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ABSTRACT
The demography of Canada has been changing dramatically, and a rapidly growing population of
aging Chinese Canadians poses unprecedented challenges to the health care system.
Understanding the service needs of Chinese Canadian seniors will grow in importance. Chinese
tradition values filial piety which can pose challenges for the decision-making process of
Chinese Canadian family carers in relation to nursing home placement of a loved one. Guided by
Andersen’s Behavioral Model, this researcher endeavored to measure the relationships between
Predisposing factors (i.e., demographic information, filial piety attitudes), Enabling factors (i.e.,
family carer’s ability, willingness to access health services, and their regular source of care), and
Need (i.e., the level of carer burden) and family carers’ intention to use health services. A
quantitative design was employed to explore and identify factors that influence family carers’
intention to use health services and long term care for their parent. Data collection for this study
occurred over one-month period from September, 2019 to Octomber, 2019 in Winnipeg.
Quantitative findings suggested that only the predisposing factor of carer gender was
significantly correlated with the carer’s decision to institutionalize their parents. More
specifically, female Chinese Canadian family carers were less likely to use a long-term care
facility. A borderline significant relationship (Predisposing factor) (p < 0.1) was found between
the carer relationship to the care recipient and use of a long-term care facility. Content analysis
revealed that social support, language barriers, cultural expectations, and finances all played an
important role as barriers or facilitators in family carers’ decision-making process. This study’s

findings have several important implications for nursing practice.
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CHAPTER ONE

STATEMENT OF THE PROBLEM

Introduction

Worldwide populations are aging and people are living longer (World Health
Organization [WHO], 2015). In tandem with this trend, we are seeing people having fewer
children that impacts the availability of family members to meet the needs of aging loved ones.
Due to the expected decline in the availability of caregiving families, meeting the service needs
of unpaid informal carers is becoming increasingly salient (WHO, 2015). Canada, like much of
the developed world, has an aging population. Over the next 10 years, 5.1 million Canadians will
reach the age of 65 years that requires the attention of federal and provincial governments to
meet the care needs of an aging population (The Conference Board of Canada, 2018).

In 2013, 8.1 million Canadians or 28% of the population aged 15 years or over provided
care to family members or friends with a long-term health condition, a disability or problems
associated with aging. Informal carers are unpaid carers who provide critical support and care
that allows loved ones to recover from illness or to deal with aging at home (Statistics Canada,
2015). Among these family carers, 39% primarily cared for their father or mother (Statistics
Canada, 2015). Fifty percent of carers are between the ages of 45 to 65 years. Seventy to eighty
percent of community care for older adults is provided by carers (Carers Canada, 2018).
According to Home Health Care Agencies (HHCA, 2010), receiving care at home is often

considered a desirable option for Canadians requiring chronic, palliative or rehabilitative care.
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Many times this is because individuals feel more at ease in familiar surroundings and are able to
maintain some sense of independence in their own home. In a way, the biggest advantage of in-

home care for seniors is that it allows older adults to age in place and avoid making the move to
costly long-term care institutions. Therefore, family carers have become an important part of the
health care system by providing support and assistance needed by the aging population.

According to the 2016 Census, 7,540,830 people represented 21.9% of the Canadian
population as immigrants (Statistics Canada, 2017). Among the immigrants whose mother
tongue is other than English or French, Chinese languages are most common. A total of about
852,700 individuals reported speaking Chinese languages (Statistics Canada, 2018). With an
increased number of immigrants from China who are also living longer, there is an increased
number of persons requiring culturally competent formal care (nursing home) and informal care
(care at home).

According to Chinese tradition, older parents are taken care of at home by their families.
Heavily influenced by Confucianism for centuries, Chinese society has taken for granted that
adult children take care of their old and sick parents. However, major changes in modern society
have produced radical alterations in traditional thoughts and the function of Chinese families in
recent decades that has placed families in a complex decision-making position regarding family
caregiving. In addition to societal changes, complex problems associated with immigration and
living in a western world have made the caregiver role even more problematic for the family
carers. However, to date, there has been a paucity of empirical endeavours that have examined

decision-making issues experienced by a significant segment of Canada’s caregiver population;
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i.e., Chinese Canadian family carers about the long-term care and support of their aging loved
ones. Therefore, this researcher believes that it is important to explore the decision-making
processes of Chinese Canadian family carers as influenced by the Chinese culture. This study
finding will be helpful to nurses in their provision of culturally competent care to aging patients

and their caregiving families and decision-making about long-term care.

Purpose of the Study

The purpose of this study was to examine Chinese Canadian family carers’ experiences
with filial piety and decision-making about long-term care and home care services for their aging
parents. Guided by Andersen’s Behavioral Model (Andersen,1995), this researcher endeavored
to measure the relationships between predisposing factors (i.e., demographic information, filial
piety, attitudes), enabling factors (i.e., family carer’s ability to care and willingness to access
health services), and need factors (i.e., the number of health conditions of the care recipient and
the level of carer burden) and family carers’ intention to use health services. Two supplementary
open-ended questions were asked to further explore the Chinese Canadian family carer’s
perception of what facilitates or hinders their caregiving and decision-making processes.
Research Question

The researcher will answer the following research question:

What is the association of predisposing characteristics (e.g., demographic characteristics,
filial piety), enabling resources (e.g., access to health services) and need factors (e.g., level of

carer burden) with the carer’s intention to use health services and their decision-making
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processes about long-term care?
Of note, although this researcher was guided by Andersen’s Behavioral Model (Andersen
(1995), no hypotheses of relationships were posed due to limited research being done in Canada

in this area. This researcher approached this as an exploratory study without posing hypotheses.

Research Design
The research designed to be a predictive study aimed at exploring factors that influence

Chinese Canadian family carers’ intention to use health services and long-term care for their
parent. Participants will be recruited from the target population of Chinese Canadians living in
Winnipeg, Manitoba, Canada. A quantitative design was employed to explore and identify
factors that influence family carers’ intention to use health services and long term care for their
parent.
Definition of Terms

To facilitate understanding of terms employed in this study, the following are definitions
for each term:
Family Carer

A carer (also referred to as a caregiver or family caregiver) is a person who takes on an
unpaid caregiving role for someone who needs help because of a physical or cognitive condition,
an injury or a chronic life-limiting illness (Carers Canada, 2018)
Long-term Care

Long-term care involves a variety of services designed to meet a person’s health or
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personal care needs during a short or long period of time. These services help people live as
independently and safely as possible when they can no longer perform everyday activities on
their own (National Institute on Aging, 2017). In Winnipeg, there are several options available as
long-term care, including: chronic care, companion care, personal care homes, respite care, and
supportive housing (Winnipeg Regional Health Authority [WRHA], 2019).
Personal Care Homes

According to the WRHA (2019), a personal care home (PCH) provides personal care
services to individuals who can no longer manage independently at home with family support
and/or community services, such as home care, and where other assisted and supportive housing
options are not suitable.
Filial Piety

Filial piety is a cornerstone in Confucian Heritage Societies. It is defined as an
authoritarian relationship that requires children’s absolute submission to parents’ wishes, as well

as their duties to repay parents’ sacrifices, preserve family honor and continue the ancestral line

(Lum, et al., 2016).

Significance of the Study

In Canada, the Chinese Canadian population is rapidly growing. A large section of the
Canadian population is comprised of Chinese Canadian family carers who are providing support
and care to their aging loved ones. Filial piety is a concept that can play a large influence on the

decision-making processes of Chinese Canadian family carers about the long-term care of their
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loved ones. To date, however, there is limited empirical information about how clinicians can
provide culturally competent to care to this specific family carer population in their provision of
care and in making decisions about ongoing supports for their older relatives.

In recent decades, there has been a growing shift away from institutional forms of care
for Canadians with chronic health conditions or aging needs to an increased reliance on care
within the home (Keefe et al., 2006). The emphasis on family caregiving has accompanied
changes in Canada’s age structure, with seniors representing a growing segment of the
population (Statistics Canada, 2015). With a growing Chinese Canadian population of older
adults, it is important for researchers to engage in a systematic exploration and capture of the
decision-making processes of Chinese Canadian family carers as influenced by the Chinese
culture. This study will provide valuable insights to health care workers, policy makers, and
researchers on caregiving and practice of filial piety among Chinese community members in
Canada. Nurses will be helped to better understand filial piety belief and caregiving practices
among Chinese Canadian family carers and to provide culturally sensitive approach in
supporting adult children carers in their decision-making processes about long-term care of aging

relatives.

Summary
In summary, this introductory chapter has provided background information about the
significance of the problem and described the purpose of the study, the research questions, the

research design, definitions for the key terms utilized throughout, and the significance of the



study. The following chapter will review the current literature and identify the key concepts

being addressed in this study.

18
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CHAPTER TWO

LITERATURE REVIEW

Introduction

To facilitate this researcher’s understanding of the current state of the science in this area
of research, a literature review was conducted. The social context of the Chinese Canadian
family carer experience and decision-making processes about elder care were the focus of this
literature review. The first section describes the social context of caregiving in Canada inclusive
of statistics and the importance of the caregiving role to care recipients. The second section
reviews the social context of being a Chinese family carer and cultural factors that potentially
influence the Chinese Canadian carer’s decision-making process about elder care. The third
section will focus on the decision-making process on elder care by Chinese Canadian carers. The
fourth section will describe the nurse role in supporting the carer-care recipient decision-making
processes in the context of competent cultural care. The final section will highlight knowledge
gaps that exist in comprehending decision-making processes by Chinese Canadian family carers
regarding care and institutionalization of the elder care recipient.
Chinese Canadian Carers

In 2016, over 250 ethnic origins or ancestries were reported in the Canadian population

(Statistics Canada, 2017). According to the 2016 Census of Population, 7.5 million foreign-born
people came to Canada through the immigration process. Foreign-born people represent more

than 1 in 5 persons in Canada. Among these individuals, 129,020 are from China (Statistics
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Canada, 2017). Given the increasing numbers of immigrant families in Canada, it is important to
consider the context of diversity in recognizing and supporting family carers from a range of
cultures. The rapidly growing aging population of Chinese Canadians pose unprecedented
challenges to the health care system (e.g., the provision of culturally competent care). With the
increase in the Chinese Canadian elder population, one can expect an equally dramatic increase
in the number of Chinese family carers. Consequently, knowledge about ethnic family carers and
the barriers they face when accessing health services for their elder care recipients can help to

create more inclusive policies that are culturally sensitive to meet their decision-making needs.

Use of Health Services by Chinese Canadian Care Recipients and Family Carers

According to Canadian Association of Retired Persons [CARP] (2014), by taking into
consideration the number hours of care provided and market wages, the economic contribution of
family carers is conservatively estimated at $25-26 billion annually. The savings to the health
care system are even greater since many people who would otherwise need care provided by
hospitals and other care facilities receive care at home instead. However, CARP’s (2014) report
also highlighted some challenges that family carers are facing that include the loss of financial or
employment well-being, a decline of mental, emotional and physical health, and the lack of
formal support and training. Current federal programs are not adequately recognizing the
burdens of 8 million family carers (CARP, 2014). In relation to this researcher’s thesis topic,
there remains insufficient data on the needs of ethnic minority groups like Chinese Canadian

family carers (CARP, 2014). Early literature indicated that despite the increase in Chinese family
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carers, their access to or utilization of needed community-based services number was low (Liu,
2003). A more recent survey conducted by Lai and Surood (2008) reviewed the barriers that
Chinese Canadian family carers face in the caregiving role. These researchers conducted
telephone interviews with 315 immigrant Chinese adults living in Calgary. Their results revealed
that Chinese Canadian family carers reported an average of 6.8 (SD = 4.2) access barriers to
services. The most commonly reported barriers were as follows: 61.3% reported professionals
who do not speak the service user’s language and 56.8% felt that professionals do not understand
the Chinese culture. Individuals who are new to Canada face unique challenges because they
may not be proficient in English, or have well-developed social networks that can link them to
services (Facts, 2006). According to Lai and Surood (2008), culture-related barriers pose the
greatest influence on newcomers’ decision-making about care, as well as their timely and
appropriate access to and utilization of health services. The following will describe the historical
background of Chinese immigration and culture to help the reader comprehend the pattern of
decision-making in elder care by Chinese Canadian family carers.
Historical Overview of Chinese Immigration and Cultural Characteristics
The Chinese Diaspora in Canada: Historical Waves of Chinese Immigration

China is a major source country for immigrants to Canada. The large numbers of Chinese
immigrants in Toronto, Vancouver, Montreal, and other cities has had implications for not only
their settlement and integration but also the shaping of foreign policy (Zhang, 2017).

International migration among Chinese people is centuries old. The Chinese people have
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displayed varied immigration patterns across different periods and in different places as impacted
by the Chinese state. Before 1949, most of the early emigrants from China came from coastal
provinces of Guangdong and Fujian. They worked primarily in cash-crop farming (e.g., sugar,
pepper, Gambier, and rubber) and in tin or gold mining (Zhou & Benton, 2017). According to
Gao (2017), after World War II, the image and social standing of Chinese migrants changed by
the new migration groups. Chinese emigration changed significantly in two main ways, First,
between 1949 and 1979, many Chinese in Taiwan and Hong Kong chose to leave China because
of wars, political turmoil, and fear of persecution at home. During this period, Chinese
immigrants were mainly from Taiwan and Hong Kong. Their economic status and education
levels were comparatively high, which contributed to social standing changes in China with the
exodus of people. Migration from mainland China stopped after 1949 because the country was
closed off from the outside world. Second, after 1979, China opened its door to the world and
more and more Chinese with a diverse range of socioeconomic characteristics began to migrate
to different parts of the world. Canada became a key destination. They were called “xin yimin”
or the new Chinese migrants. The origins of the new immigrants are much more diverse than the
previous groups as they now come from all over China. Historically, Cantonese was widely
represented in Chinese immigrants, but after the 1990s, Mandarin was commonly adopted by
immigrants (Gao, 2017). The new Chinese Canadian tends to be skilled and highly educated.
These characteristics of Chinese Canadians today have changed the profile of this community. To
date, however, most of the existing empirical studies have targeted Chinese immigrants from

early years (from 1949 to 1979). Most recent Chinese Canadian immigrants are not well
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researched which is the target of this researcher’s thesis project.

