

health and stress levels of men and women.  

Effects of Caregiving on Health and Stress Levels: A Gender Comparison  

As mentioned above, although it has been argued that the gap between men and 

women is closing in regards to the amount of care they provide, it seems that women are still 

most likely to take on the role of primary caregivers, give up paid employment to provide care 

and, consequently, experience more adverse health effects than men (Chelsey and Moen, 

2006; Morris, 2004; Murphy, et al., 2006; Scott, 2010). However, studies that consider gender 

differences when examining the impact of caregiving more generally have had mixed results; 

while some show that caregiving has a more positive impact on men, others reveal that 

women experience more positive results. Some studies have found that men actually 

experience positive outcomes from caregiving for a friend or family with a disability, even 

when their wives do not experience these same positive outcomes (Chesley and Moen, 2006; 
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Fox, 2006; Marks, 1998; Rizzo, Schiffrin and Liss, 2012). In addition, it appears that the 

relationship to the care recipient can have different impacts on men and women (Chesley and 

Moen, 2006; Marks, 1998). Interestingly, Marks (1998) found that while there were limited 

gender differences between men and women providing care for family members with 

disabilities in her study overall, this was not the case when it came to those caring for children 

with disabilities. Women providing care for children with disabilities experienced more 

negative impacts to their health compared to women caring for other family members with 

disabilities, and these impacts were much more severe for women than men (Marks, 1998).  

Despite some conflicting results, much of the research on caregivers’ well-being 

shows that women tend to experience more negative impacts to their mental health as a result 

of caregiving (Shultz and Sherwood, 2008). It has been suggested that the reason for these 

discrepancies is that men and women provide care under different contexts and 

circumstances. Feminists would argue that, although many men also provide care within the 

household, they have more choice with regards to the type and amount of care work for which 

they are responsible (Baines, et al, 1991). While this is not always the case, it could explain 

why men do not always have the same negative health consequences as women. Morris 

(2004) conducted a review of 45 studies on caregiving that considered gender and found that 

women are more likely to be involved in intensive care and for longer periods of time than 

men. Women also tend to be responsible for different types of care responsibilities than men 

(Brody, 2004). While men are more likely to assist with transportation and jobs around the 

senior’s home, women are more likely to be involved in the more intense personal and 

medical care that is needed more regularly (Cranswick and Dosmen, 2008). Women are also 

more likely than men to have disruptions in their life as a result of their caregiving duties 
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(Morris, 2004). There are other potential explanations for why men and women experience 

different consequences when it comes to providing care. For example, relating specifically to 

children, it has been argued that being a father is not associated with the same pressures and 

expectations that accompany being a mother, and therefore men may not experience the same 

negative impacts to mental health that women do (Rizzo, Schiffrin and Liss, 2012). While 

providing financial care for a family can still be very stressful, it allows the father to escape 

from caregiving duties for a portion of the day, which can be very important for mental health 

and well-being. In addition, men often report a sense of pride in being able to financially 

provide for their families when their wives stay home with children, and benefit from the 

work that their wives do at home. An example of one of these benefits is having meals made 

and the house cleaning done when they arrive home from paid employment (Fox, 2006). My 

study aims to help address conflicting results in current literature regarding the relationship 

between gender and the impacts of caregiving.  

It is clear from the above studies that there can be negative consequence of caregiving 

on the mental health of caregivers. This issue is important because, as discussed above, 

informal caregiving is such a crucial part of social reproduction. For instance, it has been 

estimated that approximately 60% to 80% of care that is provided to elderly people in need is 

done so by that person’s family (Cox, 2005). Without unpaid family caregivers, the healthcare 

system, government funding and available resources could not support the demands of the 

increased aging population or provide proper care for children with disabilities. Speaking 

specifically about children, it is also important to consider the health and well-being of 

parents because of the potential impacts that their health can have on their children. Studies 

have found that children with disabilities benefit from supportive and healthy environments 
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(Bourke-Taylor et al., 2012). Therefore, “supports to the people around such children may be 

as crucial as therapeutic or educational opportunities that assist their skill development and 

inclusion” (Bourke-Taylor et al., 2012: p.1733). In terms of eldercare, it is important to 

consider the needs of caregivers and provide them with adequate support so that they can 

assist in the care of elderly parents, especially given the increase in the aging population. As 

mentioned earlier, it is also more likely that people provide long-term care for an elderly 

relative, their own health might be declining at the same time because they too are growing 

old. It is imperative to provide resources to keep caregivers healthy, as the expense required 

to care for them if they become unwell themselves will put far greater strain on the economy. 

Focus will now be given to the available formal support services to assist families, as well as 

how there are barriers that make these services ineffective for some families.  

 

The Role of Formal Support Services  

A common theme in the research on caregiving is that many caregivers do not have 

the services and support they need. However, research findings are often unclear in regards to 

service use, availability and the effectiveness in assisting families. While both informal and 

formal supports are important for families, my analysis will focus on formal service 

availability and the perceived need of these services. Although formal support can be defined 

in different ways, for the purposes of this study, formal support will include assistance 

provided to a caregiver and his or her family that is not unpaid assistance from a friend or 

family member.  

The following section will examine different types of support services that are 

available to caregivers in Canada, as well as some of the issues that make gaining access to 
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these services difficult or that make them less effective than they could be. While similar 

types of assistance are needed and used by caregivers of children and elderly parents, they 

will be examined separately here in order to distinguish between the variations in these 

services and so that research examining these groups separately does not become blurred. The 

types of services that will be considered for each group of caregivers are information and 

referral services, government financial assistance, forms of respite care and emotional 

support. These are four major types of services that are addressed in current literature and will 

be included in the regression analyses for my study. It is important to mention that while the 

current literature has also found workplace support to be important to the well-being of 

caregivers to both children with disabilities and elderly parents with disabilities (Arksey and 

Glendinning, 2008; Ernst Kossek et al., 2001; Hoshchild, 1997; Parish and Cloud, 2006; 

Scott, 2010; Winslow, 2005), an analysis of this type of support is beyond the scope of my 

study and is not included as one of the support types in the GSS: Caregiving and Care 

Receiving survey.  This section will begin by considering the support services available for 

caregivers of children, followed by those available for those providing eldercare. The section 

will conclude with a discussion of what current literature has found regarding the 

effectiveness of formal services on the well-being of caregivers.     

Defining Formal Support Services for Children  

Parents caring for children with special needs or disabilities often need more support 

services than do parents caring for healthy children (Brehaut et al., 2011). Some of the 

common types of formal services used or needed by families that are typically highlighted in 

current research on caregiving for children are occupational therapists, special education 

programs, family counseling, pediatricians, specialist nurses and medical consultants, speech 
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and language pathologists, physiotherapists, psychologists and case managers (Bourke-

Taylor, 2012). While formal support services can be crucial to a child’s ability to cope with a 

disability and to the well-being of the entire family, there are often problems associated with 

access to and use of these services. The following section will discuss some of the broad types 

of services available to families raising children with disabilities as well as some of the issues 

surrounding access and effectiveness of these services. As mentioned, the types of services 

that will be briefly examined here include information and referral services, government 

financial assistance, forms of respite care (including daycare, homecare and special education 

programs), and emotional support.  

Initially, getting accurate and necessary information about the conditions of the 

disability, what services are available and how to access them is important for parents who are 

caring for a child with a disability (Bourke-Taylor et al., 2012; Haveman et al., 1997; Pain, 

1999). While healthcare providers, schools and other government or community organizations 

can offer useful information (Pain, 1999), parents generally end up doing a lot of the research 

on their own on what services are available, where they are located and how to obtain funding 

for them (Floyd and Gallagher, 1997; Statistics Canada, 2008). Once they have found 

available services, parents often report that long waiting lists, high costs, complicated 

paperwork and difficulty in obtaining assessment make gaining access very difficult if not 

impossible (Chelsey and Moen, 2002; Lewis et al., 2000; Pain, 1999: Statistics Canada, 

2008). In fact, even when the care needs of a healthy child are similar to those associated with 

caring for a child with mild disabilities, in the latter case parents often must also “expend 

considerable time, energy and financial resources on advocacy and other activities due to a 

poorly coordinated and often non-responsive system of service delivery” (Green, 2007: 
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p.155). In other words, the inability to obtain needed services easily can be as time 

demanding and exhausting as the actual care duties that caregivers provide. A lack of proper 

information can become a barrier for families trying to gain access to services that will assist 

them in the provision of care (Statistics Canada, 2008). 

In addition to issues with accessibility, there are few government-subsidized services 

that are provided to families for little to no cost. Also, the extra costs for home modifications, 

expensive equipment and appointments with medical specialists are often not covered fully by 

public funding (Parish and Cloud, 2006). This means that there is often a heavy financial 

responsibility placed on families who need professional services, which can be particularly 

problematic for lower income or single parent families. As a result, financial assistance for 

families can be very important for the well-being of caregivers. The Canadian Government 

does provides certain tax credits and other funding for families raising children with severe 

disabilities (Canada Revenue Agency, 2012). For example, the Child Disability Benefit 

provides families with $2,626 annually or $218.83 monthly for each child that they are caring 

for who has a prolonged and severe disability (Canada Revene Agency, 2012). However, in 

order to receive the full amount, families must earn below a specified income level based on 

the number of children in the household receiving the Child Tax Benefit. The example 

provided on the Government of Canada website shows that a family with a net income of 

$53,600 raising four children, two of which meet the conditional requirements for disability 

tax benefit eligibility, would receive $178.04 a month per child with a disability (Canada 

Revene Agency, 2012). Although tax breaks and financial assistance from the government are 

helpful to families, it is not enough to cover the costs for needed services, equipment and 

childcare. One of the main reasons that Canadians have problems accessing needed services 
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for their children with disabilities is the costs involved in obtaining these services. Many 

Canadian caregivers have reported that formal services are too expensive and have reported 

high out-of-pocket expenses associated with obtaining these services (Statistics Canada, 

2008).  

Another important form of service that assists families providing care for children is 

respite care, or temporary relief from caregiving duties. Respite care, while often provided by 

friends and family members, can also be offered through formal avenues, such as through 

public funding or the community based programs discussed above (Cox, 2005). The most 

obvious type of paid respite care for families raising children is daycare or childcare centers, 

which are not always the best solution for a family with a child who has a severe disability 

(Bourke-Taylor et al., 2012; Lewis et al., 2000). When available, this type of care can become 

very costly (Parish and Cloud, 2006). In Canada, there are organizations that provide in-home 

respite care for children with disabilities, but public funding varies by province (Dunbrack, 

2003). In addition, the need for respite care has to be assessed by a caseworker, and if the 

need is not perceived to be great, the assistance can be as little as 2 to 4 hours per week 

(Dunbrack, 2003). There are, however, forms of respite care that are funded in every 

province: one of the most reported being special education services offered through the school 

system (Bourke-Taylor, 2012; Brennan and Poertner, 1997). That being said, there is 

evidence that many school-aged children with disabilities in Canada are not using special 

education assistance. The 2001 Participation and Activity Limitation Survey (PALS), found 

that only 38% of the reported 155,000 Canadians aged 4 to 15 with a disability used special 

education services (Uppal, Kohen and Kahn, 2008). Almost one third of the parents in this 

study indicated that they experienced difficulty accessing the special education services their 
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child needed, mostly due to insufficient funding and staffing, shortage of needed assistive aids 

and devices, and a lack of available local programs (Uppal, Kohen and Kahn, 2008). 

Although this type of respite care will not be included in my study, it is important to mention 

because the school system can give parents time to be involved in paid employment, complete 

daily errands and take care of their personal health and well-being. Therefore, cutbacks made 

to the education system and other forms of respite care can create stress for families who need 

to balance the many responsibilities of caring for a child with a disability (Murphy et al., 

2006).  

Emotional support and counseling–sometimes referred to as social support–for 

caregivers has also been identified in current literature as having an important impact on well-

being and mental health. As discussed above, there can be many negative emotional 

consequences to providing such intense care for children, especially when a child’s disability 

is severe. While informal support provided by friends and family is probably the most 

common type of emotional support that caregivers receive, emotional support can also be 

provided through formal means, such as family therapists, counselors and even emotional 

support through medical personal and other community organizations (Zablotsky et al., 2013). 

Emotional support has been found to be important to parents caring for children with 

disabilities across the life-span (Haveman et al., 1997) While emotional support is essential 

for parents caring for children with all types of disabilities, the extent to which parents will 

need and use formal emotional support and counseling has been linked to the severity of the 

child’s disability. For example, as discussed above, parents caring for children with 

behavioural issues often have more stress and experience more difficulty accessing support 

services. In their study on parents caring for children with intellectual disabilities, Floyd and 
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Gallagher (1997) found that parents with children who have behavioural issues used more 

individual and family therapy services as well as more parent support groups. Although these 

services can be beneficial for the well-being of parents, some of these services can be costly 

to families who do not have insurance to cover the cost of therapy or counseling (Burton and 

Phipps, 2009). This means that these services are out of reach for some families.  

Since service availability varies by province, this overview presents some of the broad 

types of services that are needed by caregivers, as well as some of the issues with accessibility 

that increase the responsibility of parents for unpaid care work. Without these services, a large 

majority of the responsibility for the work involved in social reproduction falls strictly on 

parents. Although the care of elder parents with disabilities varies from the care of children 

with disabilities in a number of ways, caregivers of elderly parents need similar types of 

support from formal services. The types of services for eldercare will now be examined, 

followed by a discussion of how effective current literature has found formal services to be at 

improving the mental health and stress levels of caregivers.  

Defining Social Support Services for Elderly Parents 

There are a number of different services that can provide assistance to seniors who 

wish to remain in their homes, to those who are in need of full time care, and even to the 

caregivers of aging relatives. Cox (2005) discusses a number of different types of services 

that are available to seniors, including access services, home based services, community 

based programs, and supportive services. Access services might include transportation 

services to help seniors get to appointments or information and referral services (Cox, 2005). 

Home-based services could include homecare offered by nurses and other organizations or 

home delivered meals. Community based programs might include senior centers and “adult 
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day-care”. Finally, supportive services–which are often used by those providing care to 

seniors–could include mental health counseling for both the senior and their caregiver, 

telephone assistance or respite care (Cox, 2005). Similar to the previous section on services 

that assist parents of children with disabilities, these services will be discussed in terms of 

information and referral services, government and financial assistance, respite care, and 

emotional support.  

Initially, information and referral services are very important for elderly people living 

with disabilities and their caregivers (Miller et al., 2009). Just as with children, accurate and 

appropriate information can allow seniors to stay in their communities and allow caregivers to 

navigate through services that are available to assist them, as well as to better understand the 

disability for which they are providing care (Cox, 2005; Dunbrack, 2005). Some of the most 

common forms of information and referral services for Canadians caring for parents with 

disabilities are medical professionals, “provincial care telephone services” and hospice 

services (Dunbrack, 2005). The Internet is also a common source, but troubles with 

navigation, poor reliability and inconsistent information can become frustrating for caregivers 

(Dunbrack, 2005). Similar to parents caring for children with disabilities, caregivers for aging 

parents often must do a lot of the research on their own and learn how to provide care by 

“trial and error” (Chambers, Ryan and Connor; 2000) Complicated paperwork, difficultly 

finding proper and consistent information and long waiting lists increase the amount of 

burden caregivers to elderly people feel when they are providing care, making the 

coordination of reliable referral services imperative for caregivers to seniors in Canada 

(Chelsey and Moen, 2002; Dunbrack, 2005; Miller et al., 2009). 

With respect to financial assistance, there are tax breaks available in Canada to those 
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providing care that are designed to assist them with the financial burden that is associated 

with long-term care. For example, the Caregiver Tax Credit provides up to $2,040 for those 

caring for a relative with disabilities, including children, parents or in-laws, nieces, nephews, 

aunts or uncles (Canada Revenue Agency, 2014). The criteria to be able to claim the 

Caregiver Tax Credit include a signed statement from a medical professional, and the care 

recipient must have a maximum net income of $19,824 and must be living with caregiving 

and receiving care because of a long-term physical of mental health impairment (Canada 

Revenue Agency, 2014). If these strict conditions are met, the caregiver may claim the $2,040 

on their tax return. However, while this benefit is positive in that it acknowledges caregivers 

of family members other than children, it is likely not sufficient to account for much of the 

loss of income and out-of-pocket expenses that these caregivers often experience. Other 

studies have also found that financial allowances and tax benefits given to caregivers are too 

low to provide them with the support they need (Arksey and Glendinning, 2008).  

Another type of support that is related to the stress and mental health levels of those 

caring for an elderly parent is respite care (Miller et al., 2009). This care can be offered 

anywhere from a few hours a day to 24-hour care offered in a care facility (Miller et al., 

2009). For example, Community Care Access Centers in Ontario provide short-term and 

long-term care for people with disabilities by having someone visit the care recipient at home 

or by finding them a more long-term solution (Ministry of Health and Long Term Care, 

2014). Respite care can allow caregivers to remain in paid employment, attend to their own 

children and have more personal time by relieving them of some of their caregiving duties. 

However, these services are often underutilized because most caregivers want only short-term 

relief within the home, rather than more permanent respite care within a care facility for 
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seniors with disabilities (Cox, 2005). More qualified professionals are needed in order to 

encourage caregivers of both parents and children to make use of these services as the major 

concern of caregivers regarding these services is whether or not their dependent is receiving 

quality care (de Wolff, 2006; Murphy et al, 2006). This briefly demonstrates how cutbacks 

made to these services are affecting those who need them.  

Finally, just as with the care of children, emotional support is important to the well-

being of caregivers of parents with disabilities. Informal emotional support, such as having 

time for a social life and to connect with family and friends, can be very important to 

caregivers. However, therapists, nurses and other medical professionals can also offer 

important emotional support. Organizations such as the Community Care Access centers, as 

discussed above, can also be a source of emotional support to caregivers learning to provide 

adequate care as well as how to cope with this role. However, studies have found that many 

caregivers still feel they need additional sources of emotional support. Chambers et al. (2000), 

for example, conducted focus groups in order to discover what services caregivers felt would 

help them with the emotional aspects of caregiving and found that participants wished there 

were more organizations that connected them with other caregivers and telephone services 

that caregivers could call when they are feeling distressed (Chambers et al., 2000). Since 

these services would rely mainly on volunteers, providing proper training and ensuring 

cohesion between staff and different organizations would be essential for these services to be 

effective.  

As demonstrated by this review of current literature, a common theme with regard to 

formal support is that there are flaws in design that prevent available services from being 

accessible to and effective for all families that need them. This could imply that too much of 
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the work of social reproduction and the care of persons with disabilities is being placed in the 

hands of families and the private sphere instead of being a shared responsibility of the state, 

the market, the community and the family. In addition, as mentioned above, it is important 

that support services be made available to caregivers so that they can maintain their health 

and well-being and continue to assist in the care of children and the elderly population. 

However, there is debate surrounding whether or not the formal support services designed to 

assist families actually alleviate the negative health effects of caregiving on primary 

caregivers. Some of the literature considering this question will be examined in the following 

section.   

Social Support Services and the Mental Health of Caregivers  

This section will focus on the findings from current literature regarding the specific 

impacts that formal support services, or a lack thereof, have on the mental health and stress 

levels of caregivers. There are controversies within the literature as to whether or not the use 

of formal support services adequately assist families and alleviate some of the negative effects 

of caregiving. On the one hand, some studies have found that support services do not have an 

impact on the stress levels and mental health of caregivers. This is usually because access is 

too difficult, or the programs and services are not doing what they need to in order to properly 

support families (Brennan and Portner, 1997; Chesley and Moen, 2002). Other studies have 

addressed the complexity of meeting the diverse and individual needs of caregivers that can 

make services ineffective (Brody, 2004; Chambers et al., 2000).  

Despite these findings, many studies highlight that support is crucial for families when 

they are providing care. More specifically, studies have shown that availability of support 

services can impact the health and well-being of caregivers (Lewis et al., 2000; Murphy et al., 
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2006). Plant and Sanders (2007), for instance, found that formal support services helped 

alleviate some of the stress and negative psychological health consequences for those raising 

children with developmental disabilities. Pain (1999) conducted interview with 80 parents of 

children age 4 to 8 with severe disabilities and concluded that accurate information not only 

helps parents access services that children need, it also makes it easier for them to manage 

their children’s disabilities and assists them in adjusting emotionally to their children’s 

disabilities. Access to information can therefore help to relieve some of the stress and burden 

experienced by families trying to navigate through support services (Statistics Canada, 2008). 

Tadema and Vlaskamp (2009) demonstrated that formal respite and in-home care had a 

positive impact on parents caring for children with profound intellectual and multiple 

disabilities.  

Not only does the availability of support services have positive impacts on mental 

health and stress levels, but it has also been found that when financial, formal and informal 

support services are unavailable or ineffective, there can actually be negative consequences 

on the health of caregivers (Haveman et al., 1997; Murphy et al., 2006; Scott, 2010). In their 

study of parents caring for children with developmental disorders, Bourke-Taylor, et al., 

(2012) found that a child’s unmet service needs were strongly associated with a mother’s 

subjective mental health. Through a number of focus groups conducted with caregivers to 

elderly relatives, Chambers et al., (2000) found that a lack of respite care and emotional 

support increased feelings of isolation, depression and stress, and had negative impacts on the 

psychological well-being of caregivers. Focusing on stress, it has been reported by Canadian 

mothers that a lack of support can create even more stress than the child’s disability itself 

(Morris, 2004). As mentioned earlier, a lack of information and guidance, or inconsistent and 
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inaccurate information can create extra burdens and feelings of stress for caregivers. Studies 

examining information needs of caregivers plead for better coordination among these services 

and better training for staff who relay information to families (Chambers et al., 2000; Miller 

et al., 2009).  

It is important to note that there are gender differences that need to be considered 

when it comes to how effective formal support services are in alleviating adverse 

consequences of caregiving. While some studies reveal no significant difference between 

male and female opinions about service effectiveness (Tadema and Vlaskamp, 2009), other 

literature on caregiving and the need for support shows that women and men often have 

different experiences with support services, require different services and are impacted by 

them in different ways (Morris, 2004; Rizzo, Schiffrin and Liss, 2012). This is possibly due to 

the fact that women are more likely than men to be the primary caregiver of family members 

with disabilities. While an investigation of the specific support needs of men and women is 

beyond the scope of this thesis, gender differences should be mentioned because of the 

discrepancies in the literature and the need for policies that support both men and women who 

are providing care. Since a mother’s sense of empowerment has been found to have a 

significant impact on her health while she is raising a child with disabilities, improving 

availability and ease of access to formal services could assist women who are contributing 

significantly to the work of social reproduction and help them to gain control of their roles as 

caregivers (Bourke-Taylor et al., 2012).  