Chinese Socio-Demographic Changes

For centuries, Chinese families embraced Confucian ideals. Families were patrilineal,
patrilocal, and patriarchal which means that they are governed by rigid norms and hierarchical
interactions between generations (Goh, 2011). Historically, the family size was bigger and multi-
generations usually lived in one household. When it comes to decision making, parents have
absolute power. Children are expected to be unconditionally respectful, obedient, and provide
care for aged parents (Goh, 2011). When the Communists came to power in 1949, the traditional
Confucian values were derided as hindrances to the communist belief (Goh, 2011). The
Communist party enacted new family laws and regulations (such as the 1950 Marriage Law and
later revisions) that aimed to reduce the power of traditional patriarchal families and promote
gender equality (Goh, 2011). Mao Zedong (Chairman Mao) was the first ruler since the
unification of Communist China who has had an overwhelming influence on propelling China to
become a major world power. Mao believed that the larger the population, the more power the
country would have to fight against capitalism (Kissinger, 2011). As a result of childbirth
encouragement, the population nearly doubled over the next 25 years from 1949 to 1969
(Greenhalgh, 2005). Chinese baby boomer generation were borne in the 1950s to the 1960s. The
baby boomer generation ranges in age from 60 to 70 years and comprises the biggest portion of
the aging population.

By the beginning of the 1970s, the Chinese government had growing concerns regarding



24

China’s population growth and the effect it would have on its modernization and economic goals.
By the late 1970’s, Deng Xiaoping became the leader of the China after Mao died. In 1979, the
world’s most radical population policy or the one-child policy was introduced in China. All
married couples were to be restricted to only one child (Deutsch, 2006). This policy has been
applied within the Han ethnic group which accounts for 92% of the total Chinese population.
Han is the largest single ethnic group in the world (Greenhalgh, 2005). Deng established the one-
child policy in order to create a generation of “high quality” people with the resources and
ambition to make China competitive in the capitalist world system (Fong, 2004). In 1970, when
population control policies began, China’s total fertility rate was 5.8 births per woman; in 1980,
two years after the start of the one-child policy, China’s total fertility rate was down to 2.3 births
per woman (Fong, 2004). By 2016, the fertility rate in China dropped to 1.6 births per woman
(The World Bank Group, 2018). This strategy has succeeded, but at a price. Heavy parental
investment enabled many singletons to attain better living standards and educational
opportunities. But they faced intense parental pressure and expectations (Fong, 2004). Cross-
generational caregiving in Chinese families is typically structured on a reciprocal model. In this
model, parents are obligated to nurture their children with the expectation that adult children will
take care of elderly parents (Li & Tracy, 1999). Shrinking family size and the rapidly aging
population continues to stretch the ability of families to provide support for the elderly (Li &

Tracy, 1999).
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Long-term Care in China

The one-child policy also created a dramatic family structure change in China. According
to Zimmer and Kwong (2003), because of the decreased fertility rate that is combined with the
large population segment of Chinese baby boomers, China is experiencing a rapid growth in the
proportion and number of older people in its population. The aging of the population and its
magnitude have implications for the support of China’s older population. In 2000, there were
88,110,000 persons aged 65 years or older which represented 7% of the population (Chu & Chi,
2008). This percentage is projected to increase to 35% in 2050. The estimated aging population
will peek at 487 million senior citizens in 2050 (China times, 2018). In China, because of filial
piety, adult children are today viewed to be responsible for the care of their elderly parents. Only
childless older adults are cared for in welfare institutions that are supported by the public sector
or the government. These welfare institutions or “homes of respect for the elderly” were
stigmatized prior to the 1980s. Families with adult children had no expectation to institutionalize
their elderly parents (Zhan et al., 2008). However, in recent years, the reduced family size has
made decreasing numbers of adult children available to provide elder care. Declines in the
availability of adult children has resulted in parallel reductions in available support to elders.
There is a growing gap between needed support and actual support that is provided to Chinese
elders.

The decreasing fertility rate combined with a large Chinese baby boomer population has
created a “4-2-1 phenomenon”. This phenomenon means one child has to take care of his or her

two parents and four grandparents. However, many adult children need to work a full-time that
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makes it nearly impossible for them to take care of their elderly relatives. Such a scenario calls
for much faster and more helpful interventions from the state to ensure that levels of unmet needs
by family carers and patients do not increase sharply (Zimmer & Kwong, (2003). After the
welfare reform of the 1990s, many government-sponsored nursing homes have become
privatized. A large number of new private and community-run nursing homes have opened for
business (Zimmer & Kwong, 2003). According to Zhan, Feng, and Luo (2008), from 1950 to
1990 only six nursing homes for the elderly had been funded by the government. From 1995 to
2000, more than 300 elder care homes were established. Statistics show that as of September
2017, China has more than 144,600 nursing institutions; this number represents 226 percent
more nursing institutions than what existed at the end of 2012 (China Daily, 2018). The statistics
from The State Council (2016) revealed that China’s senior service industry developed quickly

during the past five years, and nursing home beds increased to 6.7 million at the end of 2015.

Gender and Carer Roles

According to Statistics Canada (2013) report, Portrait of Caregivers report, women
represented a slight majority of caregivers in Canada at 54%. Women are more likely than men
to spend 20 or more hours per week on caregiving tasks (17% versus 11%). Meanwhile, men are
more likely than women to spend less than one hour per week providing care (29% versus 23%).
The report also stated that the increased intensity of caregiving among women may be partly
related to the type of task commonly performed by them. Women tend to provide care or do

activities that must be completed on a regular or set schedule. Women were twice as likely as
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males to provide personal care to the primary care receiver, including bathing and dressing (29%
versus 13%), (Statistics Canada, 2015). Lai, Luk, and Andruske (2007) found that wives are
more likely to be the spousal caregivers among elderly couples. When the spouse is not
available, daughters are the predominant care providers. Statistics Canada (2013) also stated that
about half (48%) of carers reported caring for their own parents or parent in-law over the past
year. Adult children were almost four times more likely to report caring for a parent than a
parent-in-law, and two and one-half times more likely to report caring for their own mother than
father. Senior women often outlive their spouses, and must then rely on their children for support
with aging or health problems (Statistics Canada, 2015)

Historically, there has been a major difference in gendered care between Chinese and
Western cultures. In the Chinese culture, the younger generation had to conform to the
hierarchical status regulated by filial piety in order to maintain parent-child relationship
harmony. This relationship harmony emphasized the male-dominated privilege. In other words,
sons had often been viewed as an individual’s “insurance” for old age. This viewpoint is
highlighted in the old Chinese saying, “Yang Er Fang Lao” that means sons will provide
caregiving when parents become old and frail (Rubinstein, 1987). However, even though men
make caregiving decisions in the household, women in the home (e.g., wives, daughters, and
daughters- in- law) fulfill the actual caregiving responsibilities. In fact, the daughter-in-law often
has been the key care provider in traditional Chinese society. In the West, daughters are more
likely to perform the primary carer role. According to Horowitz (1985), daughters are more

emotionally close to their parents than sons. Daughters predominate as primary carers to their
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parents.

Lai, Luk, and Andruske (2007) completed a telephone survey with a random sample of
339 Chinese-Canadian carers of elderly care recipients where gender differences in caregiving
was the focus. Contrary to previous studies where sons and daughters-in-law were identified as
primary family carers for aging parents, Lai et al. (2007) found that daughters and wives of care
recipients (versus daughters-in-law) played the primary carer role. Among all family carers,
daughters were the largest group of carers in Lai et al.’s (2007) study. When Chinese Canadian
women needed to make a choice between providing care to their own parents and their parents-
in-law, daughters were more likely to choose to be the primary carer for their parents. Due to
socialization in Western society, immigrant women may experience a change in cultural values
and beliefs that may explain why daughters-in-law no longer embrace the traditional gendered
caregiving role associated with their husbands who are sons of parents. Instead, many daughters
are seen as primary carers for aging parents. According to Lai et al (2007), more female carers
reported being married than male carers. No significant gender differences were reported in the
types of caregiving tasks performed in the caregiving role. Cheung and Kwan (2009) also found
that more daughters practiced filial piety than sons of care recipients. As well, married people
demonstrated more filial piety practices that appeared related to having greater access to social
resources.

A Canadian study by Mitchell (2014) sampled 236 parents from British, Chinese,
Southern European, and South Asian Canadian cultural groups. Mitchell (2014) employed

mixed-methods to explore the gendered and ethno-cultural aspects of dual generational
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caregiving among a sample of ethnically diverse Canadian midlife parents. This researcher found
that caregiving experiences remained highly gendered where women often juggled multiple
roles. Women reported greater generational demands than men. Moreover, most of the study
participants reported greater generational demands to engage in caregiver tasks by aging parents.
Mitchell (2014) used the term “sandwiched generation” to describe the middle-aged generation
(particularly women) who are squeezed between the simultaneous demands of caring for their
aging parents and their young adult children. Women have unprecedented stresses from needing
to meet the demands of work and caregiving, balancing multiple identities (e.g., being a parent,
friend, spouse) and responding to normative pressures to take good care of themselves.
Mitchell’s (2014) research focused on the carer role in different minority groups. Key findings
suggested that regardless of cultural background, female versus male carers are more highly
prone to greater generational demand, guilt, work-life stress, and burden. Also, some ethnic
minority women may be more at risk for strain due to gendered expectations, relocations, loss of
social networks, language issues, and extended family living arrangements. Study findings
suggest that we need more cultural and gender-sensitive strategies to support carers in addition to
enhancing male involvement in caregiving.
Filial Piety

Filial piety is a family-centered cultural construction (Zhang et al., 2015). Traditionally it
had been considered the foundation for all Chinese social norms and cultural values. The

traditional value of filial piety places an expectation upon the young to respect the old. It refers
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to the notion that the younger generation should obey the older generation and should fulfill the
older generation’s need for both material and emotional support at any cost and under any
circumstance. Filial piety enforces unconditional loyalty and devotion to parents and family (Ma,
2006). Hsueh (2001) identified four conceptual components of filial piety that include being
concerned for parental health, financially supporting parents, fulfilling the housing needs of
parents, and having respect for parental authority. Practically, filial obligation means that
children should ensure that their parents are well cared in their old age. It is often assumed that
the enactment of filial piety through caregiving reflects attitudes and behaviors of family
members (e.g., children) that are supportive of this obligation. Moreover, the attitudes and
behaviors of children should be “willingly and freely practiced, not as a result of authoritarian
commands or coercion” (Cheung & Kwan, 2009, p.181)

Chinese health care is grounded in filial piety. Chinese Constitution and Marriage Law
stipulates that parents have the duty to rear and educate their children. In return, when children
grow older they have the duty of caring for their parents. (Cook, 1986). The law of the People’s
Republic of China on the Protection of the Rights and Interests of the Elderly was amended in
2015. Article 14 specifically addressed that the children of the elderly or other persons who are
under legal obligation to provide for the elderly “shall fulfill the obligations of providing for the
elderly economically, taking care of them in daily life and comforting them mentally, and attend
to their special needs” (Order No. 24 of the President of the People’s Republic of China, 2015).
Article 15 stipulates that the children or other supporters “shall ensure that elderly suffering from

illness receive timely treatment and care, and shall pay medical expenses for the elderly in
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financial hardship” (Order No. 24 of the president of the People’s Republic of China, 2015).
Currently, the Chinese government primarily relies on family caregiving and filial piety to meet
the growing number of older adult population.

However, the value of filial piety is changing with economic reformations in China. In
recent decades, with economic modernization and societal changes, older children are less likely
to live with their parents which reduces the opportunities for filial piety actions. Cheung and
Kwan (2009) found that filial piety was lower when people were city dwellers and exposed to
higher or more advanced modernization. Li and Tracy (1999) reviewed the situation in rural
China and found that filial piety has lost its original meaning of absolute obedience to and
sacrifice for parents. However, the ideological implication that younger generation should
respect the seniors and take care of their parents remains strong in rural China where support and
services from outside the family are limited.

Ma (2006) examined the practice of filial piety and its impact on long-term care policies
for elderly people in Asian Chinese communities. He found that filial piety had a diminished
influence but yet was still observed although not in traditional ways. Nowadays, the practice of
filial piety in Asian Chinese communities is mainly confined to the satisfaction of parents’
physical needs and comforts. It does not mean filial piety is no longer important. In recent years,
people are adopting a more practical approach to fulfilling their duties, and long-term care
service is one of those approaches. Lai (2004) found that a significant portion of aging Chinese
Canadians reported they would consider applying for long-term care for their parents. Many

aging Chinese also realized that they may require care that their children may not be able to
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provide. Therefore, Ma (2006) concluded that although the need for long-term care will rapidly
increase in Asian Chinese communities, it will still be important for filial piety to be valued by
Chinese Canadian carers. In other words, as long as children feel obliged to support their elderly
parents and relatives, this sense of responsibility should be upheld and encouraged (Ma, 2006),
even in long-term care. Ma (2006) also argued that the value of filial piety should not be over-
emphasized to the extent of placing undue burden upon children. The ability of children to
support their elderly parents should be realistically assessed.