Contributions to the Literature on Caregiver Well-Being and Service Needs 

In sum, this study aims to contribute to current literature on caregiver well-being by 

using recent data in the examination of how caregiving, gender and the perception of formal 
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support needs can impact mental health and stress of Canadian caregivers. Although there are 

studies that focus on Canadian caregivers, much less attention has been given to these 

caregivers than to those who live in Europe and the United States. As mentioned above, since 

it is estimated that about 8 million Canadians were providing care in 2012, it is important that 

more focus be brought to caregivers in this country. In addition, compared to other recent 

quantitative studies on the well-being of informal caregivers in Canada, the GSS: Caregiving 

and Care Receiving survey of 2012 used in this study allows for a more thorough examination 

of a wide range of caregivers. For instance, while the Canada Community Health Survey- 

Healthy Aging from 2008 has only a subsection on caregivers and focuses exclusively on 

those over the age of 45, the GSS of 2012 dedicates a large section specifically to caregivers 

and allows for consideration of caregivers from 15 years of age. Another Canadian survey 

that has been used to study caregivers is the National Longitudinal Study of Children and 

Youth (Brehaut et al., 2011). While this survey and studies using it have provided valuable 

insights into caregivers of children, the most recent cycle is from 2005, and the survey was 

designed to examine children with disabilities, rather than their caregivers. This was a flaw 

acknowledged by authors that have used the survey to study caregivers of children with 

disabilities (Brehaut et al., 2011). 

In addition to using current Canadian data on caregivers, this study will focus on 

aspects of caregiver well-being that are lacking in recent Canadian literature on the well-being 

of caregivers and their formal support service needs. First, there are few recent quantitative 

Canadian studies that use gender as a key focal variable when considering the stress and 

mental health of caregivers. As demonstrated through this literature review and discussion of 

feminist theory, a focus on gender is still necessary when studying caregivers because of the 
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inequalities that women face with regard to care work and shifts in social reproduction. The 

inclusion of gender in this study will also allow for an examination of whether or not there is 

evidence of gender differences regarding care work between current male and female 

caregivers in Canada. Second, although there has been a shift in attention in recent years to 

caregivers of the elderly, (Cranswick and Dosman, 2013), caregivers of both children and 

parents with disabilities will be considered in this analysis in order to examine which group of 

caregivers are at most risk for lower mental health and higher stress levels. Little Canadian 

research has considered these two groups together, and doing so could aid policy makers 

when deciding where funding for formal services that assist caregivers is most needed.   

My study will address some of the inconsistencies in the literature regarding the 

relationship between formal support services and caregiver well-being. While considerable 

research has examined the needs of those who provide care, this study aims to uncover which 

services caregivers feel that they need in order to provide better care for children or elderly 

parents with disabilities and how this perception impacts the mental health and stress levels of 

these caregivers. In conclusion, this study aims to provide suggestions for policy development 

and future research with regard to which types of formal support services needed by 

caregivers have the strongest impact on perceived stress and health, and which caregivers 

might be the most at risk of experiencing the negative health outcomes of caregiving.   
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CHAPTER THREE: Methodology  
This chapter will focus on the methodological aspects of this analysis. I will first 

provide a description of the data source used for this study, the General Social Survey: 

Caregiving and Care receiving (2012), as well as the final sample of participants that was 

drawn from this survey and used in this analysis. The dependent and independent variables 

that are used in this study will then be discussed, including how they are measured and their 

importance to the issue of caregiving and mental health. The chapter will conclude with an 

explanation of the methods of analysis, including the statistical software used, as well as the 

types of analyses and models that were employed.  

Data and Sample 

This study used data from the General Social Survey 2012: Caregiving and Care 

Receiving (GSS). The survey has a target population of those aged 15 years or older from the 

10 Canadian provinces. The participants in this survey were contacted and interviewed by 

telephone only, leaving less than 2% of the population unreachable. The total sample size of 

this survey was 23,093 respondents, with a response rate of 67.5%.  For the purposes of my 

analysis, only men and women who answered “yes” to being a caregiver to a son, daughter, 

parent or parent-in-law with a long-term disability were included. In addition, those who did 

not answer questions related to any of the key independent or sociodemographic variables 

were excluded from the analysis. The subsample, or total number of caregivers, included in 

this analysis is 2,391 respondents. 
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Measures 

This analysis only examines respondents who provided or were providing long-term 

care to a child or a parent in the 12 months prior to when the survey was conducted. A long-

term condition in the GSS 2012 is defined as “a condition that is expected to last or has 

already lasted 6 months or more”. For this survey, respondents were only to answer “yes” to 

being a caregiver if the care they were providing was not paid work or volunteer work 

through an organization. It has been well documented in current literature on caregiving that 

caregivers are faced with more challenges and more intensive and time consuming domestic 

responsibilities, and generally report higher levels of stress, depression and other negative 

psychological symptoms than non-caregivers (Brehaut et al., 2009; Dunn et al., 2001; Goode 

et. al., 1998; Hirst, 2005; Mailick Seltzer, et. al, 2001; Marks, 1998; Pinquart and Sorensen, 

2003; Schultz and Sherwood, 2008; Zablotsky et al., 2013). This study, therefore, focuses on 

comparing the needs of different types of caregivers, rather than comparing caregivers to non-

caregivers.  

Dependent Variables 

There are two main dependent variables in this analysis. The first is the self-reported 

stress levels of caregivers (stress), which is measured by asking respondents to answer the 

question “thinking of the amount of stress in your life, would you say that most days are,” 

using a 5-point scale from “not at all stressful” (1) to “extremely stressful” (5). The second 

dependent variable is the self-rated mental health of the participants (mental health), which is 

measured by asking respondents to answer the question “In general, would you say your 

mental health is:” using a 5 point scale from “poor” (1) to “excellent” (5).   
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Independent Variables 

The key independent variables used in this analysis include the gender of the 

caregiver, relationship of the primary care receiver to the caregiver, caregiver status, the 

caregiver’s need for additional support in providing care, and the severity of the disability 

according to the caregiver.  

The main independent variable is the reported gender of the caregiver (gender), where 

males are coded as 1 and females are coded as 2. This comparison is important not only to 

ensure that the needs of those who provide the most care are met, but also because of the 

potential “closing gap” between caregivers with respect to the impact and contributions of 

men and women that has been found in some literature on caregiving. If men are indeed 

providing more care, their needs and mental health must be considered as well.  

The relationship between the caregiver and primary care receiver (relationship) is also 

a main independent variable and focus of this analysis. As discussed extensively in the 

previous chapter, the relationship of the care receiver to the caregiver can be one of the most 

significant factors in predicting how the responsibilities associated with caregiving will 

impact a caregiver’s mental health and stress levels. While there has been an increased focus 

on caregivers to aging parents because of the growing number of seniors in North America, 

there are still a great number of parents caring for children with serious disabilities who are 

not receiving the assistance that they need (Arksey and Glendinning, 2008; Bourke-Taylor et. 

al., 2012; Chelsey and Moen, 2002; Goode et. al., 1998; Green, 2007; Lewis et al., 2000; 

Murphy et. al., 2006; Pain, 1999: Statistics Canada, 2008). Since there are unique experiences 

and challenges associated with both types of caregiving, this analysis intends to consider the 

caregivers of both of these groups in order to see where support services are most needed and 
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which caregivers are at most risk of experiencing negative mental health outcomes. The 

relationship of the primary care receiver to the respondent was coded as: son or daughter (1) 

and mother, father, mother-in-law or father-in-law (2). As mentioned above, and consistent 

with past studies (Brody, 2004; Marks, 1998), caring for biological parents and caring for in-

laws were grouped together in this analysis because they can have very similar impacts on 

caregivers.  

Caregiver status, or whether or not the respondent is the primary caregiver to the care 

recipient, is also considered in this analysis as studies have shown that primary caregivers 

experience the most negative consequences and pressures of caregiving (Murphy et. al., 2006; 

Pinquart and Sorensen, 2003; Wei and Yu, 2012). However, since the majority of Canadian 

caregivers do not report being the primary caregiver to a relative (Fast and Keating, 2001, 

Turcotte, 2012), it is important to also consider secondary caregivers. This variable (primary) 

is measured by asking respondents “Would you say that (your primary care receiver) 

considers you to be (his or her) primary caregiver”, where no is coded as 1 and yes is coded 

as 2.  

The need for additional support considers both the types of services needed and how 

they can impact mental health and stress levels. Previous researchers on the topic of caregiver 

well-being have recommended that future studies look at the effectiveness of all types of 

support in order to determine where more funding and focus is needed to assist families, 

rather than focusing on a specific type (Gordon et. al., 2012). The variables used in this 

analysis assess whether the respondents report that they need financial support/government 

assistance/tax breaks (financial), homecare/assistance for the care recipient (homecare), 

respite care/occasional relief from care duties (respite), community support/voluntary services 
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(community), help from medical professionals (medical), information/advice (information), or 

other support. Respondents who answered “no” to needing more support in general or “no” to 

needing a specific kind of support are coded as 1, whereas those who answered “yes” to 

needing a particular service are coded as 2.  

Finally, the severity of the child’s or elderly parent’s disability is also used as an 

independent variable (Zablotsky et al., 2013). Respondents were asked to state whether they 

would consider the condition of their primary care receiver’s disability to be mild (1), 

moderate (2) or severe (3). As mentioned above, literature suggests that it is important to 

include the frequency and intensity of caregiving in the analysis of how caregiving can impact 

caregivers (Brennan and Poertner, 1997; Leiter, et. al., 2004; Lewis et. al., 2000). Since the 

severity of a person’s disability will impact the amount of care that they need, the severity of 

the care recipient’s disability is an important variable to consider when predicting the stress 

and mental health levels of caregivers in the regression models.  

Finally, when considering mental health as the dependent variable, stress will be 

included in the regression model as an independent variable because, as discussed above, 

stress and the perception of stress can be a critical factor in a person’s mental health (Brennan 

and Poertner, 1997; Goode et. al., 1998; Pinquart and Sorensen, 2003; Schultz and Sherwood, 

2008). Thus, the effect of reported daily level of stress on the dependent variable of mental 

health will be considered in order to examine how stress mediates a caregiver’s mental health. 

For a complete list of variables, as well as how they are coded, see Appendix A.   
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Control Variables 

Several demographic variables will be employed in this study as control variables, 

including martial status, age of the caregiver, total household income, region of residence, 

education, employment status, proximity of residence to care receiver.4   

A number of studies have considered martial status when studying the well-being of 

caregivers (Ersnt Kossek et. al., 2001; Kinnunen et. al., 2004; Mailick Seltzer, et. al, 2001; 

Marks, 1998; Venters Horton and Wallander, 2001; Wiesmann, 2008). Having a married or 

common-law partner can mean that there is more assistance available for caregiving duties, as 

well as a source of emotional and financial support for the caregiver (Haveman et. al., 1997; 

Scott, 2010). The martial status variable consists of three categories: respondents who 

reported being in a married or common-law relationship are coded (1), separated, widowed or 

divorced are coded (2) and single/never married are coded as (3). In addition, consistent with 

previous research, the age of the caregiver will also be controlled for in this analysis (Ersnt 

Kossek et. al., 2001; Havemen et. al., 1997; Kinnunen et. al., 2004; Lehr Essex and Hong, 

2005; Venters Horton and Wallander, 2001).  

The age of the caregiver (age) is treated as a quantitative variable in this analysis and 

is based on 7, ten-year groupings starting from 15 years of age. 5  Total household income 

(income) in this study is measured by asking respondents a number of questions regarding 

their best estimate of their total household income and then calculating the total income level 

based on their answers. Household income in this survey did not just include wages and 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
4 While studies have found a great variation in the experience of different ethnic and visible minority groups when it comes 
to caring for family members with disabilities and their experiences with formal support services, (Arksey and Glendinning, 
2008; Green, 2007; Rizzo, Schiffrin and Liss, 2012, Fox, 2006; Hays, 1996) this survey did not include a proper measure of 
visible minority status and it therefore could not be included in this study. In addition, while age of the care receiver has been 
shown to be significant (Haveman et al., 1997; Lehr Essex and Hong, 2005), there were issues with multicolinearity, as too 
much of the effect of recipient age on mental health and stress was accounted for by the relationship to the primary caregiver.  !
5!The coding for age variable is: 1=15 to 24 years, 2=25 to 34, 3=35 to 44, 4=45 to 54, 5=55 to 64, 6= 65 to 74, 7=75 and 
above.!
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salaries, but all sources of income for all family members, which is consistent with other 

studies that have controlled for income (Marks, 1998). In this analysis, income was treated as 

a categorical variable with four categories: low (1), medium (2), high (3), and not stated/don’t 

know (4). Low (1) consists of those respondents who fell in the “No income or loss” category 

to $39,999. Medium (1) income consists of those respondents with a total household income 

estimated to be somewhere between $40,000 and 79,999.  Those with an estimated income of 

$80,000 to more than $150,000 were included in the high (3) income category. Since a large 

number of respondents would have been excluded from this analysis if those who answered 

“not stated” and “don’t know” were eliminated as missing, a fourth category was created to 

avoid losing these observations. The income groups were divided to ensure a relatively even 

distribution of respondents among the three income categories.    