Funk et al. (2013) conducted a research to exam associations among filial responsibility
attitudes, self-rated health, and well-being within Caucasian Canadian, Chinese Canadian and
Hong Kong Chinese sbu-samples. Their results showed that nether filial piety or self-related
health were associated with carer well-being in their Hong Kong or Chinese Canadian sub-
samples. However, lower filial expectancy was associated with better self-rated health in the
Caucasian Canadian group. Funk et al. (2013) explained that a higher level of filial piety may
have a more negative impact on carers of Caucasian Canadian. These researchers believed that in
a Western cultural context, the feeling of responsibility for family members can be associated
with feelings of guilt or inadequacy for some carers.

Another study was conducted by Chappell and Funk (2011) who found that Chinese
Canadian’s care behaviors were more similar to homeland carers. It seems that western culture
does not have clear and explicit norms of filial piety and where researchers have found that

Chinese Canadian carers continue to provide extensive care to their parents.
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Chinese Canadian Carer Decision-making Process

Placing a loved one in a nursing home is one of the most painful and difficult decisions to
make for family carers (Chang, & Schneider 2010), especially in Chinese culture where filial
piety is highly valued as a cultural norm. In Chinese societies, children traditionally have the
duty to take care of their aging parents. Admitting parents to a long-term care home generally
receives disapproval within Chinese society (Tew et al., 2011). Nursing home placement can be
viewed either as an abandonment of old and sick parents, a traumatic experience, and/or an
immense emotional burden on family carers (Zarit & Whitlatch, 1992). To understand the
process and difficulties experienced by Chinese family carers when making a nursing home
placement decision for their loved ones, Chen (2014) conducted a phenomenological study using
crisis theory, social identity theory, and uncertainty management theory to conceptualize the
decision making process around institutionalization among nursing home residents and their
children in Shanghai, China. Twelve dyads of paired nursing home residents and their children
were interviewed. According to Chen (2014), caregiving crises triggered intergenerational
communication on caregiving decision making and eventually institutionalizing elderly parents.
Children were in a superior position in the decision-making process, and elderly parents’
declining health conditions prevented them from obtaining more decision-making autonomy. By
communicating their concerns, children helped their parents to manage the uncertainties about
institutionalization along the decision-making process (Chen, 2014).

Chang and Scheider (2010) conducted a similar study in Taiwan. The current researcher

decided to discuss this study here based on her belief that the challenges with decision-making
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about nursing home placement as experienced by carers in Taiwan are the same as those
experienced by carers in Canada. In Taiwan official circles, filial piety is often described in a
matrix with other virtues. It is popularly understood and practiced by Taiwanese (Jordan, 2005).
Thirty Chinese family carers were interviewed that resulted in the generation of a stage-based
theory that described the carers’ decision making process. The process began with initiating the
idea of placement, assessing and weighting the placement decision followed, and ended with
finalizing the decision. Most of the time, carers continued to evaluate the effects of placement
that strongly influenced their adjustment after the placement. Sometimes carers changed their
placement decision based on the well-being of their loved one. Of note, the current researcher
did not locate a similar study conducted in Canada to explain the decision making process by
Chinese Canadian family carers.

Drawing on Chang and Scheider’s (2010) study to infer Chinese Canadian family carers’
experiences, their findings described how Chinese family carers go through stages and what
situations were involved in their decision-making. In the initiating the placement decision stage,
these researchers focused on the situation that led to the initial idea of placement by carers. The
main situation that lead to institutional care was related to the uncontrollable deterioration of the
care recipient’s health situation when carers were no longer able to manage and provide care at
home. Many of the carers had chronic diseases themselves and when their health worsened, they
were no longer able to provide appropriate care to the older care recipients at home. Some family
carers experienced an unpleasant relationship with the older care recipient and other co-residing

family members that contributed to the initiation of thinking about nursing home placement.
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Also, insufficient family assistance resulted in a strong sense of feeling overwhelmed and a great
burden for primary carers. As a result, many family carers sought professional assistance and
began to consider institutionalizing the older care recipient.

When family carers began to engage in making a decision to institutionalize the older
care recipient, they engaged in the second stage of decision-making: assessing and weighing the
decision. According to Chang and Scheider (2010), family carers usually drew on different
sources during the decision-making process that included speaking with their physicians, nurses,
or friends, searching the internet, touring the nursing home, and/or reading the newspaper to
obtain more information and opinions. Carers fully assessed the pros and cons of nursing home
placement in terms of the quality of care, the level of assistance, their own health status, and their
financial burden. Also, due to the collective nature of decision making, family carers also
negotiated with other family members about the possibility of nursing home placement. Carers
also sought the understanding of their parents (including the parent they were considering for
nursing home placement). Many Chinese Canadian carers and care recipients will be unable to
read or speak English that makes this stage more challenging. Elderly Chinese parents may not
be able to choose their place of care based on their personal preferences. Older Chinese parents
may have limited access to knowledge about long-term care services and insurance policies as
well as limited resources to make such a decision. Thus, the balance of decision-making power
may shift from elder to the younger generation. Adult children or key family members’
preferences and their resources may have relatively greater power to influence the decision-

making process (liu & Tinker, 2003).
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Next in the decision-making process as described by Chang and Scheider (2010), is stage
three that consists of three distinct patterns of finalizing the placement decision. The first pattern
is called the consensual decision where the carer and other family members agree that nursing
home placement is the best decision. The primary carer obtains support from other family
members to reach an agreement. The second pattern depicts the partially consensual decision.
With this type of decision, the primary carer experiences criticism due to family disagreement on
the decision to place the care recipient in institutional care. The primary carer does not receive
support from other family members. The primary carer decides to institutionalize their older care
recipient due to a lack of support they received in the caregiving role. The third pattern is called
the reluctant decision that depicts the primary family carer who is in disagreement with
institutional placement but becomes convinced by other family members to do it anyway. These
primary carers try to take care of the older care recipient at home because they believe that
nursing home placement is an unfavourable, non-filial behavior.

The final stage was described by Chang and Scheider (2010) as evaluating the decision
stage. Caregiving behavior did not end with the institutionalization. Instead, carers visited the
nursing home frequently to ensure that their loved ones were receiving adequate care. Carers
constantly examined the quality of care that the care recipients received in the nursing home.
Some carers experienced regret and their decision about placement and desired bringing the care
recipient back to the community. Some carers wanted to take their loved one back home when
their physical condition improved. In other cases, carers felt disappointed or dissatisfied with

institutional care. These carers most often complained about the lack of outdoor activities,
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insufficient hygiene routines, and falls by care recipients. If they could not take their loved one
home, carers adjusted their expectations of institutional care. In some families, conflicts occurred
during the decision-making process that continued after the decision was made to place the care
recipient in institutional care. For some families, tense relationships existed for a long period of
time. Some carers tried to make efforts to reconcile the familial relationships (Chang & Scheider,
2010).

In summary, existing research on the decision-making process of Chinese Canadian
carers is limited. Related research conducted in social welfare and public health arenas provided
some information on the decision-making process around institutionalization (Lai, 2004). Other
large-scale studies have found predictors of elders’ institutionalization, based on children’s
perspectives, such as declining ADLs and IADLs, diagnosis of dementia, bladder incontinence,
falls and behavioral issues (Gaugler et al., 2003). The nuances of decision-making dynamics
between generations remain understudied. Furthermore, extant studies have only investigated the
perspectives of a single generation (i.e., only the elderly care recipient’s or the child carer’s
perspective) (Chang et al., 2011; Won & Tae, 2012). However, this researcher believes that the
perspectives of both generations influence the decision-making process about elder care. It is
important for ongoing research to empirically study how different generations communicate with
each other to reach consensus on institutionalization.

Filial Piety and Carer Decision-Making Process

As described earlier, culture plays an important role in shaping caregiving patterns. Filial
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piety has been at the core of the Chinese caregiving tradition, and it cannot be underestimated in
the caregiving decision-making for Chinese elders because of its strong cultural and moral
implications (Ma, 2006). According to Lai (2008), the traditional Chinese cultural value of filial
piety is integral to familial structure governing over various aspects of Chinese societies. There is
a strong expectation that elderly Chinese should be well taken care of by their children and
families that includes living together and ensuring arrangements are made for appropriate
supports.

In the context of Chinese Canadian caregiving, Chappell and Kusch (2007) examined the
modern face of filial piety enactment among Chinese families. These researchers studied the
roles of sons, daughters, and spouses in providing assistance with daily living. Over two
thousand Chinese seniors living in seven cities across Canada participated in the study. The
findings revealed that, among diasporic Chinese, patterns found in other Chinese societies were
evident in their tendency to live with children even when the spouse is still living. Chappell
(2013) also did a comparison study earlier between Shanghai Chinese Canadian and non-Chinese
Canadian seniors living in British Columbia. Similar results were found where Chappell (2013)
found a greater involvement in caregiving by Chinese children than is commonly seen in the
wider Canadian caregiver population. Also, the traditional caregiving arrangement in China
contrasts with the primacy of spousal caregiving in the West that is followed by the primacy of
daughters when a spouse is not available. Chappell (2013) reported that only nine percent of
older Canadian adults were living with their adult children or other relatives. Lai (2008) stated

that for Chinese family carers in a Western society, their decision to put loved ones in a long-
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term care facility is challenging. Their concerns are due to the limited capacity of facilities to
support the cultural and language needs of older Chinese care recipients.

Lai (2004) identified filial piety, caregiving burden, care recipient’s level of care needed,
and health conditions as common predictors of elderly Chinese Canadians’ intention of using
long-term care facilities. Lai’s (2004) findings showed that 40.9% of Chinese-Canadian family
carers would consider using long-term care facilities if the health condition of their family
members deteriorated; 59.1% indicated that they would not consider this option. In addition,
among all the older Chinese participants in this study, an overwhelming majority (i.e., 80.3%)
indicated that if they were in need of living in a long-term care facility, they would prefer to live
in a facility specially designed for Chinese residents with mostly Chinese staff. Lai (2004)
described that traditional cultural values and norms continued to evolve as a result of carers’
exposure to and interaction with the dominant sociocultural environment. Therefore, this
researcher aims to explore the common myth that because the Chinese culture has placed such a
strong value on providing care to aging parents, family carers would have no need for formal
care and support services. A significant portion of aging Chinese Canadians reported that they
would consider applying for long-term care, which reflects the reality that faces many aging
Chinese in Canada. Many aging Chinese Canadians realize that they may require care that their
children may not be able to provide (Lai, 2004).

Lai (2008) also described that Chinese family carers would use available services for the
sake of better care for the care recipients. In China, due to changing social, demographic, and

economic structures over the past two decades, care of older adults is currently shifting from
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family-centered care inside the home to community based nursing home care outside of the home
(Lai, 2008). Contributions towards the evolution of elder care in China include increased life
expectancy in older adults and cognitive impairment that require a complex skill set to the extent
that carers are not able to provide necessary, safe, and quality care at home.

Feng et al. (2011) demonstrated that in China, less than 10% of Chinese elders seek
formal long-term care. However, this rate has been growing in recent years. Regardless, most
Chinese elders still prefer family caregiving to formal long-term care due to the ingrained filial
piety tradition (Feng et al., 2011). Filial piety is a unique contextual factor that cannot be ignored
in the context of decision-making processes by Canadian Chinese caregivers. Filial piety has a
fundamental impact on families’ decisions to institutionalize elderly Asian parents. This impact is
both lingering and compelling, such that even the second and third generations of Korean
immigrants feel ashamed about institutionalizing elderly parents in the United States (Kim et al.,
2006). The decision to institutionalize in the United States often occurs when family carers have
not yet depleted their caregiving resources (e.g., finances, the carer’s or care recipient’s s health
condition, or available supports). However, a traditional Chinese family may wait until carers
burden exceeds one’s resources and a caregiving crisis occurs before seeking assistance and
placement (Chang & Schneider, 2010). Traditional Chinese filial piety can have a strong impact
on adult children’s decision-making to utilize a nursing home for the care of older adult family

members.
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Filial Piety and Caregiver Burden

Filial piety is an important cultural value that affects not only decision-making about
caregiving arrangements, but also caregiving experiences that can lead to carer burden. Lai
(2009) conducted a quantitative telephone survey to examine the effects of filial piety on the
appraisal of carer burden in a random sample of Chinese Canadian family carers of elderly care
recipients. The findings indicated that filial piety affected Chinese Canadian family carers’
experiences. Filial piety was significant in predicting how carers perceived the values, gains, and
costs of providing care. The more strongly carers identified with filial piety, the greater the
likelihood they would perceive caregiving as being positive, beneficial, and less costly.
Therefore, positive carer appraisals resulted in lower carer burden. This finding is consistent with
previous research results (Cheung et al., 1994). According to Lai (2007) being an immigrant,
having a Western or non-Western religion as compared to having no religion, and having a lower
level of filial piety were predictors of a higher level of carer burden. In Lai’s (2007) study, filial
piety served as a protective factor against carer burden experienced by Chinese Canadian carers.

However, controversies were found in the literature on the protective value of filial piety
and carer burden. Some researchers reported that filial piety could potentially increase carer
stress. For example, a recent Chinese study by Kim and Kang (2015) revealed findings that
contradicted Lai’s (2007) study findings. Kim and Kang (2015) collected survey data from 295
family caregivers in China from January to February 2014. These researchers investigated how
filial piety and intimacy were experienced in the context of family carer stress. In particular,

these researchers examined the effect of filial piety and intimacy on carer stress according to the
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status of living with parents. Based on the results of this study, filial piety was interpreted as a
type of social pressure to provide caregiving rather than an individual’s choice to engage in
caregiving based on one’s emotional relationship with one’s parents. Greater filial piety was
correlated with greater caregiving stress. In other words, the carer may have realized that he or
she cannot reduce one’s burden due to filial duty that contributed toward carer stress. According
to Kim and Kang (2015), high filial piety implies an emphasis on cultural values may increase
carer stress. Further, filial piety speaks to an affection for parents and self-sacrifice and devotion
which may be viewed as unsuitable or unrealistic concepts for adult married children in modern
China. Funk et al. (2011) further explained that a high sense of filial piety may have more
negative impacts for carers because feelings of responsibility for family members can be
associated with feelings of guilt or inadequacy for some carers, as well as restrictions on personal
and parental autonomy. Based on extant empirical findings, inconsistencies exist in the
relationship between filial piety and carer burden. In this researcher’s opinion, inconsistent study
findings exist due to ‘when’ the study was conducted and ‘who’ was interviewed. A large
number of studies were conducted more than 10 years ago with a localized population, such as
Chinese Canadians living in Calgary. Also a large number of studies involved telephone
interviews to obtain sensitive information thus making results less reliable. Therefore, this
researcher believes that more sensitive methods, such as qualitative approaches, are needed to

further explore this issue.
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Finance

Statistics Canada (2013) reported that among regular family carers, 7% reported financial
difficulties as a result of their caregiving responsibilities with their parents. Many family carers
needed to incur out-of-pocket expenses. In addition to financial difficulties, many carers needed
to combine caregiving duties with professional obligations that resulted in the loss of hours
worked and a reduction in productivity that contributed toward decreased income or even job
loss. Statistics Canada (2013) also reported that approximately 10% of family carers caring for
their father or mother had not worked in the previous 12 months. Chappell (2003) conducted a
cross-cultural study and found that Chinese seniors, whether living in Shanghai or in Canada,
maintained a practice of financial assistance from children. According to Government of Canada
(2018), if parents were sponsored by their children to immigrate to Canada, they are not eligible
to apply for social assistance for 20 years. Given the fact that a lot of Chinese seniors have not
lived in Canada for 20 years, they are financially dependent to their children. Chang and
Schneider (2010) stated that when carers make medical decisions for their parents, they have to
consider their own situation in terms of values, health, and financial status. In a sense, they are
not only making the decision for their loved ones, but for themselves and their families. Tew, et
al’s (2011) study revealed that the key to delaying institutionalization lies in fulfilling the
fundamental prerequisite of having a carer at home. Therefore, empowering carers with tangible
assistance in the form of financial aid can be useful. These authors believed that financial
assistance can take the form of a carer allowance that provides family members with finances to

stay at home to care for the elderly parents (Tew et al., 2011).
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Family Caregiving Crisis and Carer Availability

It is not uncommon for a crisis in family caregiving to arise when the demands for care
exceed what support the carer is able to provide to care recipients. In addition to their ongoing
responsibilities, carers may be confronted with emerging care recipient needs that place
additional demands on their time and energy which can be viewed as a “crisis” (Sims-Gould,
Martin-Matthews, & Gignac, 2008). Such crises can be caused by the care recipient’s
deteriorating or health condition that can be temporary or occur more gradually. The changes
evoke emotional and instrumental caregiving tensions that need to be addressed. Sims-Gould,
Martin-Matthews, and Gignac (2008) emphasized that the range of crises can be health-related,
social, emotional, financial, and even idiosyncratic to a family. Crises may motivate different
generations of the family unit to reconsider the carer role and initiate the decision-making
process around institutionalization. When this happens, carer availability makes a huge
difference in terms of the decision. Tew et al. (2011) argued that carers who do not hold a job are
less likely to choose institutionalization for the elder parents. The key to delaying
institutionalization lies in fulfilling the fundamental prerequisite of having a carer at home. After
the basic requirement of a carer has been met, Tew et al (2011) also suggested several
interventions to bolster the availability of family carers and delay institutionalization of the care
recipient. They suggested interventions that are directed at lowering carer stress and empowering
carers with better coping skills. Early utilization of home care service can help delay
institutionalization. They also suggested that empowering carers with tangible assistance in the

form of financial aid can be useful.
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Availability of Nursing Home and Access to Health Care Service

According to Manitoba Health, Seniors and Active Living Information Management and
Analytics (2018), in 2016/2017, there were 125 Personal Care Homes (PCHs) in Manitoba.
Almost three percent (i.e., 2.9%) of the population aged 75 years and older were admitted to a
PCH from 2015/2016 to 2016/2017. The median wait time for placement into a PCH was
approximately eight weeks, and the median length of time a resident spent in PCH was 1.9 years.
Length of stay is associated with level of care on admission, as sicker patents stay less time in a
PCH than healthier patients do. Manitoba Health, Seniors and Active Living Information
Management and Analytics (2018) also released data for home care use. In in 2016/2017, there
were 16,641 Manitoba residents admitted to home care, and 16,066 were discharged. No data
specifically indicated minority group use of home care services or PCHs. However, according to
Lai (2004), immigrants are vulnerable to stress and stress-related mental health problems.
Language barriers, lack of knowledge and understanding of the existing service system,
acculturation stress, cultural shock, and other adjustment issues continue to exist. Due to cultural
differences and service barriers, this researcher speculated that many elderly Chinese Canadians
may not have the same access to resources (i.e., medical services or information about PCHs) as

local, English-speaking Canadians.
Nurse Role in the Decision-Making Process

Meeting the General Needs of Carers

Carers provide complex personal care and practical and emotional support, and may be
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needed at any time of day or night. They have multiple roles for which they have rarely been
trained, and consequently may feel ill-prepared and lack confidence in their ability to care, which
causes anxiety and reduces their ability to ask for help (Farquhar, 2017). Carers are hidden
patients themselves. However, the lack of explicit attention by health care professionals to carer
needs is a serious gap in health care (Reinhard et al., 2008). Most patients that nurses encounter
have families that are providing some level of care and support to the patient. To nurses, family
carers are sometimes referred to as “second patient” who need teaching and care as well
(Reinhard et al., 2008). Family carers often need to learn how to provide competent, safe, and
optimal care for the care recipient. Kurtz, Given, Given and Kurtz (1994) indicated that as the
stage of illness progresses, carers experience serious adverse physical and mental health
consequences. Nurses need to proactively approach family carers to provide them support across
the caregiving continuum.

Scherbring (2001) conducted a study to learn more about family carer levels of caregiver
burden and perceptions of preparedness for the caregiving role at hospital discharge. This
researcher’s results showed that increased levels of preparation were associated with decreased
caregiver burden and that this relationship did not change over time. Therefore, it is very
important for the health care team to provide appropriate interventions to ensure that carers are
prepared for their responsibilities. Family carers reported that they were confident about their
care and were able to look back upon the caregiving experience without regret when they felt
supported in their role (Edwards et al., 2012).

Farquhar (2017) suggested to create a new role for nurses called the “carer support nurse
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role” in his article. According to Farquhar (2017), a key aspect of the carer support nurse role
would be educating other health professionals and raising their awareness of carer recipients’ and
carers’ needs. This role would apply the principles of person-centred care by supporting carers
according to their needs, circumstances, and preferences. Nurses in this role would also show
compassion that enables them to develop their strengths through recognition education and
ensure their care is coordinated through interprofessional liaison (Farquhar, 2017).

Reinhard et al. (2008) described detailed interventions designed to help carers become a
more competent and confident provider. Major intervention components need to include: (1)
strengthening caregiver competence by improving carer’s control over the situation; (2)
developing task-specific and problem-solving skills; (3) offering psycho-educational supports
such as training carers on how to manage behavioural disturbances; (4) guiding carers on how to
navigate the service delivery system to obtain information, services, and equipment; (5)
recognizing and respecting family carers’ caregiving efforts as well as assessing their needs,
providing concrete instruction on the specific care they are giving, and referring carers to
resources for ongoing helpand, (6) assessing carers’ needs and capacities to provide care. In this
researcher’s opinion, these are nursing interventions and supports that should be skillfully
extended to all family carers regardless of cultural background.
Supporting Decision-Making Needs of Carers

One role of the nurse is to assist carers with decision-making about elder care. To

comprehend this role, Dalton (2003) extended the theory of collaborative decision-making in
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nursing practice by including family carers into the decision-making process to become a triadic
theory. According to Dalton (2003), the nurse interacts with and assists not only patients, but
family carers as well. Dalton’s (2003) data revealed variety in the nature of the patient-carer-
nurse relationship (or triadic relationship), a multitude of decisions considered, and a range of
collaborative and coalition-forming interactions. Dalton (2003) also found that the way decisions
were made depended on the collaboration of triadic members. The patient, carer, and nurse role
in decision making varied according to the context of participant and situation. Dalton (2005)
further explored the nurse’s involvement in decision making. This researcher’s study extended
our knowledge of decision-making by focusing on the well-documented importance of carers and
about coalition-formation during patient-caregiver-nurse interactions. Dalton’s (2005) findings
also enhanced understanding of these triadic interactions and how to facilitate communication in
this situation.

In summary, nurses play an important role in assisting family carers in a range of
different ways. However, most studies on decision-making about elder care by carers of different
cultural backgrounds have not attended to the cultural competence of nurses in supporting carer
decision-making. Canada’s multicultural society that requires nurses who are skilled in cultural
competence to guide family carers in their decision-making about elder care.

Collaborative Decision Making and Cultural Competence
Louw (2016) defined cultural competence as a dynamic, complex and continually

evolving process of skill development by health care professionals. Health care professionals
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who are skilled in cultural competence are able to respond appropriately to their patients’ unique
combination of cultural variables and ensure efficacy in working within the cultural context of
their patients. Important factors for the nurse to consider in the provision of culturally competent
care include careful consideration of the carer’s and care recipient’s age, beliefs, customs,
ethnicity, language, gender and gender identity, sexual orientation, religion, etc. Cultural
competency in nursing practice is the cornerstone of providing superior care for people of all
cultures (Louw, 2006). Cultural competence involves a continuous process where nurses work
effectively and efficiently within a patient’s culturally dictated world. Stanhope and Lancaster
(2000) described that culturally competent nursing care is guided by four principles: (1) care is
designed for the specific patient; (2) care is based on the uniqueness of the person’s culture and
includes cultural norms and values; (3) care includes self-empowerment strategies to facilitate
patient’s decision-making in health behavior; and, (4) care is provided with sensitivity based on
the cultural uniqueness of patients. The culturally competent nurse understands that each person
is unique and to be respected as a cultural being in the decision-making process (Linda, 2013).
In recent decades, there has been a growing recognition that physician-directed
healthcare does not always translate into the best outcomes for most patients. As well, the
importance of the patient’s role in decision-making has been recognized (Hawley & Motris,
2017). There have been repeated calls for health interventions to be more inclusive of patients in
decision-making. More specific to culturally appropriate decision-making, Hawley and Morris
(2017) summarized some suggestions for consideration in advancing the provision of more

culturally appropriate shared decision-making processes. These authors mentioned the key role
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of family and community. According to Hawley and Morris (2017), cancer patients who come
from culturally- or ethnically-diverse backgrounds tended to involve family and friends in
treatment decision-making more frequently than white patients. Engaging patients from diverse
backgrounds in shared decision-making will likely mean involving and incorporating their
family carers.

This researcher attempted to locate literature on the nursing role and cultural competence
in supporting the decision-making processes of family carers; the information is limited.
Therefore, this researcher believed more study is required on support for family carers of older

adult Chinese Canadians in their decision-making on long-term care and home care services.

Summary

This chapter has summarized relevant literature sources related to Chinese Canadian
carers, their decision making processes, and the nurse’s role in the decision-making processes of
carers about the long-term care of their older relatives. Even though there is a large number of
studies investigating predictors of seniors’ institutionalization, service use and caregiving
experiences in Western health-related literatures, little research has been done on Chinese
Canadian family carers. A knowledge gap also emerged as to the nurse’s role in supporting the
carer-care recipient decision-making process in the context of competent cultural care. This study
fills this knowledge gap by identifying Chinese Canadian family carers’ unique caregiving and
decision-making processes, and exploring the nurse’s role in supporting Chinese Canadian

family carers.
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CHAPTER THREE
CONCEPTUAL FRAMEWORK

This study was guided by Andersen’s behavioral model of Health Services Use
developed by Anderson (1968). The purpose of this chapter is to review Andersen’s (1968)
behavioral model that this researcher employed to examine predictors of service use and
intention of putting parents into a nursing home. The Andersen’s Behavioral Model is mostly
used for investigating health services utilization which was deemed appropriate for this thesis
topic.
Andersen’s Behavioral Model of Health Services Use

The initial Behavior Model was developed by Anderson in the 1960’s to assist in the
understanding why a family uses health services (Anderson, 1968). The second Model was re-
developed in the 1970’s by Anderson and Newman (1973) and is known as the Anderson-
Newman Model. Anderson and Newman (1973) described that the utilization of health services
is a type of individual behavior. They suggested that how people intend to use health services is
affected by three groups of variables. The first group of variables is called Predisposing factors
and are socio-cultural and demographic characteristics of individuals that exist prior to their
illness (e.g., age, gender, race, education, and marital status). The second group of variables is
called Enabling factors that capture logistical aspects of obtaining care. Enabling factors refer to
the availability and accessibility of a variety of community and family resources (e.g., income,

accessibility, or knowledge about services). The third group of factors is referred to as Need
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factors or the individual’s functional capacity and general state of health. People who have more
health and psychosocial problems are more likely to have a higher level of use of health care and
social services (Figure 1). Although this Model was originally applied in the context of medical
practitioner consultations in hospital settings, it has been extended to other contexts of health
care utilization such as the use of professional home care services by the elderly (Kempen &
Suurmeijer, 1991).