Region of residence is also controlled for in this study, where respondents who 

reported living in the Atlantic region were coded as (1), those living in Quebec as (2), those 

living in Ontario as (3), those living in the Prairie region as (4) and those living in British 

Columbia as (5). This is an important variable to consider in this study because of the 

variability in living experiences between different regions of Canada, including taxes and 

available services to support citizens.  

The highest level of education obtained by the respondent (education) will be treated 

as a quantitative variable from “less than high school” to “University degree above the 

bachelor level”.6 The education level of respondents has been controlled for or considered in 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
6 The specific coding for the education variable is: 1= Less than high school diploma or its equivalent, 2= High school 
diploma or a high school equivalency certificate 3= Trade certificate or diploma, 4= College, CEGEP or other non- university 
certificate or diploma (other than trades certificates or diplomas, 5= University certificate or diploma below the bachelor's 
level, 6= Bachelor's degree (e.g. B.A., B.Sc., LL.B.) 7= University certificate, diploma, degree above the bachelor's level.  
!
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a number of quantitative and qualitative studies on caregivers (Leiter, et. al., 2000; Mailick 

Seltzer, et. al, 2001; Marks, 1998; Montes and Halterman, 2011; Scott, 2010; Venters Horton 

and Wallander, 2001).! 

Whether or not the caregiver is involved in paid employment is also included as a 

control variable in this analysis. Studies have had mixed results as to whether or not working 

outside of the home while providing care for a family member with a disability can have 

positive or negative effects on a caregiver (Arksey and Glendinning, 2008; Leiter et. al., 2004; 

Lewis et. al., 2000). While many studies have reported the negative effects that can occur 

when trying to manage both work and child care (Green, 2007; Kinnunen et. al., 2004; Marks, 

1998), others have shown that women not involved in paid employment report lower levels of 

mental health, higher stress levels and other negative impacts on well-being (Bourke-Taylor 

et. al., 2012; Scott, 2010). This variable (employment) is measured by asking respondents 

“How many hours a week do you work at your job?” and was treated as a categorical variable 

with 3 categories. The unemployed category (1) includes respondents who reported no paid 

working hours, the part-time category (2) includes respondents who reported working 1 to 29 

hours a week in paid employment, and the full-time category (3) included those respondents 

who reported working 30 hours a week or more. In Canada, those who work 30 hours or more 

a week are considered to have full-time working status (Statistics Canada, 2012).   

Studies have also shown that the distance between caregiver and care receiver can 

have a great impact on whether or not negative health consequences are experienced by the 

caregiver. There seems to be a consensus that caring for a family member with disabilities 

within the home can have the most negative impacts on the caregiver (Ernst Kossek et. al., 

2001; Hansen et. al., 2013; Marks, 1998). Therefore, the distance between the caregiver and 
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care receiver (proximity) is included in this analysis and measured according to the 

respondents’ answer the question: “At the time you were providing help, how close did your 

primary care receiver live to you?” This variable is treated as categorical and coded so that 

respondents either lived in the same household or building as the care receiver (1) or they 

lived in a different residence than their care receiver (2). 7 

Methods of Analysis!
!

For this analysis, the statistical software STATA is used to estimate the results. A 

descriptive analysis was first undertaken, and means and frequencies will be provided for all 

the variables in this study. Following the presentation of descriptive statistics, a number of 

regression models will be estimated to examine the relationship between the independent 

variables on the mental health and stress levels of caregivers.  

Since the dependent variables in the analyses are continuous, quantitative variables, 

Ordinary Least Squares (OLS) regression will be employed. For each dependent variable, the 

models will be estimated in a series of stages, whereby gender is entered first, followed by the 

sociodemographic variables, and then by the caregiving variables. When mental health is the 

response variable, two additional models will be estimated. The first will add stress as an 

explanatory variable, and the second will include an interaction between stress and gender in 

order to compare how the perception of stress impacts the mental health levels of male and 

female caregivers. The results from the eight models run will also be presented in the 

following chapter.  

 
 
 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
7 In the original survey, respondents who were coded as (2) reported living less than 10 minutes by car to more than 3 hours 
by car from the care receiver.!
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CHAPTER FOUR: Results 
 

Chapter Four will present the findings from the methods of analyses discussed in 

Chapter Three. First, I will review the descriptive statistics of the study sample, underlining 

its demographic makeup. Then the results generated from the regression analyses will then be 

presented in order to examine the relationship of the key independent variables on the stress 

and mental health levels of caregivers. A discussion of these findings, including their possible 

implications and how they relate back to the current literature on caregivers, will be discussed 

in Chapter Five.  

Descriptive Results 
 

The descriptive statistics are provided in Table 1. Of the 2,391 respondents included in 

the complete models (those who answered yes to providing long-term care to a child or parent 

with a disability and who answered all of the relevant questions), the average daily stress level 

reported, based on a 5-point, scale is 3.01. This means that the average level of daily stress 

reported by the respondents is on the lower end “a bit stressful”. The average mental health 

level reported, based on a 5-point, scale is 3.73, which corresponds to an average of “good” 

mental health.  

With regard to the key independent variables, approximately 44% of the respondents 

are male and 56% percent are female. Based on previous studies demonstrating the large 

percentage of Canadians caring for a senior with a disability, it is not surprising that there is a 

large variation in the number of respondents providing care for a child (16%) from those 

providing care for an aging parent or parent-in-law (84%). There is a relatively even 

distribution with respect to the number of people who reported that their care receiver would 

consider them to be a primary caregiver, with approximately 47% of the respondents being 
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primary caregivers and 53% not being primary caregivers. Considering caregivers’ perception 

of the severity of the primary care receiver’s disability, approximately 47% describe the 

condition as severe, 39% moderate and 14% mild.  

Among respondents who reported needing additional help, approximately 9% feel that 

they need additional help with homecare, 15% need financial assistance, 6% need respite care 

(or relief from caregiving duties), 5% need more information about their care receiver’s 

disability and available services, 5% need more medical assistance, 3% want help from 

community or volunteer services, and 6% want “other” services. 

Turning now to the sociodemographic control variables, approximately 27% of 

respondents reported being unemployed, 18% work part time (between 1 and 34 hours a 

week) and 55% work full time (more than 35 hours per week). With respect to highest level 

of education obtained, the average education level is 3.65, meaning the average educational 

level reported by respondents is a “trade certificate or diploma.” The mean age of the 

respondents is 3.47, indicating that the average age for all respondents falls between 35 to 44 

years of age. For total annul household income, approximately 13% of respondents reported 

being in the “low” income range (no income or loss of income to $39,999), 23% reported the 

“medium” income range (between $40,000 and $79,999) and 47% fall in the “high” income 

range ($80,000 to more than $150,000). The remaining 17% of the respondents did not report 

their income, and fell into the “not stated/don’t know” category.  

With respect to marital status, the majority (69%) of respondents are married or living 

in common-law relationships followed by single (23%) and finally 

separated/widowed/divorced (8%). There is some variation between regions of residence 

reported by the respondents in the sample, with approximately 6% living in Atlantic Canada, 
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21% living in Quebec, 42% living in Ontario, 17% living in the Prairies and 13% living in 

British Columbia. The majority (65%) of caregivers in this sample reported living in a 

different building than their primary care receiver, while 35% reported living in the same 

household or building as their primary care receiver.  
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Regression Results  

Using linear regression, the predicted stress levels and mental health levels of 

caregivers for children or for parents with long-term disabilities are estimated, considering 

gender and the perception of service needs as key explanatory variables. All of the estimated 

coefficients generated from the models on predicted stress levels are listed in Table 2. The 

coefficients generated from the models on the predicted mental health levels of caregivers are 

listed in Table 3.  

Models with Average Daily Stress Level as the Dependent Variable  

Model 1 

 The first model examines the impact of gender on the reported average daily stress 

levels of caregivers. This model demonstrates that a there is a statistically significant 

difference between the reported daily stress levels of male caregivers and those of female 

caregivers (p<0.01). Female caregivers are predicted to have higher levels of daily stress than 

male caregivers, with the average level of stress for females estimated as “a bit stressful” 

(3.09) while the estimated stress level for males is “not very stressful” (2.91).  

Model 2 

 The second model also considers the difference between stress levels of male and 

female caregivers, but includes important sociodemographic control variables. These 

variables are education level, income, marital status, age of the caregiver, region of residence, 

employment status and proximity of the caregiver to his or her primary care receiver. As 

reported by the F-test, all of the variables in the model acting together are statistically 

significant at p<0.001.  
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Looking at each variable individually, a respondent’s level of education was found to 

have a statistically significant impact on stress level (p=0.001), controlling for all other 

variables in the model. 8  For every one unit increase in a respondent’s education level, it is 

predicted that his or her level of daily stress will increase by 0.042 on the 5-point scale.  

Marital status has a statistically significant impact on a caregiver’s feelings of daily 

stress (p<0.01). Caregivers who report being married or in common-law relationships in this 

sample (the reference category) are found to have higher levels of daily stress than the other 

two groups. Those who are separated, widowed or divorced are expected to have lower levels 

of stress than those in married or common-law relationships and more stress than single/never 

married people. Finally, respondents who report being single/never married are expected to 

have the lowest rating of average daily stress, meaning that they have the least amount of 

daily stress of the three groups. Interestingly, total household income and the age of the 

caregiver are not significantly related to the respondent’s daily stress level (p>0.05). 

The region of Canada in which the respondents also has a significant impact on 

reported level of daily stress (p<0.01). People who live in British Columbia have the lowest 

reported level of daily stress, followed closely by those who live in the Atlantic region (the 

reference category), then those living in the Prairie region, those living in Ontario, and finally, 

those living in Quebec report the highest level of stress.  

The relationship between employment level and stress is statistically significant 

(p<0.01). Those who are unemployed are estimated to have a slightly lower level of stress 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
8 Regression estimates and levels of statistical significance are to be interpreted as controlling for all other variables in the 
model. For variables involving multiple parameter estimates, significance tests are based on parameter tests for the whole 
variable. !
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than those who have part-time employment (1 to 34 hours per week), and those who work full 

time (35 hours or more) are expected to have the highest level of daily stress.  

Finally, the proximity of the caregiver to the care receiver is significant at p<0.5. 

Consistent with past research, those respondents whose primary care receiver lived in a 

separate residence are expected to report a lower level of average daily stress than those who 

were providing care to a child or parent who lives in the same household or building (p<0.1).  

The difference between men and women with regard to daily stress level increases 

when controlling for these variables. Females are still likely to report higher stress levels than 

males, but now by 0.196 on the 5-point scale. This relationship is statistically significant at 

p<0.001. This means that when important sociodemographic variables are held constant, there 

is still support for the finding that women experience, or report, greater stress when providing 

care. In order to examine this relationship further, as well as to consider the impact of other 

variables related to caregiving, the remaining independent variable will be included in the 

third model.  