Figure 1. The initial Behavioral Model in 1960s (modified from Anderson, 1995)

Predisposing :> Enabling : Need :> Use of health

Characteristics Resources services

Demographic * Personal/ Family e Perceived
Social Structure  Community (Evaluated)
Health Beliefs

Note. From the behavioral model and access to medical care: Does it matter? By R. M. Anderson, 1995,
Journal of Health and Social Behavior, 36 (March), 1-10 (Used with permission)

In recent years, the Anderson-Newman (1973) paradigm has been applied in predicting
the use of different types of social and health services. Li (2006) employed this Model to analyze
rural older adults’ access to assistive devices, transportation services, and in-home and
community based services plus identify older rural adults’ specific access barriers to health and
social services. Bradley et al. (2002) expanded the Andersen-Newman (1973) Model by
enhancing two aspects of the Model. First, they argued that “beliefs” as described by Andersen

and Newman (1973) may not adequately capture the breadth of psychosocial factors germane to
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race or ethnicity-related variations in long-term care use. In other words, individuals may have
specific cultural knowledge and attitudes toward tasks like cooking, shopping, dressing, bathing,
and toileting. Therefore, Bradley et al. (2002) believed that these factors may be more important
as predictors of long-term versus acute care service utilization. Second, Bradley et al. (2002)
explained how the Andersen-Newman Model (1973) combines race or ethnicity with other
demographic characteristics in a variety of inter-relations. There is the potential for an omission
of interrelationships that could oversimplify the role of race or ethnicity in service use.
Therefore, in their research, Bradley et al. (2002) specified the nature of psychosocial factors and
enhanced the role of those factors in the context of long-term care decisions. They found that
psychosocial variables may mediate the effect of race or ethnicity on long-term care service use.
For example, they found that “African-Americans, in comparison to white elders perceived
poorer access to needed information, reported stronger norms of family caregiving, and had more
concerns about potential loss of privacy and self-determination in long-term care settings”
(Bradleyet al., 2002, p. 1238). All of these studies demonstrated that the Predisposing, Enabling,
and Need factors were significant predictors of service use, and there is much variability in the
contribution of the different factors (Cohen-Mansfield et al., 2013).

In 1995, Andersen revised the Model that has become one of the most widely
acknowledged Models and is known as The Behavioral Model of Health Service Use. The initial
Model focused on the use of health services by the ‘family’ as the unit analysis. However,
Andersen (1995) revised the Model to focus on the analysis of the ‘individual’. The current

Model has a feedback loop to illustrate that health outcomes may affect aspects such as health
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beliefs and need. The Model also has genetic susceptibility as a predisposing determinant and
quality of life is an outcome. In being guided by the Model’s postulated relationships, we can
determine the directionality of variable effects on the outcomes following a change in any of the
environmental factors or population (i.e, the individual’s) characteristics as depicted in Figure 2.
For the purpose of this study, “population characteristics” will refer to “individual
characteristics”.

Figure 2. Andersen’s The Behavioral Model of Health Service Use (1995)

HEALTH
ENVIRONMENT POPULATION CHARACTERISTICS BEHAVIOR OUTCOMES
Health Care l Personal Perceived
System Predisposing # Enabling ™ Need :)lcaltl_h Health Status
> | Characteristics  Resources = e . : I
Evaluated
| Health Status
External Use of |
Environment Health Consumer
Services Satisfaction

b

Note. From Revisiting the behavioral model and access to medical care: Does it matter? By R. M.

Anderson, 1995, Journal of Health and Social Behavior, 36 (March), 1-10 Used with permission

Use as a Guiding Framework in the Current Study
In this study, the Andersen’s Behavioral Model (Andersen,1995) was used to examine the

intent of Chinese Canadian family carers to use health care services and long-term care for
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elderly relatives. As guided by the Model, the Predisposing factors in this study included social
structure factors (i.e., education, occupation, ethnicity, social networks, and culture), health
beliefs (i.e., filial piety attitudes, values, and knowledge that carers have towards the health care
system), and demographic information (i.e., age, gender, and years of immigration to Canada).
Enabling factors were analyzed from personal, family. and community perspectives. From the
personal and family perspective, this researcher examined the family carer’s ability and
willingness to access health services, income level, and their regular source of care. From the
community perspective, this researcher examined the availability of nursing home services and
wait times.

As indicated in Figure 3, this researcher developed demographic survey questions to
capture carer and care recipient demographic information as potential independent variables. A
10-Item Contemporary Filial Piety Scale (CFPS-10) was used to capture the independent
variable of carer participants’ filial piety level. The Care Caregiving Burden Inventory (CBI) was
use to assess the independent variable of carer burden level that is a need factor. The dependent
variable of carer intention to use long-term care was captured by Morycz’s Desire-to-
Institutionalize Scale (Morycz’s DTI scale).

Figure 3. The Use of Andersen’s Behavioral Model in this study.

Predisposing :> Enabling :C Need Use of
: health

Characteristics Resources factors

services

e Morycz’s DTI
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e CFPS-10 Yy The

Need factors included the number of health conditions of the care recipient and the level of carer
burden. Filial piety was also included as a predisposing factor of carers because the Chinese
culture places a very strong emphasis on providing care to elderly family members.
In summary, this researcher employed Andersen’s Behavioral Model of Health Services

Use (Andersen, 1995) for her project. Although this Model has not been used with other Chinese
Canadian populations to study their decision-making about elder care, it guided this researcher’s
analyses of factors impacting family carers’ intentions to use long-term care and other health
services. This Model provided a solid foundation for this researcher to examine relationships

among variables in this study.
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CHAPTER FOUR
METHODOLOGY
This chapter describes the methodology selected to address the research question. The
methodology section of this chapter introduces the research design and rationale, sample,
research setting, instruments as well as data collection methods and planned data analysis. The

relevant ethical issues in relation to this research is also discussed in this chapter.

Purpose

The main aim of this study was to examine Chinese Canadian family carers’ experiences
with filial piety and decision-making about long-term care and home care services for their aging
parents. Guided by Anderson’s Behavioral Model (Anderson, 1995), quantitative methods
allowed the researcher to capture and examine the relationships between Predisposing factors,
Enabling factors, and Need factors and family carers’ intention to use long-term care facilities

and home care services for their parent.

Research Question

The researcher answered the following research question:

What is the association of Predisposing characteristics (e.g., demographic characteristics,
filial piety), Enabling resources (e.g., access to health services) and Need factors (e.g., level of
carer burden) with the carer’s intention to use health services and their decision-making process

about long-term care?
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Research Design
A guantitative design was employed to explore and identify factors that influence family carers’
intention to use health services and long term care for their parent.
Study Variables
In the current study, the independent variables were carer and care recipient’s demographic
information, Carer’s filial piety scale, and care burden level. The dependent variable or main
outcome variable of interest to this research was carer intention to use long-term care facility for
their parents.
Methodology and Rationale
Based on this researcher’s review of the literature, the majority of studies on Chinese
Canadian family carers in the last two decades employed quantitative methods (e.g., Lai, 2004).
Telephone surveys were mostly used to collect information in Dr Lai’s studies (e.g., Lai, 2004,
2007, 2008). Sellers (1999) described that quantitative research focuses on what proportion of
targets think a certain way and qualitative methods capture how people think. Given the
complexity of this topic, this researcher believed that a quantitative or qualitative research
method alone would not sufficiently answer the research question. Therefore, this researcher
decided to employ quantitative tools that were supplemented by open-ended questionnaire items
for participants to describe any barriers or facilitating factors that impacted their decision-making

about long-term care and home care services use for their elderly loved one.
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Quantitative Inquiry

Quantitative research methods deal with numbers and concepts that are measurable in a
systematic way. Quantitative methods are used to answer questions about relationships between
measurable variables with the intention of explaining, predicting, and/or controlling a
phenomenon (Plonsky & Gass, 2011). The use of reliable questionnaires was employed in the
current study by this researcher to capture and examine the main relationship of interest between
filial piety and Chinese Canadian family carers’ decision-making processes about long-term care
and/or home support services. This researcher also employed sound psychometric tools to
examine the association of Predisposing characteristics, Enabling resources, and Need factors

with the carers’ decision-making process about long-term care and use of home care services.

Setting

Burns and Grove (2003) stated that quantitative research can be conducted in three
different types of settings: 1.e., in a natural setting, a partially controlled setting, or a highly
controlled setting. Among those, a natural setting offers no control in a real life setting, and it is
frequently used for descriptive and correlational studies (Burns & Grove, 2003). For the current
study, Chinese Canadian family carers were recruited as participants from natural community
settings in the City of Winnipeg, Manitoba.
Population and sample

Polit and Beck (2012) described convenience sampling as using the most easily

accessible people as participants, and it can be used when researchers are seeking people with
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certain characteristics. The target population for this study was Chinese Canadian family carers
who were living in Winnipeg. A convenience sample of family carers was recruited based on
eligibility criteria described below. Individuals met the criteria as a family carer for this study if
they were:

1. Male or female

2. Aged 18 years or older

3. Able to speak and read English or Mandarin

4. An ethnic Chinese individual residing in Canada

5, The primary carer of an elderly family member

6. Willing to participate and able to provide consent (Appendix A)
Sample Recruitment Procedure

Participants for this study were recruited from a population of Chinese Canadians living

in Winnipeg, Manitoba, Canada. The following websites were used to post advertisements about

this study: https://www.chinesewinnipeg.com, http://www.58winnipeg.com, and

http://yishizhuxing.ca. A Chinese supermarket Wenkai Supermarket (located on 2247 Pembina

Hwy) in Winnipeg was also used to post the information about this research.

A letter of invitation to participate in this study (Appendix B) was posted online and in
the Chinese supermarket listed above. This invitation letter included information about the
researcher (i.e., her student status and aftiliation with the University) as well as an overview of

the study purpose. Contact information for the researcher was included in the invitation letter.


https://www.chinesewinnipeg.com/
http://www.58winnipeg.com/
http://yishizhuxing.ca/
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Potential participants were provided the opportunity to contact the researcher for further
information about the study.

A web link was provided in the advertisement for Chinese family carers who were
interested in taking part in the study to complete the on-line informed consent form (Appendix
A) and then the on-line questionnaire. Family carers were provided the option to complete the
consent form and questionnaires in person or by phone. Prior to completing the study
questionnaires, an informed consent form was available on-line. The informed consent explained
to the participant that he or she is free to leave the study at any time during the on-line survey or
to refuse to answer a question. The questionnaires were translated in Chinese by the researcher.
Participants would select using the Chinese or English version to provide their on-line responses.
Of note, this researcher was fluent in speaking and reading the Chinese language. The researcher
was able to communicate with participants in Chinese and perform the interviews in Chinese as
needed. For two of the open-ended questions, the researcher translated all written Chinese into
English responses. Participants were informed that confidentiality would be maintained and that
none of their interviews will be shared with anyone other than the researcher (see informed
consent in Appendix A).

Data Collection

Data collection for this study occurred over one-month period from September, 2019 to

Octomber, 2019. Online questionnaires were entered into an internet program called Qualtrics

(Qualtrics, Provo, UT) with the assistance of Mr James Plohman, Research Coordinator,
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Manitoba Center for Nursing and Health Research.

In order to describe the characteristics of the sample and collect information about family
carers’ experiences with decision-making about the use of health services and long-term care
facilities, the following research instruments were utilized. As guided by Andersen’s (1995)
Behavioral Model of Health Service Use, the researcher captured carers’ responses to access to
health services and attitudes toward institutionalization (i.e., Enabling resources), and the care
recipient’s functional capacity and level of caregiving burden (i.e, Need factors).

Demographic Data Collection Form. A demographic form (Appendix C) was
developed by this researcher and included questions about the family carers’ age, marital status,
language, occupation, years living in Canada, health conditions, financial status, and length of
time in the caregiving role. Data from the demographic questionnaire was used to describe the
sample and examine the research question related to Predisposing characteristics, Enabling
resources, and Need factors.

Contemporary Filial Piety Scale (CFPS-10). Lum et al. (2016) argued that the
experience and practice of filial piety have evolved in modern Chinese societies, and existing
measures fail to capture these important changes. Based on a conceptual analysis on current
literature, 42 items were initially compiled to form a Contemporary Filial Piety Scale (CFPS),
and over 1,000 individuals in Hong Kong were surveyed in the included studies. As a result,
Lum et al. (2016) determined that the Contemporary Filial Piety Scale (CFPS-10) tool was most
appropriate for use in capturing filial piety in society today. The CFPS-10 is a 10-item, two-

factor tool that is data-driven, simple, and efficient to use. The CFPS-10 is a tool that has strong
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psychometric properties for assessing contemporary filial piety. The Cronbach’s alpha for the
CFPS-10 was 0.88, and the instrument has been tested in a representative Chinese sample in
Hong Kong (Lum et al., 2016). In the current study, the CFPS-10 was used to capture the
practice of filial piety among Chinese Canadian family carer participants. A five-point Likert
scale was used, with “1” indicating “not important” to “5” indicating “very important” (see
Appendix D). Here are some examples of the questionnaire response items on the CFPS-10":
“Arrange care for parents when they can no longer care for themselves”, “Provide financial
subsistence to parents when they can no longer financially support themselves”, and “Be
thankful to parents’ nurturing”.