Model 3 

 Model 3 considers the sociodemographic control variables from Model 2, as well as 

the independent variables related to caregiving. The F-test for Model 3 reveals that all of the 

variables in the model acting together are still statistically significant (p<0.001). With regard 

to the control variables, there were only minor changes in the coefficients for education, 

income, martial status, age, region and work (see Table 2). However, there were a few notable 

changes, the first being that the age of the caregiver is statistically significant in this model at 

p<0.01, whereas in the previous model age is not significant. Also, the relationship between 

martial status and stress is no longer significant in this model (p>0.05). When the 
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“relationship” variable is added to the model (relationship of the primary care receiver to the 

caregiver) 9 , martial status no longer has a significant impact on a person’s stress level.  

 Referring now to the key independent variables, the difference between stress levels of 

male and female caregivers is smaller in this model and significant now at p=0.01 from 

p<0.001. This means that the caregiving variables explain some of the difference between 

stress levels of men and women who are providing care. For example, women may be 

involved in caregiving circumstances that cause more a negative impact on a person’s daily 

stress level (such as more likely to be caring for children, be the primary caregiver and feeling 

the need for more assistance) more than men. It could also imply that women experience more 

stress or in a different way than men do when they are providing care.  

 Consistent with literature on the well-being of caregivers, the relationship to the 

primary care receiver is significantly related to reported stress levels at p<0.001. Caregivers 

who are providing care to a parent or parent-in-law report 0.278 less daily stress on the 5-

point scale than those who are caring for children (the reference category).  However, being 

the primary caregiver is not significantly related to the amount of daily stress in this model 

(p=ns). Although this finding could mean that the effect of caregiver status is captured by 

another variable, this finding could also support the need for future researchers to consider 

both the primary and secondary caregivers when studying the stress levels of caregivers. The 

severity of the child’s or parent’s disability is significantly related to the stress of the 

caregiver at p<0.001. As would be expected, those providing care for a person with a severe 

disability are estimated to have the highest level of daily stress, followed by those caring for 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
9 The independent variables were added individually to the model in order to determine which one impacted the significance 
level of the martial status variable. !
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someone with a moderate disability, and finally those who are providing care for someone 

with a mild disability.  

The perception of need for more assistance providing care--the need for more 

community support, medical assistance, information, financial help10 and other support--are 

not significantly related to the reported level of daily stress of caregivers. The need for more 

homecare assistance, however, has a significant impact on stress (p<0.05), with those needing 

more homecare assistance rating their stress level 0.172 higher than those who do not need 

this assistance. The need for emotional support and counseling is also related to stress at 

p<0.05; with those needing this type of support rating their stress level 0.263 higher than 

those who do not. Respite care, among all types of help needed, is the most significantly 

related to a caregiver’s reported daily stress level (p<0.001). Caregivers who need respite 

support, or relief from caregiving duties, are expected to rate their stress level as 0.522 higher 

on the 5-point scale than those who do not.  

 

Models with Mental Health as the Dependent Variable 

Model 1 

 The first model for reported mental health level of caregivers includes only gender. 

This model demonstrates that a there is a statistically significant difference between the 

reported mental health levels of male caregivers and female caregivers (p<0.001). Female 

caregivers report lower levels of mental health than male caregivers, with the average mental 

health rating for females reported as 0.23 lower on the 5-point scale than males.  

 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
10 Financial help was not found to be significantly related to stress levels even when income was removed from the model, 
which suggests that a person’s income level does not have an effect on whether or not the need for financial assistance will 
impact their stress level. !
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Model 2 

 The second model also considers the difference between mental health levels of male 

and female caregivers, including the sociodemographic control variables that were previously 

used in the stress models. All of the variables in the model acting together are significant at 

p<0.001. The difference between male and female caregivers when controlling for the 

sociodemographic variables is still significant at p<0.001. Female caregivers are expected to 

rate their mental health level 0.211 points lower than male caregivers on the 5-point scale. 

Although this difference is small, this lends further support to the importance of considering 

gender inequalities regarding caregiving.  

The relationship between education and mental health levels is also statistically 

significant (p<0.01). For every one-unit increase in a respondent’s education level, it is 

predicted that his or her level of reported mental health will increase by 0.044 on the 5-point 

scale. The relationship between total annual household income and mental health level is also 

statistically significant (p<0.05). Those in the low-income category will likely have the lowest 

level of mental health, followed by those in the medium income category and then by those in 

the high-income category. Those who do not report their income are expected to report a 

mental health level in between the medium and high-income groups. Marital status, the age of 

the caregiver, employment status and proximity to the care receiver are not statistically related 

to the mental health ratings of caregivers in this model. 

Model 3 

 The following models will consider all of the independent variables (except for the 

stress variable) in order to gain a better understanding of the potential health impacts of 

caregiving. All of the variables in Model 3 have a significant impact on mental health 
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(p<0.001). The difference between male and female caregivers in this model, while smaller 

than in the previous models, is still statistically significant (p<0.01). Female caregivers have 

an expected mental health level that is 0.16 points lower than males on the 5-point scale. This 

suggests that the caregiving variables added to this model explain some of the difference 

between the reported mental health of men and women.  

The relationship between education and mental health is statistically significant in this 

model at p=0.001. With every one-unit increase in education, mental health increases by 0.05 

on the 5-point scale. Total household income is also significantly related to mental health 

ratings at p<0.05. Those respondents in the low-income category have the lowest level of 

mental health, followed by those in the medium income category and finally by those in the 

high-income category. The coefficients for the remaining sociodemographic control variables 

are similar to the previous model, and the parameter tests for each of the variables were 

similar to Model 2 and still not statistically significant.  

 Similar to the stress models, the relationship of the caregiver to the primary care 

recipient is statistically significant at p<0.05. Those caring for a parent or in-law are expected 

to rate their mental health 0.202 points higher on the 5-point scale than those caring for their 

children. Also similar to the stress models, being considered the primary caregiver is not 

significantly related to the mental health ratings of the respondents. The relationship between 

mental health of the caregiver and the severity of the care receiver’s disability is found to be 

statistically significant at p<0.001. Those caring for a child or parent with a condition that is 

considered to be severe report the lowest level of mental health, followed by those caring for 

someone with a moderate disability and finally those caring for someone with a disability that 

is considered to be mild.  
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 With regard to the perception of need for more assistance in providing care, those who 

feel that they need more community support, medical assistance, homecare, information, 

financial help and other support are expected to report lower levels of mental health than 

those who do not need these services. However, these variables are not statistically related to 

the reported mental health level of caregivers in this model. The need for emotional support 

and counseling is related to a caregiver’s mental health at p<0.01, with those needing this type 

of support rating their mental level as 0.47 lower than those who did not. This finding needs 

to be interpreted with caution, as those with a lower mental health in general might be more 

likely to report needing emotional support when providing care than those generally have a 

higher mental health rating, outside of caregiving duties. However, since the question 

regarding the type of emotional support needed was asked in reference to caregiving duties, 

this finding still gives important insights into how the need for assistance in providing care 

can impact caregivers and their mental health. The relationship between respite care and 

mental health is also significantly significant at p<0.05. Caregivers who need respite support 

are expected to rate their mental health level as 0.311 lower on the 5-point scale than those 

who do not. 

Model 4 

 Model 4 includes the average daily stress variable as a predictor variable. The F-test 

reveals that all of the variables in the model acting together are significant at p<0.001. Gender 

in this model is less significant than in the previous models at p<0.05. This change could 

suggest that controlling for the daily stresses that caregivers experience accounts for some of 

the variation between men and women in terms of their ratings of mental health. Stress, 

therefore, could have an important relationship to gender that should be considered. When 
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considering stress in the model, females report a mental health level that is 0.11 lower than 

males on the 5-point scale.  

 When stress is added to the model, the relationship between education and mental 

health is statistically significant in this model at p<0.001. With every one-unit increase in 

education, mental health ratings are expected to increase by 0.062 on the 5-point scale. 

Income is also statistically significant at p<0.05, with those in the low-income category 

having the lowest level of mental health, followed by those in the medium income category 

and finally by those in the high-income category. The coefficients for the remaining 

sociodemographic control variables are similar to the previous model, and the parameter tests 

for each of the variables are not statistically significant.  

 The relationship to the primary caregiver in this model is no longer significant 

(p>0.05).  This suggests that relationship between the mental health level of those caring for 

children and those caring for parents could be attributable to their daily stress. It is likely that 

caring for a child has a more negative impact on mental health because this type of care 

creates more stress. Similar to previous models, being the primary caregiver is not statistically 

significant. The severity of the care receiver’s disability is significant in this model at p<0.01. 

Those caring for a child or parent with a condition that is considered to be severe report the 

lowest level of mental health, followed by those caring for someone with a moderate 

disability and finally those caring for someone with a disability that is considered to be mild. 

With regard to the perception of need for more assistance, the only type of formal support 

service that is statistically significant when controlling for stress is emotional care or 

counseling (p<0.01). Those who need emotional care or counseling are expected to rate their 

mental health 0.381 lower than those who do not need this kind of assistance.  
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Finally, the relationship between stress and mental health is statistically significant at 

p<0.001. As a person’s level of stress increases, it is expected that his or her level of mental 

health will decrease by 0.335 on the 5-point scale. It is interesting to note here that adding 

stress to the regression model increases the R-square from 9.5 to 19; which means that a 9.5% 

of the variation in mental health is explained by the perception of daily stress.  

Model 5 

 The final model includes an interaction variable in order to assess whether or not 

stress levels affect the mental health levels of male and female caregivers differently. As 

reported by the F-test, all of the variables in the model acting together are significant at 

p<0.001. With respect to the control variables in the model, there are only minor changes in 

the coefficients (see Table 3) and the parameter tests for each of the variables are similar to 

the previous model. The variable region of residence, however, is now significant at p=0.05, 

with people from British Columbia reporting the lowest level of mental health, followed 

closely by those from the Atlantic region (the reference category), the Prairie region, then 

Quebec and Ontario.  

As with the previous model, the relationship to the care receiver and caregiver status 

(being a primary or secondary caregiver) are not statistically significant in this model. The 

severity of the condition is still significant at p<0.01, with similar coefficients as the previous 

model. With regard to the perception of need for more assistance providing care, the only type 

of service need that has a significant impact on a caregiver’s mental health rating is the need 

for more emotional support or counseling (p<0.01).  

The interaction variable between stress and gender is statistically significant at p<0.1, 

suggesting that the perception of stress impacts the mental health of female caregivers more 
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negatively than male caregivers. In order to compare caregivers of different stress levels, the 

predicted mental health levels of males and females with high stress and low stress were 

calculated. It is predicted that a female caregiver with a low daily stress level (1 on the 5-point 

scale) would rate her mental health to be 4.43 (excellent) on a 5-point scale. A female 

caregiver with a high stress daily level (5 on the 5-point scale) is expected to rate her mental 

health as 2.92 (fair) on a 5-point scale. It is predicted that a male caregiver with a low stress 

daily level (1 on the 5-point scale) would rate his mental health to be 4.36 (excellent) on a 5-

point scale. Interestingly, without the perception of high daily stress, female caregivers 

actually rate their mental health as higher than male caregivers. However, a male caregiver 

with a high daily stress level (5 on the 5-point scale) is expected to rate his mental health as 

3.22 (good) on a 5-point scale. When men perceive their daily stress to be high when they are 

providing care for a child or parent with long-term disabilities, they are likely to rate their 

mental health higher than a female caregiver with a high perception of daily stress (see Figure 

1). It is estimated here that as a women’s stress level goes from low to high, her mental health 

will decrease by about 1.51 on a 5-point scale, whereas a man’s mental health will decrease 

by 1.14. This supports the argument that the perception of stress impacts mental health more 

negatively for women than it does for men. 
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Table 2: Estimated Co-Efficients of Linear Regression Predicting Self-Rated Stress Levels of Caregivers (n=2391) 
                                                                           Model 1                         Model 2                              Model 3                                                      
  b Std E P  b Std E P  b Std E P 
Gender 

  
** 

   
*** 

   
* 

Male  --- 
   

--- 
   

--- 
 

  
Female 0.175 

 
** 

 
0.196 0.056 *** 

 
0.143 0.056   

Education  
    

0.042 0.013 ** 
 

0.038 0.013 ** 
Total Household Income 

      
n.s. 

   
n.s. 

Low --- 
   

--- 
 

n.s. 
 

--- 
 

  
Medium 

    
-0.121 0.09 n.s. 

 
-0.1 0.088 n.s. 

High 
    

-0.064 0.09 n.s. 
 

-0.033 0.089 n.s. 
Not stated 

    
-0.042 0.109 n.s. 

 
-0.004 0.107 n.s. 

Marital Status 
      

** 
   

n.s. 
Married/Common-Law --- 

   
--- 

   
--- 

 
  

Separated/widowed/divorced 
    

-0.022 0.08 n.s. 
 

-0.048 0.077 n.s. 
Single  

    
-0.255 0.079 *** 

 
-0.136 0.08 + 

Age of Caregiver 
    

-0.031 0.022 n.s. 
 

-0.061 0.088 ** 
Region 

      
** 

   
+ 

Atlantic region --- 
   

--- 
   

--- 
 

  
Quebec 

      
*** 

 
0.181 0.076 * 

Ontario 
      

** 
 

0.136 0.068 n.s. 
Prairie Region 

      
n.s. 

 
0.035 0.07 n.s. 

British Columbia 
      

n.s. 
 

-0.061 0.088 n.s. 
Work Status 

      
* 

   
* 

Unemployed --- 
   

--- 
   

--- 
 

  
Part time (1-34 hours weekly) 

    
0.038 0.082 n.s. 

 
0.056 0.078 n.s. 

Full time (35+ hours weekly) 
    

0.188 0.07 ** 
 

0.208 0.067 ** 
Proximity to Care receiver 

      
+ 

   
n.s. 

Same household or building --- 
   

--- 
   

--- 
 

  
Different household 

    
-0.105 0.061 + 

 
0.074 0.071 n.s. 

Caregiver Status 
          

n.s. 
Primary --- 

   
--- 

   
--- 

 
  

Secondary         
-0.047 0.056 n.s. 

Relationship to care receiver 
          

*** 
Son or daughter  --- 

   
--- 

   
--- 

 
  

Parent or parent in-law  
   

 
   

-0.28 0.071 *** 
Condition of Disability 

          
*** 

Mild --- 
   

--- 
   

--- 
 

  
Moderate 

        
0.273 0.082 *** 

Severe 
        

0.343 0.083 *** 
Need for additional support 

          
  

None --- 
   

--- 
   

--- 
 

  
Community/Volunteer 

        
0.078 0.158 n.s. 

Medical  
        

0.029 0.117 n.s. 
Homecare 

        
0.172 0.085 ** 

Emotional Counseling 
        

0.264 0.134 ** 
Information 

        
0.028 0.136 n.s. 

Respite 
        

0.522 0.116 *** 
Financial 

        
0.101 0.075 n.s. 

Other  
        

0.053 0.091 n.s. 
Constant 2.91 

   
2.815 

   
2.75 

 
  

R-Square 0.008 
   

0.05 
   

0.113 
 

  
+p<0.1        *p<0.05       **p<0.01       ***p<0.001                     
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Table 3: Estimated Co-Efficients of Linear Regression Predicting Self-Rated Mental Health of Caregivers (n=2391)         
                                                                    Model 1                                   Model 2                                   Model 3                                   Model 4                                    Model 5 

  b Std E P  b Std E P  b Std E P  b Std E P ! b Std 
E P 

Gender 
  

*** 
   

*** 
   

** 
   

* 
   

n.s. 
Male  --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Female -0.23 0.057 *** 
 

-0.211 0.581 *** 
 

-0.16 0.057 ** 
 

-0.11 0.05 * 
 

0.159 0.163 n.s. 
Education  

    
0.04 0.016 ** 

 
0.05 0.015 *** 

 
0.063 0.014 *** 

 
0.062 0.014 *** 

Total Household Income 
      

* 
   

* 
   

* 
   

* 
Low --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Medium 
    

0.124 0.096 n.s. 
 

0.1 0.093 ** 
 

0.07 0.089 n.s. 
 

0.063 0.089 n.s. 
High 

    
0.309 0.1 ** 

 
0.274 0.1 n.s. 

 
0.263 0.091 ** 

 
0.26 0.091 ** 

Not stated 
    

0.192 0.105 + 
 

0.16 0.1 n.s. 
 

0.158 0.095 + 
 

0.151 0.095 n.s. 
Marital Status 

      
n.s 

   
n.s. 

   
n.s. 

   
n.s. 

Married/Common-Law --- 
   

--- 
   

--- 
   

--- 
   

--- 
 

  

Separated/widowed/divorced 
    

-0.013 0.084 n.s. 
 

-0.091 0.081 n.s. 
 

-0.108 0.077 n.s. 
 

-
0.107 0.077 n.s. 

Single  
    

0.073 0.092 n.s. 
 

-0.03 0.091 n.s. 
 

-0.077 0.088 n.s. 
 

-0.07 0.088 n.s. 
Age of Caregiver 

    
0.019 0.023 n.s 

 
0.051 0.024 + 

 
0.028 0.022 n.s. 

 
0.027 0.022 n.s. 

Region 
      

n.s. 
   

n.s. 
   

* 
   

+ 
Atlantic region --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Quebec 
    

0.072 0.079 n.s. 
 

0.131 0.078 + 
 

0.192 0.073 ** 
 

0.198 0.073 * 
Ontario 

    
0.023 0.071 n.s. 

 
0.037 0.069 n.s. 

 
0.083 0.064 n.s. 

 
0.084 0.063 n.s. 

Prairie Region 
    

-0.016 0.076 n.s. 
 

0.004 0.075 n.s. 
 

0.016 0.07 n.s. 
 

0.016 0.079 n.s. 

British Columbia 
    

-0.017 0.099 n.s. 
 

0.018 0.096 n.s. 
 

-0.009 0.087 n.s. 
 

-
0.006 0.088 n.s. 

Work Status 
      

n.s. 
   

n.s. 
   

n.s. 
   

n.s. 
Unemployed --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Part time (1-34 hours weekly) 
    

0.048 0.089 n.s. 
 

0.037 0.085 n.s. 
 

0.056 0.079 n.s. 
 

0.05 0.08 n.s. 
Full time (35+ hourse weekly) 

    
-0.06 0.071 n.s. 

 
-0.079 0.07 n.s. 

 
-0.009 0.066 n.s. 

 
-0.14 0.066 n.s. 

Proximity to Carereceiver 
      

n.s. 
   

n.s. 
   

n.s 
   

n.s. 
Same household or building 

    
--- 

   
--- 

   
--- 

   
--- 

 
  

Different household 
    

0.106 0.07 n.s. 
 

-0.05 0.08 n.s. 
 

-0.026 0.077 n.s. 
 

-
0.028 0.077 n.s. 

Caregiver Status 
          

n.s. 
   

n.s. 
   

n.s. 
Primary --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Secondary         
0.092 0.058 n.s. 

 
0.076 0.055 n.s. 

 
0.075 0.055 n.s. 

Relationship to care receiver 
         

n.s. 
   

n.s. 
   

n.s. 
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Son or daughter  --- 
   

--- 
   

--- 
   

--- 
   

--- 
 

  
Parent or parent in-law  

   
 

   
0.202 0.082 n.s. 

 
0.109 0.079 n.s. 

 
0.11 0.078 n.s. 

Condition of Disability 
          

*** 
   

** 
   

* 
Mild --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Moderate 
        

-0.295 0.08 *** 
 

-0.204 0.075 ** 
 

-0.2 0.076 * 
Severe 

        
-0.309 0.08 *** 

 
-0.194 0.075 ** 

 
-0.19 0.075 * 

Need for additional support 
                 

  
None --- 

   
--- 

   
--- 

   
--- 

   
--- 

 
  

Community/Volunteer 
        

-0.55 0.158 n.s. 
 

-0.029 0.138 n.s. 
 

-0.02 0.135 n.s. 

Medical  
        

-0.052 0.133 n.s. 
 

-0.042 0.128 n.s. 
 

-
0.043 0.127 n.s. 

Homecare 
        

-0.044 0.09 n.s. 
 

0.014 0.085 n.s. 
 

0.014 0.085 n.s. 
Emotional Counselling 

        
-0.47 0.152 ** 

 
-0.381 0.132 ** 

 
-0.38 0.133 ** 

Information 
        

-0.142 0.165 n.s. 
 

-0.133 0.141 n.s. 
 

-
0.143 0.142 n.s. 

Respite 
        

-0.311 0.124 * 
 

-0.136 0.12 n.s. 
 

-
0.126 0.118 n.s. 

Financial 
        

-0.113 0.078 n.s. 
 

-0.079 0.072 n.s. 
 

-
0.079 0.073 n.s. 

Other  
        

-0.079 0.101 n.s. 
 

-0.061 0.093 n.s. 
 

-
0.052 0.092 n.s. 

Stress 
            

-0.335 0.028 *** 
   

  
Gender*Stress 

                  
+ 

Female*Stress level 
                

-
0.091 0.054 + 

Constant 3.85 
   

3.342 
   

3.43 
   

4.25 
   

4.213 
 

  
R-Square 0.013 

   
0.042 

   
0.095 

   
0.187 

   
0.189 

 
  

+p<0.1       *p<0.05        **p<0.01        ***p<0.001                     
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CHAPTER FIVE: DISCUSSION AND CONCLUSION !

 Informal caregiving is a crucial part of social reproduction and ensures that at least 

some of the needs of people with disabilities in Canada are met. Since caring for the varied 

needs of the large number of children and elderly parents with disabilities in Canada is 

difficult for governments and medical and community agencies to manage, informal 

caregivers fill in the gaps and relieve strain on the healthcare system (Turner and Findlay, 

2012). However, it has been acknowledged that cutbacks made to the care work and 

assistance provided by the public sphere has lead to increased burden placed on family 

caregivers to undertake the majority of the responsibility for the care of family members with 

disabilities (Luxton, 2006; Ward-Griffin and Marshall, 2003). As such, the study of 

caregivers is necessary in order to ensure that their needs for support are identified and met, 

and that the negative outcomes of caregiving are minimized. That being said, there are far 

fewer studies centered on the needs of Canadian caregivers than there are on caregivers in 

other countries. In addition, since the availability of formal support services and policies 

regarding funding and assistance change over time, recent survey data allows for a better 

understanding of the current situations for caregivers in Canada.  

As discussed in Chapter Two, there are a number of considerations to be made when 

examining the mental health and stress levels of caregivers. First, the relationship of the 

caregiver to his or her primary care receiver has been found to be significant in a number of 

past studies (Chesley and Moen, 2006; Marks, 1998). However, studies that aim to consider a 

wide range of Canadian caregivers tend to focus on either caregivers to children or caregivers 

to elderly family members (Brehaut et. al., 2011; O’Rourke and Tuokko, 2000). Although the 

consideration of these two groups separately is important, it may also be beneficial when 
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trying to determine where more services are needed to explore the needs of both of these 

groups. Consideration of both is needed because, while there is indeed an increase in demand 

for the care of elderly people in Canada and this can have a negative impact on those 

providing this care, studies have shown that caregiving for children with disabilities can have 

even greater negative impacts on caregivers (Marks, 1998). A comparative study of these two 

groups can explore whether or not this remains true, even though there is much more burden 

now on informal caregivers to seniors than in the past.   