Care Giver Burden Inventory (CBI). Carer burden is broadly defined as encompassing
the physical, psychological, emotional, social and financial stresses that individuals experience
due to providing care (Bastawrous, 2012). According to Novak et al. (1989), a number of
unidimensional burden scales have been developed with a focus of learning carer’s feelings and
experiences. They used the Care Giver Burden Inventory or CBI in their research where they
interviewed 107 carers. Their experience with the tool helped them to avoid some of the
methodological problems associated with earlier work (i.e., tools that had a high ratio of items to
subjects). Further, Novak et al. (1989) argued that the CBI offers a multidimensional measure of
caregiver burden. Valer et al. (2015) conducted study in Brasil using the CBI tool. Their results
revealed a Cronbach’s alpha value for the Inventory was 0.94, and the Pearson correlation
coefficient for the relationship between the scores obtained on the CBI and the Burden Interview

was 0.81. They concluded that the CBI instrument presented adequate reliability and the
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suitability of its terms and factors (Valer et al., 2015). Chou et al (2002) examined the
psychometric properties of the Chinese version of the CBI for its utility in clinical and research
practice in China. A paired t-test and intra-class correlation indicated that the Chinese version of
the CBI was a good reflection of the English version and demonstrated item equivalence. These
results revealed adequate internal consistency reliability estimates and appropriate content and
concurrent validity. These results support the use of the Chinese version of CBI as a research
instrument in measuring the carer burden in the Chinese population (Chou et al., 2002).
Therefore, the researcher adopted the CBI in this study to capture Chinese Canadian family
carers’ felt burden (Appendix F).

Morycz’s Desire-to-Institutionalize Scale (DTT). Again, as described above, when it
comes to the decision of institutionalization, Need factors such as carer burden play an important
role. Many professionals believe that institutionalization can reduce family carer’s burden from
the caregiving role. DTI is the dependent variable in this study. Morycz’s Desire-to-
Institutionalize Scale was developed by Morycz in 1985. Mccaskill et al. (2011) slightly
modified the initial version of Morycz’s DTI scale in order to incorporate the term ‘assisted
living’ which was not standard vernacular at the time that Morycz’s DTI scale was published.
This researcher will use the modified version of Morycz’s DTI scale (Appendix E) in this study
to assess Chinese Canadian family carers’ desire to institutionalize their elderly parents. The
scale contains six items that assess a carer’s desire to institutionalize a care recipient. The scale
consists of ‘yes’ and ‘no’ dichotomous responses. The scale asks the carer about his or her plans,

thoughts, and discussions with others about institutionalizing the care recipient. The total score
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of the scale was calculated by summing the responses across all questions, unweighted. Scores
ranged from “0” to “6” with higher scores indicating a greater desire to institutionalize the care
recipient (Mccaskill et, al, 2011). The reliability coefficient for this scale was 0.74. The scores
provide some indication of the stress involved in the family caretaking process. The objective
stress scale had a strong reliability coefficient of 0.83 (Morycz, 1985). Exploratory factor
analysis (EFA) and reliability analyses were performed by Mccaskill, et.al. (2011). The EFA
revealed a one factor structure that was equivalent across all racial groups. The scale
demonstrated moderate reliability with KR-20 alpha of 0.69 for Whites, 0.74 for African
Americans, and 0.77 for Hispanics. This finding suggested that Morycz’s DTI scale is a
consistently reliable measure for assessing the desire to institutionalize across cultural groups.

Below are two open-ended supplementary questions (Appendix G) that were posed to
participants about any barriers and facilitating factors they experienced during their decision-
making about long-term care and use of home care services for their loved one. These open-
ended questions were added at the end of the on-line survey. These open-ended questions were
developed based on the work of Chen (2014), Caldwell, Low, and Brodaty (2014), and Chang
and Schneider (2010).

1. What are some barriers that do not help you to make a decision about long-term care
and use of home care services for your loved one?

2. What are some facilitators that help you make a decision about long-term care and use

of home care services for your loved one?
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Protection of Human Subjects

Prior to the commencement of data collection, written ethical approval from the
University of Manitoba Education/Nursing Research Ethics Board was obtained. The Protocol
number is: Protocol #E2019:057 (HS23043).

Participation in the current study was strictly voluntary and participants were told that
they are able to withdraw from the study at any time as described in the informed consent form.
Prior to data collection, the informed consent form was provided to participants on-line. The
process of obtaining written informed consent provided an important opportunity for the
researcher to communicate details about the study, as well as potential risks and benefits
associated with participating in the study (Casarett & Karlawish, 2000). As an experienced nurse,
the researcher was well aware about the vulnerability of the population and she endeavored to
provide sufficient detail about the study and the role of participants in the on-line informed
consent form. If requested by the participants or identified as a need by this researcher,
participants were provided with resources for social support such as the Seniors Information line,
the Manitoba Seniors’ Guide, and/or contact information for Health Links.

All study data were collected through an online survey link common to all survey
participants. So the data collected from many survey participants were anonymous. Also, all of
the data collected would be accessed only by this researcher, Dr. Michelle Lobchuk (thesis
advisor), and Dr. Rashida Rabbani (statistician at the Manitoba Centre for Nursing and Health
Research). Participants were also informed that their data files were be kept on the password-

protected server at the University of Manitoba. All study documents will be kept for seven years
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at this researcher’s residence in a locked filing cabinet or on a pass-word protected computer for

seven years and then destroyed by shredding or deleting them in June 2026.

Data Analysis

For analyses of quantitative data, this researcher reviewed the preliminary data analysis
plan with Dr. Rashida Rabbani, Biostatistician, Manitoba Centre for Nursing and Health
Research. Descriptive data analysis included descriptive statistics (i.e, means, frequencies, and
range) of sample characteristics and study variables as captured on study questionnaires (R.
Rabbani, personal communication, Februrary 7, 2019).

To answer the research question, “What is the association of Predisposing characteristics
(e.g., demographic characteristics, filial piety), Enabling resources (e.g., access to health
services) and Need factors (e.g., level of carer burden) with the carer’s intention to use health
services and their decision-making process about long-term care?”, data were examined to
ensure they met the assumptions for parametric tests. If assumptions were not met, under the
guidance of Dr. Rabbani, this researcher employed non-parametric statistical analysis to answer
the research question (Corder & Foreman, 2014).

Upon the advice of the biostatistician, linear regression was employed to address the
research question. According to Munro (2005), linear regression makes use of the correlation
between variables and the notion of a straight line to develop a prediction equation. Regression
allowed this researcher to predict outcomes and to explain the interrelationships among

variables. Guided by Andersen’s (1995) Behavioral Model of Health Service Use, this researcher
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examined the relationship among the following factors with the carer’s intention to use health
services: Predisposing factors (i.e., filial piety, demographic characteristics), Enabling factors
(i.e., carer’s intention to use services or long-term care), and Need factors (i.e., level of caregiver
burden). The significance level for statistical analyses was set at p < 0.05. SPSS was employed to
conduct rigorous analysis of the data.
Content Analyses of Supplementary Open-ended Questionnaire Items

The researcher employed the use of content analysis to interpret and report on
participants’ responses to two open-ended questions that were collected through the on-line
survey with carers. Content analysis is a method of analyzing written, verbal or visual
communication messages, and it is commonly used in nursing studies (Elo & Kyngis, 2008). As
a research method, content analysis involves defining the content to be studied, the concepts to
be measured, and the unit of analysis (Mcneese-Smith, 1999). The process of analysis is to make
sense of the data (Moule et al., 2017). Data that were collected from the two open-ended
questions located in on-line survey was subjected to content analysis. The content of the data was
explored and reduced by the process of “coding” by this researcher. The themes that evolved
were identified. The researcher’s advisor (Dr. Lobchuk) participated in the content analyses of a
random sample of open-ended responses to survey questions to assist in developing the coding
template. Any disagreements in coding was resolved with further discussion between this

researcher and Dr. Lobchuk.
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Summary

This chapter outlined methods that were used to carry out a correlational, predictive study
aimed to identify relationships among Predisposing, Enabling resources, and Need factors with
the carer’s intention to use health services as guided by Andersen’s (1995) Behavioral Model of
Health Service Use. The methodology, sample, sample recruitment protocol, setting, data
collection instruments, and data analyses were presented. Ethical issues and confidentiality

issues were addressed. Chapter Five presents the findings that emerged from this research study.
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CHAPTER FIVE
RESULTS

The purpose of this study was to examine Chinese Canadian family carers’ experiences
with filial piety and decision-making about long-term care and home care services for their aging
parents. This chapter provides a descriptive profile of family carer participants and their care
recipients (i.e., their aging parents) based on demographic data collected. Statistical analyses of
the research question were presented in conjunction with a report of major findings.

The specific research question was, “What is the association of Predisposing
characteristics (e.g.., demographic characteristics, filial piety), Enabling resources (e.g., access to
health services) and Need factors (e.g., level of carer burden) with the carer’s intention to use
health services and their decision-making processes about long-term care?”

Family carer participants were recruited over a one-month period between September
2019 and October 2019 from Winnipeg, Manitoba. Data were collected on-line by administering
to the participants a data demographic questionnaire, the Contemporary Filial Piety Scale (CFPS-
10) (Lum et al., 2016), the Morycz’s Desire-to-institutionalize Scale (DTI) (Mccaskill, Burgio,
Decoster & Roff, 2011), and the Care Giver Burden Inventory (CBI) (Novak, Guest & Novak,
1989).

Summary of the Quantitative Findings
Demographic Data

In total, eighty-two family carers responded to the online survey. Twenty-one of these
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carers had consented to the study but did not answer any of the questionnaires. One carer called
the researcher to explain that she did not proceed to complete the questionnaires as the questions
did “not apply to her situation”. Sixty-one family carers completed the on-line questionnaires
either in full or part-response. The demographic characteristics of the study participants are
shown in Table 5.1. Typical family carers were: younger than 40 years of age (47.5%), female
(80.3%), legally married or living common-law (90.2%), the daughter of the care recipient
(60.7%), had had lived in Canada for 5 years and more (63.9%). Around 48 per cent of the carers
lived with their care recipients and 44 per cent did not live with their care recipients. The
majority of carers (93.4%) had graduated from college or university and were employed (70.5%).
Most carers reported an annual income of more than $50,000 (63.9%). Most carers reported
being a family carer for the past 5 years (63.9%).

Regarding care recipients, their mean age was 69.6 years; (SD = 9.7; range from 49 to
89 years of age). Most care recipients were not receiving formal home care services (95.1%).
Only five participants (8.2%) answered “yes” to the question, “Do you know anything about
home care?”. Most Chinese Canadian family carers who participated in this study reported that
they spoke Mandarin (91.8%).

Table 5.1 Descriptive statistics of the study variables (n = 61 family carers).

Variables Count Mean (SD) Percentage (%)
Carer age

<40 29 47.5

41-50 19 31.1

>50 13 21.3
Carer gender

Male 10 16.4




Female
Prefer not identify
Carer marital status
Never married
Legally married/common law
Other
Carer relationship with CR
Daughter
Son
Other
Carer time in Canada
Less than 5 years
More than 5 years
Carer living arrangement
Together with CR
Not together
Prefer not to identify
Carer education
Less than college or university
College or University and above
Carer employment status
Unemployed
Employed
Others
Carer annual income
<$50,000
> $50,000
Carer years of being a family care
<5 years
>5 years
Prefer not to identify
CR Age
CR currently receiving home care
Yes
No

Carer Do you know anything about home care

Yes
No

Carer Language
Mandarin
Cantonese

49

55

37

16

22
39

29
27

57

12

43

22

39

39

16

58

56

56

69.6 (9.7)

80.3
3.3

6.6
90.2
3.3

60.7
13.1
26.2

36.1
63.9

475
44.3
8.2

6.6
93.4

19.7
70.5
9.8

36.1
63.9

63.9
26.2
9.8

4.9

95.1

8.2
91.8

91.8
3.3

73
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English 3 4.9
Carer Filial Piety (CFPS-10) (range: 10-50) 46.5 (4.2)
Carer Burden Inventory (CBI) (range: 0-96) 16.4 (14.7)
Carer Morycz’s DTI scale (range: 0-6) 0.69 (1.37)

Abbreviations: CR: Care recipient

For CFPS-10, the higher the score, the more important filial piety felt by the carer.

For CBI, the higher the score, the more burden felt by the carer.

For DTI, the higher the score, the greater the carer’s desire to institutionalize the care recipient.

Reliability of Instruments

According to Tavakol and Dennick (2011), when evaluating a measurement instrument,
validity and reliability are two fundamental elements to report. Instruments can measure
concepts, psychomotor skills or affective values. Instruments that are unreliable do not provide
appropriate or sufficient means to test values. Thus, knowledge regarding an instrument’s
reliability is very important when conducting and analyzing research (Polit & Beck, 2004).
Cronbach’s alpha coefficient is the most frequently utilized measure of reliability when multiple-
item measures of a concept or construct are employed (Polit & Beck, 2004). It used to measure
reliability and internal consistency of the instrument. The instruments with Cronbach’s alpha
coefficients that are above .70 are considered sufficiently reliable; if the value is above .80, the
instrument is considered to be highly reliable (Polit & Beck, 2004). Table 5.2 represents the
calculated Cronbach’s alpha coefficient results for this study’s instruments that demonstrate
acceptable reliability.

Table 5.2 Reliability of instruments

Instrument Cronbach’s Alpha
Carer Filial Piety (range: 10-50) 0.82
Carer Burden Inventory (range: 0-96) 0.95
Carer Morycz’s DTI scale (range: 0-6) 0.82
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The Contemporary Filial Piety Scale (CFPS-10) was used to capture the practice of filial
piety among Chinese Canadian family carer participants. A five-point Likert-type scale was used,
with “1” unit indicating “not important” to “5” unit indicating “very important” (see Appendix
D). Total scale scores can range from 10 (the lowest) to 50 (the highest) units. The mean CFPS-
10 score in this study was 46.5 (SD 4.2).

The Care Giver Burden Inventory (CBI) was used to capture Chinese Canadian family
carers’ felt burden (Appendix F). The CBI contains twenty-four items. Each statement had a five-
point Likert-type scale that ranged from 0 (Never) to 4 (Nearly always). Total scale scores can
range from 0 unit to 96 units. The higher the score, the more burden is felt by the carer. The
mean value for CBI was 16.4 (SD 14.7).

The Morycz Desire-to-institutionalize Scale (DTI) (Appendix E) was used to assess
Chinese Canadian family carers’ desire to institutionalize their elderly parents. The scale contains
six items with dichotomous response options of ‘Yes’ (1)’ or ‘No’ (0). The DTT item scores
ranged from 0 unit to 6 units; higher scores indicated a greater desire to institutionalize the care
recipient.

Analysis

Research Question: What is the association of predisposing characteristics (e.g..,
demographic characteristics, filial piety), enabling resources (e.g., access to health services) and
need factors (e.g., level of carer burden) with the carer’s intention to use health services and their

decision-making processes about long-term care?
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To identify factors associated with the carer’s intention to use health services and their
decision-making processes about long term care, as captured on Morycz’s DTI tool, this
researcher employed both correlational analysis and tests of differences. Based on the normality
test (Shapiro-Wilk), distribution of carer Morycz’s DTI data failed (p < 0.0001) to meet the
normal distribution and thus the non-parametric analysis were employed to test the differences
and associations between study variables. Therefore, the Spearman’s rank correlation coefficient
analysis was conducted with the following continuous data: care recipient age, carer filial piety,
carer burden inventory, and carer Morycz’s DTI. The Mann-Whitney Rank Sum Test was used to
compare categorical data with two levels: carer gender, carer marital status, carer time in Canada,
carer living arrangement, carer education, carer employment status, carer annual income, carer
years of being a family carer, CR currently receiving home care, and carer’s knowledge about
home care. The Kruskal Wallis H Test was used to test categorical data with three or more levels:

carer age, carer relationship with CR, and carer language.

Results

Spearman’s Rank Correlation Coefficient Analyses. Correlation is used to study
relationships, and it provides a measure of the strength and direction of the relationship between
variables (Plichta et al., 2013). The Spearman’s rank test showed that the carer’s intention to use
long-term care (as measured on Morycz’s DTI) was not significantly correlated with any
measured continuous variables including care recipient age (p = 0.533), carer filial piety (p =

0.201), carer burden inventory (p = 0.122).
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Mann-Whitney Rank Sum Test. The Mann-Whitney Rank Sum Test indicated that carer
Morycz’s DTI was significantly greater for male (Mdn = 2) than for female (Mdn = 0) carers, U
=101, p =0.043. Otherwise, there was no significant difference in carer Morycz’s DTI in
relation to the other variables such as carer marital status, carer time in Canada, carer living
arrangement, carer education, carer employment status, carer annual income, carer years of being
a family care, CR currently receiving home care, and carer’s knowledge about home care.

Kruskal-Wallis H test. The Kruskal-Wallis H test was conducted to compare the carer’s
intention to use long-term care for categorical variable with three or more levels. There was no
statistically significant difference found between carers’ responses on Morycz’s DTI as
influenced by different carer relationships with the care recipient, (H (2) = 5.438, p = 0.066); the
mean rank scores were 25.0 for sons, 21.9 for daughters, and 32.9 for other related individuals.
As part of an exploratory analysis, the researcher set the significance level at p < 0.1 (a
borderline level of statistical significance) to identify variables that might be in partial
relationships as identified in a regression model. In other words, the researcher included all
variables in the regression model that had a p-value of <0.01 in the univariate analysis. The only
borderline variable included in the regression model (in addition to carer gender that had a
statistically significant relationship with DTI) was the “other” relationship which describes two
sons-in-law and three daughters- in-law. The carers’ intention to use long-term care was not
affected by carer age (p = 0.904) or carer language (p = 0.363).

General Multiple Linear Regression. According to Segrin (2010), multiple regression is

a flexible statistical method for analyzing associations between two or more independent
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variables and a single dependent variable. It can be used to test scientific hypotheses about
whether and to what extent certain independent variables explain variation in a dependent
variable of interest. Multiple regression is most commonly used to predict values of a criterion
variable based on linear associations with predictor variables (Segrin, 2010). In this study, a
multiple regression analysis was calculated to predict the carer’s intention to use long-term care
facility for their care recipient (as captured on Morycz’s DTI) based on carer gender (significant)
and carer relationship with CR (borderline significant). In this analysis, participants’ intention to
use (Morycz’s DTI) was the dependent variable. Independent variables included carer gender
and carer relationship with CR.

A significant regression equation was found (F (2, 43) = 6.262, p = 0.004), with a R? of
0.226. The predicted carer’s intention to use long-term care facility is equal to 2.179 - (1.679 *
CG Gender) + (0.833 * Carer relationship with CR), where Carer gender is coded as 1 = male, 2
= female, and Carer relationship with CR is coded as 1 = son, 2 = daughter, 3 = others. In other
words, carer gender and the carer relationship explained 23% of the variability in carer’s
intention to use long-term services (see Table 5.3 below).
Table 5.3 Multiple regression selection model for the intention to use long-term care facility

(Morycz’s DTI, n=61).

Variable P Coefficient Std.error Model R?
Carer gender 0.005 -1.679 0.568 0.226
Carer relationship with CR  0.026 0.833 0.362

Constant 0.082 2.179 1.225
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Summary of Open-ended Questions

At the end of the demographic questionnaire, two open-ended questions were posed to
participants: Question #1 was. “What are some barriers that do not help you to make a
decision about long-term care and use of home care services for your loved one?”” and
Question #2 was, “What are some facilitators that help you to make a decision about long-
term care and use of home care services for your loved one?”. Among the 61 participants, 29
participants responded to Question #1 and 21 participants responded to Question #2. Analysis
revealed that almost all of the participants responded with a single word or few word
responses. For example, the participant would just say, “finances/cost” in response to the
barriers question. No explanatory text or narrative was provided to explain why they
answered the way they did.

Based on the similarity of content in participant responses, this researcher merged
participants’ responses to barriers and facilitators under five respective code categories of
Finances or Costs, Filial responsibility / Cultural expectations, Language, need for
Information, and Social Support and Assistance to reflect barriers and facilitators. Together
with this researcher’s thesis supervisor (Dr. Michelle Lobchuk), the following code categories

were defined and participant responses are provided to illustrate respective categories.

Code Category #1: Finances or Costs (n = 6)

This code category reflects statements provided by family carers that suggest cost or
personal finances as barriers or facilitators either for the caregiver or the care recipient.
Most responses were briefly stated: e.g., one participant simply said, “economic factors”.

These statements reflected finances or costs as a barrier or a facilitator in helping the family
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caregiver to make a decision about long-term care and use of home care services for the care
recipient.
Code Category #2: Filial Responsibility / Cultural Expectations (n = 8)

This code category reflects statements provided by family carers that suggest the
positive or negative impact of family or cultural expectations, agreements, and or
understanding about the long-term care of the care recipient in the community. One
participant briefly stated, “filial responsibility”” and another said, “traditional culture”.

Code Category #3: Language (n = 6)

This code category was about family carers perceptions that language posed as a
barrier or a facilitator in relation to decision-making about long-term care or home care of
their care recipient. Simple statements were offered by family carers: e.g., “language barrier”.
Among the barriers, one carer identified language as a barrier for care recipients: e.g.,
“language barrier of the care recipient”. Family carers worried that due to the language
barrier, the care recipient may not feel comfortable in long-term care facility. Some
participants identified the carer’s language as a barrier in making a decision about long-term
care and use of home care services for the care recipient: “language is a barrier for him/her to
access to the long-term care service provided”. Other participants indicated that if
professional care providers in long-term care facilities or home care services can speak
Mandarin, this would serve as facilitator in helping them to make a decision about long-term
care for the care recipient.

Code Category #4: Need for Information (n = 13)

This category reflects statements provided by family carers that describe how the lack
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of information about long-term care facilities and home care services can pose as a barrier in
helping the family carer to make a decision about long-term care and use of home care
services for the care recipient. The majority of the participants immigrated to Canada within
the last five years, and they are not familiar with the health care system: e.g., we “need more
information”.

Code Category #5: Social Support and Assistance (n = 12)

This last code category reflects statements provided by family carers that suggest
social support and assistance are very important to them when they make decisions about
long-term care for the care recipient. Some participants indicated that if they could not take
care of their parents at home due to the care recipient’s health condition, participants would
make the decision to admit their parents to a long-term care facility: e.g., “when parents are
healthy, there is no need to send them to nursing home”. Some of the participants indicated
that even their parents are living with them and in need of some level of care, they would be
willing to continue to care for their parent in the home. Most of the carer participants did not
feel stressed from the carer role or have the urge to make an immediate decision about placing

their parent in a long-term care facility.

Summary

Overall, this researcher attempted to answer the following research: “What is the
association of Predisposing characteristics (e.g.., demographic characteristics, filial piety),
Enabling resources (e.g., access to health services) and Need factors (e.g., level of carer
burden) with the carer’s intention to use health services and their decision-making processes

about long-term care?”. To answer this question, this researcher was guided by Andersen’s
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Behavioural Model and its Predisposing, Enabling resources, and Need factor factors.
Quantitative findings suggested that only the Predisposing factor of carer gender was
significantly correlated with the carer’s decision to institutionalize their parents. More
specifically, female Chinese Canadian family carers were less likely to use long-term care
facility. A borderline significant relationship (p < 0.1) was found between carer relationship to
the care recipient (a Predisposing factor) and use of a long-term care facility. Overall, female
Chinese Canadian family carers appeared to be less likely to use long-term care facilities and
potentially, carers who were in an ‘in-law’ relationship with the care recipient were more
likely to use long-term care facilities.

Two open-ended survey questions revealed that the lack of information held by
family carers was a major barrier for carer decision-making about institutionalization of the
care recipient. Content analysis revealed that social support, language barriers, cultural
expectations, and finances all played an important role as barriers or facilitators in family
carers’ decision-making process.

This researcher will discuss the results in the following chapter.
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CHAPTER SIX
DISCUSSION

This study was designed to examine Chinese Canadian family carers’ experiences
with filial piety and decision-making about long-term care and home care services for their
aging parents. In total, 61 family carers participated in this study. The conceptual framework
by Andersen (1995) provided the foundation for theconceptualization of this study.
Andersen’s Behavioral Model is mostly used for investigating health services utilization. In
the current study, Andersen’s Model was used to examine the intent of Chinese Canadian
family carers to use long-term care for their elderly care recipients by exploring the
relationships among Predisposing factors (i.e., demographic characteristic, filial piety),
Enabling characteristics (e.g., access to health services), and Need factors (level of carer
burden) and the Morycz’s Desire-to-institutionalize Scale (DTI).

Major findings are interpreted in this chapter and subsequent conclusions are
presented. A description of the study’s limitations, nursing practice implications and

recommendations for further research are offered.

Discussion of the Findings

First, this researcher will discuss how representative the current study’s sample of 61
Chinese family carers is in relation to Chinese family carers in Canada. In relation to
understanding the ‘typical” sample size of Chinese Canadian carers who participate in studies,
evidence indicates that most sample sizes tend to be less than 50 participants. For example,
Xiong et al. (2018) studied the needs and preferences for technology use with 40 Chinese

family carer participants. Sethi et al. (2017) conducted a study in southern Ontario to describe
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the dual carer-employee role experiences with 13 Chinese Canadian carers.

According to Statistics Canada (2020), about 7.8 million Canadians reported in 2018
that, in the past year, they had cared for or helped a family member or friend who had a long-
term health condition, or a physical or mental disability, or problems related to aging. The
researcher was not able to locate a statistical profile of Chinese Canadian family carers who
were caring for a family member or a friend with an illness, disability, or aging-related
condition. Therefore, this researcher will describe the current study’s sample of Chinese
Canadian family carers in comparison to the wider Canadian sub-population of family carers.

According to Statistics Canada (2020), 61% of the family carers who were caring for
parents were aged 45 to 64 years. In this study, the typical family carer was less than 40 years
of age (47.5%); 31.1% carers aged 41-50 years, and 21.3% were 50 years and older. The
participants in this study are younger than the general population of Canadian carers. A
contributing factor toward this difference is likely due to the cultural value of filial piety and
the Law of the People’s Republic of China where adult children can feel obligated to look
after their parents, even in Canada. As this researcher discussed in Chapter two, the law of the
People’s Republic of China on Protection of the Rights and Interests of the Elderly specifies
that children of elderly or older persons are under legal obligation to provide for the elderly;
1.e., they “shall fulfill the obligations of providing for the elderly economically, taking care of
them in daily life and comforting them mentally, and attend to their special needs” (Order No.
24 of the President of the People’s Republic of China, 2015).