Second, gender inequalities remain an important issue when it comes to unpaid care 

work. Not only does unequal division of labour mean that women are often responsible for 

the majority of care responsibilities for a family member with disabilities, but they often 

experience more significant, negative impacts to their mental health and well-being (Rizzo, 

Schiffrin and Liss, 2012; Shultz and Sherwood, 2008). Shifts in social reproduction, as 

discussed, have led to a greater amount of care work becoming the responsibility of informal 

caregivers. Theorists have acknowledged that it is generally women who are experiencing the 

pressure of this shift (Bezanson and Luxton, 2006). Therefore, studies examining service 

needs and the health of caregivers in order to ascertain where support is most needed must 

address the differences between men and women who are providing care. My study 

contributes to the study of gender in Canadian research because, as mentioned above, there 

are very few recent Canadian studies that use gender as a focal explanatory variable when 

considering the services needs and well-being of caregivers. In addition, this study uses recent 

data to explore whether gender differences can be seen among those providing care in 

Canada, thus addressing the “closing gap” between male and female caregivers.  
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Using survey data and linear regression analyses, this study examined the mental 

health, stress levels and services needs of male and female caregivers to children or parents 

with disabilities. The link made between stress and mental health in this survey, along with 

the findings regarding formal service needs, have contributed to the literature on caregiving in 

Canada and could provide important suggestions for policy makers regarding which types of 

support are most needed and which could potentially have negative health consequences. This 

chapter will discuss the significance of the findings from this study, as well as the policy 

implications that these findings could have. The limitations of this study and suggestions for 

future research will also be discussed.  

Discussion of Study Findings 

Stress and Mental Health of Canadian Caregivers 

Referring to the first research question, “How does long-term caregiving for a child or 

parent with a disability impact the stress and mental health levels of caregivers?”, this study 

reveals important findings regarding how long-term caregiving can impact the stress and 

mental health levels of caregivers in Canada, even though there is not a control group of non-

caregivers. For instance, the severity of a family member’s disability is significantly related to 

caregivers’ perceptions of their mental health and daily stress. This supports past research that 

suggests that more intensive caregiving is more significantly related to high stress and low 

mental health among caregivers (Brennan and Poertner, 1997; Cook, et al., 1997; Cranswick 

and Dosmen, 2008; Plant and Saunders, 2007). Although this finding is not new, it supports 

the need to focus more assistance towards those caring for children and elderly parents with 

severe disabilities. However, contrary to some previous research (Pinquart and Sorensen, 

2003; Murphy et. al., 2006; Wei and Yu, 2012), caregiver status did not appear to be 
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significantly related to the stress and mental health of caregivers in this study. While there 

could have been measurement issues that impacted the results, as will be discussed below, the 

finding that caregiver status is not related to stress and mental health could support the need 

to consider both primary and secondary caregivers to children and elderly people with 

disabilities, as all intensities of caregiving may take a toll on the caregiver’s well-being. 

Further supporting the need to consider both primary and secondary caregivers is that just 

over half of the respondents (53%) reported being secondary caregivers in this sample.  

Another important finding regarding the stress level and mental health of those 

providing long-term care in Canada is that, even though this type of care is not the most 

common, parents caring for a child with a disability experience more negative impacts to their 

mental health than those caring for an elderly parent with a disability. Respondents from this 

survey who provide care for a child with a disability report higher levels of daily stress and 

lower levels of mental health than those caring for a parent with a disability, even when other 

sociodemographic variables and variables related to caregiving are controlled for.  The only 

models in which the relationship to the primary caregiver is not significant is when stress is 

considered to be an independent variable on mental health, which implies that there may be 

greater feelings of stress associated with caring for a child with a disability than for a parent 

with a disability. It could be that, since caring for a child with a disability can often be much 

longer in duration than caring for an elderly relative, the negative impacts could be greater for 

these caregivers (Henz, 2004). In addition, the worry about the well-being of the child’s 

future, and that caring for a parent is likely to be more optional than caring for one’s own 

child, could influence the amount of stress, worry, depression and anxiety that caregivers to 

children face. However, it is important to mention that this finding does not imply that those 
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providing care for aging relatives should be ignored, as there is a significant variation in the 

number of people caring for a parent compared to those caring for a child (83% versus 17%). 

Nevertheless, while the increased attention paid to the aging population with disabilities is 

warranted, the finding that those caring for children with disabilities still may experience a 

more negative impacts on mental health and higher stress levels does suggest that more 

attention may need to be paid to those Canadians providing care to children.  

Finally, the relationship between perceived daily stress and mental health was 

supported in this study and found to be highly significant.  More specifically, caregivers who 

perceive their daily stress level to be high will also report lower levels of mental health than 

those who do not perceive their daily stress level to be high. Additionally, stress explains 

about half of the variation in mental health when considered with all other variables, thereby 

further emphasizing the importance of considering stress when looking at the health of 

caregivers. While it is well known that caregiving can be stressful and that stress can have 

negative impacts on a person’s well-being, this study provides insight into the types of 

assistance that caregivers feel they require most and suggests that addressing these needs 

could help alleviate some of the mental health issues of caregivers. This is particularly true for 

female caregivers, as it seems that their mental health may suffer more from stress while 

providing care than that of males. The relationship between gender, stress levels and mental 

health of caregivers will be discussed further below.  

Service Needs on Perceived Daily Stress and Mental Health  

With respect to the second research questions, “How does the perceived need for 

additional support services affect the stress and mental health ratings of caregivers?” and 

“Which types of support services do caregivers feel are most needed to assist them in the 
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provision of care?”, the results from this study suggest some interesting findings regarding 

how the need for support services can impact a caregiver’s daily stress level and mental 

health. More specifically, this study shows that service needs can negatively impact stress and 

mental health levels, and that emotional support/counseling and respite care are the types of 

support needs that are most strongly related to the stress and mental health of caregivers. 

First, this analysis supports previous research stating the importance of emotional support and 

counseling for caregivers of family members with disabilities (Brody, 2004; Chambers et al., 

2000; Haveman, 1997). Emotional support and counseling needs are significantly related to 

stress and mental health in all of the models discussed above, with caregivers who need this 

type of support reporting higher stress and lower levels of mental health. This relationship 

should be interpreted with caution, however, because it is not indicated in the survey whether 

the respondents’ mental health and stress levels decreased with the onset of caregiving. It 

could be that a person with lower mental health in general, for example, might be more 

inclined to need emotional assistance. Nevertheless, this finding still suggests that there is 

alleviating the need for more emotional support among caregivers in Canada might improve 

their mental health.  

Another important type of support service needed by caregivers, as discussed in 

Chapter 2, is respite care. This study supports the claim that more respite assistance should be 

provided for caregivers in Canada because insufficient respite care is significantly related to 

both stress and poorer mental health. While the need for respite care is also significantly 

related to lower mental health ratings, the findings from this study highlight the importance of 

respite care on the daily stress levels of caregivers. The perception of need for more respite 

care has a greater impact on the reported daily stress level of caregivers than any other type of 



! 94!

support considered in this analysis. In addition, when stress is controlled for, the need for 

respite support no longer has a significant impact on mental health.  Providing more respite 

assistance can help caregivers manage the multiple responsibilities that can often become a 

source of stress more effectively (Miller et al., 2009; Murphy et al., 2006).  Since caregivers’ 

stress levels are significantly related to their mental health, alleviating stress with more respite 

care could assist caregivers so that they are better able to provide care for extended periods of 

time. 

Interestingly, although other factors may have played a role, the findings from this 

analysis regarding the significance of formal support service need on mental health and stress 

do not support some of the studies addressed in Chapter 2. For instance, although financial 

assistance is the most common type of support needed by caregivers in this sample, the 

impact of financial need on daily stress and mental health is not significant in this study. 

Previous research has shown that the need for financial assistance and the financial burden of 

caregiving can impact the stress levels of caregivers (Brody, 2004; Hansen, et al., 2013; 

Murphy et al., 2006). This suggests that government and community involvement in care 

work needs to go beyond financial assistance in order to properly care for the mental health 

and well-being of informal caregivers. Again, while clear inferences cannot be made from this 

analysis about why the relationship between the majority of services examined in the GSS: 

Caregiving and Care Receiving Survey are not related to mental health or stress, this study 

does highlight the importance of emotional support and respite care. 
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Feminist Theory, Gender and Caregiving  

This study further supports feminist literature regarding gender inequalities 

surrounding caregiving and the burden that women must often face in order to provide care 

for loved ones with disabilities. Referring back to the third research question “Do differences 

exist between the self-rated daily stress and mental health levels of men and women who are 

providing care?”, women providing care experience higher daily levels of stress and report 

lower mental health than men who are providing care. It may be that the stress associated with 

caregiving is particularly problematic for women. For instance, this study provides marginal 

evidence that women experience stress in a different way than men when they are providing 

care and this perceived level of stress impacts mental health more severely for women than it 

does for men. The finding that women with low stress have a higher mental health rating than 

men is interesting because it suggests that it is likely not caregiving itself that is harmful to 

the well-being of women. However, the finding that women’s perception of their mental 

health decreases significantly more than men’s when their perception of daily stress is high 

suggests that more consideration is needed about how women perceive stress, as well as how 

to help them cope with this stress in order to prevent negative impacts to mental health. 

Second, since the caregiving variables in this analysis explain some of the difference between 

stress levels of males and females who are providing care, women may be providing the types 

of care that cause more negative impacts to a person’s daily stress level, as mentioned above. 

This is consistent with previous studies stating that women are more likely to take on the 

more intensive caregiving duties, as well as make more sacrifices to undertake these 

responsibilities (Breadley, 2006; Brody, 2004; Cranswick and Dosman, 2008; Morris, 2004). 

A gender perspective is, therefore, still important when studying caregiving because it allows 
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for the consideration of the specific needs of women caregivers, and acknowledges the 

importance of their role in social reproduction. 

Although this study finds that women report higher stress levels and lower mental 

health while providing care, it is interesting to note that there is a relatively even distribution 

among male and female caregivers in this study. While slightly more of the participants are 

female (55.5%), almost half of the caregivers in this study are male (44.5%). The similar 

proportions of males and females providing care suggests that males are involved in the 

provision of care for parents or children with disabilities, and therefore need to be considered 

when determining what formal support services need to be made available for caregivers. 

However, as discussed above, while a similar number of men may report being a caregiver as 

women, the types of caregiving tasks that men and women are responsible for can vary 

significantly. For instance, Henz (2004) examined the division of care work between couples 

caring for aging parents and parents-in-law and found that, while the majority of couples 

reported sharing the tasks involved in care, women were more likely to undertake personal 

care for elderly parents while men were more likely to assist in financial matters, 

transportation and helping with household chores. Although the types of caregiving 

responsibilities assumed by men and women caregivers was not addressed in this study, it 

could help to explain why women caregivers report higher stress levels than men even when 

controlling for other important variables (Cranswick and Dosman, 2008). Nevertheless, 

because the proportion of men and women in this sample is more similar than some past 

research suggests, this study does support the need for men to be included in the study of 

caregiver well-being and service use.  
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After reviewing the results from this study, the need for more support for informal 

caregivers–especially female caregivers–in their role in social reproduction becomes evident. 

For instance, while it would make sense for families to be stressed over the financial aspects 

of providing care, these are not significantly related to their mental health and stress levels in 

this study. It appears that the well-being of caregivers rests more on other types of support. 

For example, the relationship between respite care and stress could imply that caregivers need 

government and community organizations to play a more active role in the work of social 

reproduction and the provision of care. Again, while cutbacks made to formal services that 

assist with social reproduction are not examined in this analysis, it is important to consider the 

forces behind the issue of caregiver health in order to understand the best ways to improve the 

lives of caregivers and their families.  

Policy Implications  

In order for informal family caregivers to continue their essential role in social 

reproduction and the care of people with disabilities, their health and well-being need to be 

maintained. It is therefore necessary for governments and policy makers to acknowledge the 

importance of this issue. According to this study, Canadians are still experiencing negative 

consequences while providing informal care to family members with disabilities, and there is 

a need for more support in the provision of this care in order to reduce levels of daily stress 

and maintain the mental health of caregivers. Since stress, if not properly managed, can 

increase the risk of depression, anxiety and other health issues (Zlablotsky et al., 2013), it is 

important that the daily stress levels of caregivers be reduced in order to protect their mental 

well-being and health. This section will present suggestions that could be made using results 
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of this study with regard to what services are needed in order to assist caregivers, as well as 

which caregivers should be the focus for more support.  

Initially, to make formal support services more effective in lowering the stress levels 

of caregivers and sustaining good mental health, policy makers need to consider the opinions 

of caregivers as they decide where more funding and assistance is needed (Donelan et al., 

2002). Although this study did not assess the actual use of formal support services, it 

considered how people’s need for additional support could impact their stress and mental 

health. Interestingly, while financial and medical needs were present among these caregivers 

and were the most common types of support required, the need for these services was not 

significantly related to the stress or mental health levels of caregivers in this study. Therefore, 

while these types of support are still very necessary, when aiming to lower support and 

prevent negative impacts to mental health, policy makers may want to direct their attention to 

emotional support and respite assistance for caregivers in Canada.   

As discussed above, more respite services and adequate home care support for 

caregivers from formal support services would likely improve caregivers’ experiences while 

providing care. The finding that caregivers’ mental health and stress levels are significantly 

related to their need for respite care could imply that caregivers need formal services to take a 

more active role in the process of social reproduction and assist with actual care provision. 

Other studies have highlighted similar findings regarding the need for more respite support 

for caregivers and how relief from caregiving duties can increase a caregiver’s well-being. 

However, it is important to mention that while the need for more respite care is associated 

with higher stress and lower mental health for Canadian caregivers, this does not mean that 

these services are not available. As discussed above, since many families feel that they cannot 
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obtain professional, adequate respite care within the home, respite service are often extremely 

underutilized (Cox, 2005). Providing more options for respite care and funding for proper 

training of those providing this type of care might assist informal caregivers and encourage 

the use of these services. With respect to emotional support and counseling, the relationship 

of this type of support to mental health and stress highlights the importance of providing 

assistance to caregivers themselves, not just to people with disabilities for whom they provide 

care. Since caregiving can take a large emotional toll and can create feeling of burden, stress 

and guilt, ensuring that caregivers have access to emotional support and counseling services 

may allow them to provide care with minimal consequences to their own health (Chambers et 

al., 2000).  

By acknowledging the importance of emotional and respite care on the mental health 

and stress of caregivers, policy makers, government and community agencies can focus 

training, staff and funding for these types of support. Rather than providing more money 

directly to families to assist with their financial stress, which has been advocated in previous 

studies, this study argues for the need for services to help caregivers deal with their own stress 

so that negative impacts to mental health are limited. It also suggests that caregivers need 

more relief from caregiving duties, meaning that governments and community agencies may 

need to play a more active role in caregiving. While this study does not claim that financial 

assistance for caregivers is unnecessary, it does suggest that money is not the only important 

consideration regarding the well-being of caregivers. This information is beneficial to 

governments and policy makers because it provides a suggestion for how to ensure that 

informal caregivers are able to continue to provide care without their own health declining. 

Follow-up qualitative interviews with Canadian caregivers in order to investigate the more 
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specific types of emotional and respite care that they require would be beneficial in order to 

explore their needs more thoroughly, as will be discussed below.  

Limitations and Suggestions for Future Research  

Limitations 

There are a few limitations to this study that should be acknowledged. The first is the 

use of self-report measures for the dependent and independent variables. First, the perception 

of stress and mental health levels can be very subjective, causing issues with reliability. For 

example, while one person may find caregiving duties to be extremely stressful, another 

person might not perceive the same duties to cause a lot of stress. However, since the 

experience of stress and a person’s perception of their mental health do vary from person to 

person, studying caregivers’ opinion of their own stress and mental health has value when 

trying to understand how care provision impacts well-being. Self-report measures have also 

been used in past studies that have made valuable contributions to the study of caregiver well-

being (Bourke- Taylor et. al., 2012; Brehaut et al., 2011; Murphy et al., 2006; Plant and 

Saunders, 2007; Zlablotsky et al., 2012).  

Another issue with the self-report measures used in this study is that people do not 

always feel, or admit, that they need additional support to provide care, even though it would 

be beneficial to them. Part of the reason why support services are not being utilized as much 

as they should in Canada is that families are sometimes in denial regarding their need for help 

and the severity of a family member’s disability. This could mean that the proportion of 

people who feel that they need assistance is underestimated in this type of measure. 

Therefore, it might be beneficial when considering service need to also examine service use, 

as mentioned above (Cochrane, et. al., 1997). Unfortunately, this information was unavailable 
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because the survey used for this analysis did not inquire about the actual use of support 

services. However, the actual use of professional, paid support can also be a problematic 

measure of the mental health and stress levels of caregivers. As suggested by previous 

authors, it is likely because the caregivers who report using these services are providing care 

for family members with the most severe disabilities (Leiter et al., 2004). Therefore, while 

self-report measures have some limitations, they are also beneficial to examine the 

perspective of caregivers and provide valuable insight for future study and policy 

development.   

A second limitation of this study surrounds the measure of primary caregiver that is 

available in the GSS: Caregiving and Care Receiving survey. The survey asked respondents 

to report whether their primary care receiver would consider them to be the primary caregiver, 

which could have different outcomes from asking respondents whether or not they perceive 

themselves to be the primary caregiver. For example, caregivers may see themselves as the 

primary caregivers even when their receiver does not. A good example of this might be a 

daughter-in-law to her husband’s mother or father. While she is likely involved in many of 

the more intensive caregiving tasks (Brody, 2004; Henz, 2009), the biological son might be 

considered by the aging parent to be the primary caregiver. The burden of identifying oneself 

to be responsible for the well-being of a parent or child with disabilities can take a toll on a 

person’s mental health and stress. Therefore, this measure could have impacted the 

significance levels associated with caregiver status and mental health or stress levels in this 

analysis.  

Finally, there were a few formal support services that were not included in the survey, 

and therefore could not be included in this analysis. For example, while day care and the 
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education system were not addressed in this survey, previous literature has found them to be 

important forms of support (Bourke-Taylor, 2012; Brennan and Poertner, 1997). Workplace 

support or flexibility was also not considered in the GSS: Caregiving and Care Receiving 

Survey, but well identified in other studies (Hoshchild, 1997; Parish and Cloud, 2006; Scott, 

2010; Winslow, 2005). In addition, while the caring for an elderly person and a child 

simultaneously could have unique impacts on caregivers, this “sandwich generation” was not 

addressed in this analysis. Other variables that could have an impact, but were not available in 

this study or could not be used due to issues with multicolinearity, are minority status and age 

of the primary care receiver (Arksey and Glendinning, 2008; Fox, 2006; Green, 2007; 

Haveman et al., 1997; Hays, 1996; Lehr Essex and Hong, 2005; Rizzo, Schiffrin and Liss, 

2012).  

Suggestions for Future Research 

Despite the potential limitations of this study, there are implications from these 

findings for future research, which will be considered in this section. Initially, further 

examination of the effects of stress and the ways in which male and female caregivers in 

Canada deal with stress could alleviate some of the negative impacts of caregiving on women 

given that women’s mental health is shown to be impacted more severely by stress than 

men’s. As discussed above, this study supports past research showing men and women to 

perceive stress and cope with stress in different ways. However, in order to determine how 

stress is affecting women’s mental health as they provide care, it may be beneficial for men 

and women to be studied separately in a follow-up study that would consider coping 

strategies and the appraisal of stress associated with the family member’s disability. While 

studies have been done that address this issue, many of these studies focus on caregivers for 
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parents or children with specific disabilities, which limits generalizability (ie. Hastings, 

Kovshoff, Brown, Ward and Degli Espinosa, 2005). In addition, qualitative research and the 

use of open-ended questions may lend themselves better to understanding the experiences that 

caregivers in Canada have with daily stress load.  

The relationship between stress and the need for formal support services should also 

be considered further in future research. While this study provided interesting insights into the 

areas where more assistance is needed currently in Canada, the GSS 2012 survey used for this 

analysis did not specify whether caregivers required more informal or formal support, or the 

specific types of emotional or respite care required. More details regarding the types of 

emotional support and whether in home or out of home respite care is needed most would 

help policy makers further assist these families. In addition, it might be beneficial to separate 

parents caring for children with disabilities from caregivers to parents with disabilities within 

the same study in order to explore differences between the types of support needed by each 

groups. 

Conclusion 

! In conclusion, this thesis suggests some important findings that can help guide future 

policy makers and researchers who aim to improve the well-being and quality of life for 

caregivers to children and elderly parents with disabilities. The relationship between daily 

stress level and overall mental health supports the need for formal support services to address 

caregivers’ daily sources of stress. In addition, while it is important to assist those caring for 

elderly parents with disabilities, those providing care for children with disabilities are at a 

greater risk for lower mental health and higher levels of daily stress. Finally, although men 

play an important role in the care of family members with disabilities, the finding that 
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caregiving effects the mental health and stress levels of males and females differently means 

that gender is still an important factor when aiming to improve caregiver well-being. Greater 

participation from government and other formal agencies is needed to assist informal 

caregivers in the care of family members with disabilities. Without more support, there is a 

greater chance that informal caregivers will not be able to maintain their participation in this 

care work, which will have important consequences to government and the healthcare system. 

Informal caregivers play an invaluable role in the work of social reproduction and, therefore, 

their needs and well-being need to be protected. 
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APPENDIX A: Coding of the Dependent, Independent, and 
Control Variables 

 

Coding of the Dependent, Independent and Control Variables 
Variable Coding 
Dependent Variables   
Stress Level (5 point scale)   
     Extremely Stressful 5 
     Very Stressful 4 
     A Bit Stressful 3 
     Not Very Stressful 2 
     Not At All Stressful 1 
Mental Health (5 point scale)   
     Excellent 5 
     Very Good 4 
     Good 3 
     Fair 2 
     Poor 1 
Independent Variables    
Gender   
     Male 1 
     Female 2 
Relationship of care receiver    
     Child 1 
     Parent 2 
Severity of Condition   
     Mild 1 
     Moderate 2 
     Severe 3 
Caregiver status    
     Primary 1 
     Secondary  2 
Needs Financial assistance/ Tax Breaks   
     No 1 
     Yes  2 
Needs Homecare   
     No 1 
     Yes  2 
Needs Respite Care   
     No   
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     Yes   
Needs More information   
     No 1 
     Yes  2 
Needs Emotional/ Counselling   
     No 1 
     Yes  2 
Needs Medical Assistance    
     No 1 
     Yes  2 
Needs Community/Volunteer   
     No 1 
     Yes  2 
Needs Other Assistance   
     No 1 
     Yes  2 
Control Variables   
Employment Status   
     Unemployed 1 
     Part-time 2 
     Full-time 3 
Proximity to Care receiver    
     Same household 1 
     Different  2 
Total Household Income   
     Low  1 
     Medium 2 
     High 3 
     Not Stated   
Marital Status   
     Married/Common Law 1 
     Separated/Widowed/Divored 2 
     Single 3 
Region   
     Atlantic 1 
     Quebec  2 
     Ontario 3 
     Prarie Region 4 
     British Columbia  5 
Age of Caregiver   
     15 to 24 years  1 
     25 to 34 years 2 
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     35 to 44 years 3 
     45 to 54 years 4 
     55 ro 64 years 5 
     65 to 74 years 6 
     75 years and above 7 
Education Level Obtained   
     Less than high school diploma 1 
     High school diploma  2 
     Trade certificate or diploma 3 
     College, CEGEP or non-university certificate 4 
     University certificate or diploma below bachelor degree 5 
     Bachelor's degree (e.g. B.A., B. Sc., L.L.B.) 6 
     University degree or diploma above bachelor level 7 
!! !!
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