This current study revealed that 47.5% of the Chinese Canadian carers were living

with care recipients. This percentage is higher than that of the general Canadian family carer
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population. Statistics Canada (2013) stated that approximately three-quarters (73%) of carers
indicated that they did not live with the same household or building as their care receiver. The
reason for this observed difference is also likely due to cultural or financial reasons. During
the data collection process, this researcher received a phone call from a Chinese older adult
who was a care recipient living with his son. According to him, he was sponsored by his son
to immigrate to Canada five years ago. He stated that due to government policy, he did not
receive social welfare during the first 20 years of living in Canada. This individual was
financially dependent on his son and unable to live alone. This researcher was unable to
identify statistics on the number of Chinese older adults who come to Canada by sponsorship.
According to Immigration Canada (2020), a sponsor is financially responsible for the first 20
years after the person they sponsored to become a permanent resident. As far as the researcher
know, an immigrant senior is eligible for OAS and GIS and qualified for 55+ housing, after
having lived for 10 years in Canada. However, they are still financially dependent during the
first 10 years of living in Canada. This researcher has knowledge of experiences similar to
this individual’s account based on her personal connections in the community with Chinese
seniors who immigrate to Canada by sponsorship.

In the current study, most of the Chinese Canadian family carers were legally married
or in a common-law relationship (90.2%). According to Statistics Canada (2013), 65% of the
Canadian carers reported being in a married or a common-law union. The employment rate of
Chinese Canadian family carers was slightly higher (70.5%) than Canadian family carers
(60%). There are comparable income levels reported by 63.9% of Chinese Canadian family

carers who had an annual income of greater than $50,000; 53% of Canadian family carers
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reported that they earned greater than $60,000 per year and 22% within the range of $40,000
to $59,000 (Statistics Canada, 2015). Statistics Canada (2020) revealed that in 2018, about
70% of caregivers reported that they received support for their caregiving duties from at least
one of the nine sources; 67% of caregivers reported receiving some type of social support and
22% reported receiving some type of financial support. In the current study, only 4.9% of the
participants reported that they are receiving home care services for their care recipient, and
91.8% reported that they did not know a lot about home care services.

The current study sample consisted mainly of female carers (80.3%). Similarly,
Statistics Canada (2020) identified that women represented the majority of carers in Canada
(54%). The results of the current study are similar to related literature where Chinese
Canadian family carers are typically females and the daughter of care recipients (Lai et al.,
2007). These results challenge the Chinese male-dominated culture and gender roles with
family caregiving. Traditionally, sons make caregiving decisions in the household, and
daughters-in-law are the designated primary carer. Dr. Lai and colleagues’ study findings also
revealed that daughters are the largest group of carers among Chinese Canadian family carers
who take the lead in making care decisions for their relatives (Lai et al., 2007). This finding
will be discussed further below.

Next, the researcher will discuss key findings that address the research question,
“What is the association of Predisposing characteristics (e.g., demographic characteristics,
filial piety), Enabling resources (e.g., access to health services) and Need factors (e.g., level of
carer burden) with the carer’s intention to use health services and their decision-making

processes about long-term care?”” The only significant factor found in association with
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intention to use health services by the carer was the predisposing factor of care gender. The
enabling factor of carer relationship with the care recipient had a borderline significant
association (p < 0.1) with intention to use health services by carers. The association between
carer gender and carer relationship with the care recipient and the carer’s intention to use
health services will be discussed next.
Gender

As guided by Andersen’s Model, carer gender was the only significant Predisposing
factor related to the carer’s intention to use long-term care facility for the care recipient. To be
more specific, female Chinese Canadian family carers were less likely to use long-term care
facility. This researcher views this to be a complex relationship that is likely impacted by a
mixture of influential factors related to traditional values (filial piety) and Western values
(engagement in other meaningful societal roles like employment status). For instance, a
number of related studies reported on Canadian Chinese female carers’ simultaneous reports
of high levels of self-esteem and carer burden. Chappell et al. (2015) studied carers in British
Columbia and compared carer burden as reported by caregiving women, caregiving men,
caregiving spouses and caregiving adult children. Their results revealed that “daughters
experience the highest burden but also the highest self-esteem, suggesting the role is less
salient for their self-identities.” (Chappell et al 2015. p. 623). In other words, despite female
carers’ reports of high burden associated with the caregiving role, it is likely that these women
experienced high levels of self-esteem as derived from other aspects they find fulfilling about
their lives (e.g., other societal roles). It is plausible that female carers in the current study also

experienced sufficient satisfaction in their other roles that enabled them to continue to fulfill
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their caregiving role in the community. Unfortunately, in the current study, carer self-esteem
was not measured and female Chinese Canadian carers were not asked further about their
other roles that may have influenced their intention to not use long-term care facilities at the
time of this study’s survey.

Dr. Lai (2008) conducted a study in Calgary where he reported on Chinese
Canadian family carers’ intention to use home support services. According to Lai (2008), the
majority (65.5%) of family carers in his sample were females who were more likely to
consider using home support services than male carers. In relation to the current study’s
findings, it is plausible that female carers would also consider using home support services
versus long-term care facilities for their care recipient. Statistics Canada (2020) reported that
women are more likely to report receiving support for caregiving. It is unfortunate that carers
in the current study were not asked about their intention to use home care supports in addition
to their future use of long-term care facilities for the care recipient. This researcher believes,
nonetheless, that female carers in the current study’s sample would also be willing to receive
home support services to enable care in the home versus using a long-term care facility for
care recipient.

The Chinese tradition is for female relatives to engage in hands-on and personal care
for aged or informed care recipients that warrants further discussion in the context of this
current study’s findings. As described earlier, traditionally females who marry into a male’s
family were not given a choice to take care of their own parents. Male relatives (e.g., a son)
will take the lead in deciding how their wife will care for parents. On the other hand, in

Canada, when Chinese Canadian female carers need to make a choice between providing care
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to their own parents and their parents-in-law, daughters are more likely to choose to be the
primary carer for their parents (Lai et al. 2007). Dr. Lai explained that the reason for why
Chinese daughters-in-law in Canada no longer embrace the traditional gendered caregiving
role is related to their socialization into Western society. Immigrant women likely experience
a shift in their cultural values and beliefs where they no longer automatically or
wholeheartedly accept traditional gendered caregiving roles associated with their husbands
who are sons of parents. Instead, many Chinese Canadian daughters see themselves as
primary carers for their own aging parents and not necessarily primary carers for their
parents-in-law (Lai et al, 2007).

In the context of general decision-making about care matters (i.e., besides about
long-term use of facilities) in Canada, Lai et al. (2007) found that elderly wives in Canada
were more likely to be the individual who made care decisions within the context of their
relationship. When the spouse is not available, daughters are the predominant care providers
who make decisions about care provision for the care recipient. Overall, this study’s findings
suggest there is a shift in cultural values where Chinese Canadian female carers take the lead
in making decisions about ‘what’ relative they will care for and what care services are deemed
optimal for their relative.

Relationship

Although there was only a trend (p < 0.1) toward a significant relationship between
the Enabling factor of the care relationship with the care recipient and carer intention to use
long-term facilities, this researcher will explore plausible reasons for this finding. In other

words, Chinese Canadian family carers are more likely to use long-term care facility for their
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care recipient if they are in a “in-law” relationship with the care recipient. This result is
consistent with Statistics Canada’s (2013) where adult children were almost four times more
likely to report caring for a parent than a parent-in-law. The Chinese tradition is for female
relatives to engage in caregiving for relatives regardless of the relationship to the care
recipient. However, this researcher found the Chinese Canadian female carers were being
more selective in terms of ‘who’ they will provide care to in the family unit. This result
challenges the traditional Chinese male-dominated culture where sons make caregiving
decisions in the household and where daughters-in-law are designated as the primary carer to
an in-law parent. A related recent study of family carers in mainland China also had similar
results. Warmenhoven et al. (2018) observed that due to economic development, traditional
values in China are slowly disappearing. Women are gradually harnessing decision-making
power in marriages and garnering greater economic leverage that is resulting in changing filial
practices by women toward their marital parents. This researcher believes that in a larger
study sample, a significant relationship would have been found between female Chinese
Canadian carers reporting increased intention to use long-term care services for their in-law
versus natural parents.

Exploring Non-existent Relationships as Depicted in Andersen’s Model

According to Lai’s (2008) study findings, filial piety was a significant predictor of carers’ use
of long-term care facilities for care recipients. However, in the current study a significant
relationship was not found. To speculate on reasons for this non-relationship, it is important to
recognize that the mean score on the Carer Filial Piety scale (theoretical score range is from

10 to 50 units) was 46.5 units. This high filial piety mean score reflects the degree to which
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this study’s sample of Chinese Canadian family carers value filial piety. Moreover, this
study’s sample of Chinese Canadian family carers also reported a low mean level of carer
burden (mean score of 16.4 units; the theoretical score range was 0 to 96 units; higher scores
indicate more burden) and a low intention to use a long-term care facility (mean score of 0.63;
theoretical score range was 0 to 6 units; higher scores indicate greater intention to use long-
term facilities). During the data collection process, this researcher received numerous phone
calls from carers who described that many of the study questions were not relevant to them
because their care recipient was still relatively independent. Moreover, these carers said that
they did not feel any carer burden (e.g., “I don’t feel the care recipient’s health status is a
burden, the question does not apply to my situation’) and did not feel that the question about
intending to use long-term facilities applied to them within the last 6 months of completing
the study questionnaires. Carer responses to open-ended questions also revealed that they
were not considering long-term care facilities at the time of the study; e.g., “when parents are
healthy, there is no need to send them to nursing home”. Overall, there was limited variability
in carer responses on filial piety, carer burden, and carer intention to use long-term facilities
that likely contributed toward insignificant relationships found among these study variables.
Overall, there was only one significant study finding where carer gender, as a
Predisposing factor, was related to carer intention to use long-term facilities for the care of the
care recipient. This finding provides supportive evidence for this relationship as depicted in
Andersen’s Model. There was one finding of borderline significance between the carer’s
relationship to the care recipient (an Enabling factor) and intention to use long-term care

facilities. Due to the limited variability in carer burden, carer filial piety, and carer intention to
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use long-term care facilities, no further significant relationships were found in support of
Andersen’s Model. With only one significant univariate relationship found between carer
gender and intention to use long-term facilities, multiple regression analysis results are not

discussed further here.

Open-ended Questions

Participants were asked to respond to two open-ended questions: “What are some
barriers that do not help you to make a decision about long-term care and use of home care
services for your loved one?”” and “What are some facilitators that help you to make a
decision about long-term care and use of home care services for your loved one?” This
researcher found additional barriers and facilitators that family carers briefly described as
being influential on their decision-making about institutionalizing the care recipient. First,
participants identified that the lack of information about available long-term care services and
home care services is a major barrier when comes to the decision making about
institutionalizing care recipients. Other factors such as social support, language barriers,
cultural expectations, and family carer and care recipient finances played important roles on
family carers’ decision making processes.

This researcher found that most of the written responses of barrier and facilitator
factors for decision-making about institutionalizing the care recipient can be categorized
according to Andersen’s Model. For instance, the care recipient’s age, gender, and filial piety
belong to Predisposing characteristics. Family carer reports about the financial situation of the
care recipient and family carers, language barriers experienced by the family carer and/or the

care recipient, and the family carer lacking information about available home care and long-
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term care services can be identified as Enabling resources according to Andersen’s Model.
Social support and assistance required by the family carer to properly care for the care
recipient in the home setting can be considered Need factors according to Andersen (1995).
The results of the open-ended questions suggested that the Predisposing factors, the Enabling
factors, and Need factors all played an important role in the current study’s sample of Chinese
Canadian family carers in their decision making processes.

Participants’ responses to the open-ended questions suggested that finances, filial
piety, need for further information, social support, and language barriers were salient
facilitators or barriers to their decision-making about long-term use of facilities for the care
recipient. However, when most of these factors were quantitatively captured and statistically
tested with carer intention, there were no significant findings found. The lack of significant
findings is likely related to participants’ limited variability in responses to many of the survey
questions; e.g., intention to use long-term facilities was on average low in this study’s sample
of family carers. It is also plausible that the word tense of the questionnaires might have made
this study’s sample of family carers to view this study’s questionnaire items as being
irrelevant to their current situation. For example, the Morycz’s Desire-to-Institutionalize Scale
(Appendix E) consisted of six questionnaires, all of which started with the word stem: “In the
past 6 months, have you...” Based on this researcher’s communication with many of the
study participants, family carers explained that they had not contemplated long-term care or
home care services over the past six months due to the relative stable status of their relative.
However, if the questionnaire stem was reworded to reflect the carer’s thinking about their

relative’s care in the future (e.g., “For the future, have you....”), there may have been
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significant relationships found.

Several of the participants’ open-ended responses about barriers and facilitators to
their decision-making support previous findings by other researchers. For instance, several
participants briefly stated that due to filial piety, they would not consider using long-term care
facilities or home care services for their care recipient. Lee and Sung (1997) found that the
willingness of the adult child to provide direct care to their parent was associated with filial
piety. Furthermore, Awasthi and Awasthi (2017) stated that the role of filial piety in caregiving
can be positive or negative. For instance, some carers derive satisfaction and a high level of
self-esteem from caregiving because of high filial piety. Other carers experience burden if this
is perceived as an obligation that needs to be fulfilled for the sake of face-saving. Awasthi and
Awasthi (2017) described that filial piety can affect the caregiving arrangement and the
caregiving experiences of carers in terms of psychological variables (e.g., guilt, depression,
sadness).

Participants’ responses also indicated that some Enabling factors like language
barriers, a lack of information about the health care system and community resources, and the
need for better social supports and assistance were also important to Chinese Canadian carers
during their decision making process. These findings are consistent with those described by
Facts (2006) who conducted a study in Calgary about barriers faced by Chinese carers when
accessing social services. Fact’s (2006) findings showed that the five most commonly
reported barriers were: being too long on a wait list (64.4%), professionals who do not speak
the service user’s language (61.3%), services were not specialized for the Chinese community

(59.7%), professionals who do not understand the Chinese culture (56.8), and service
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providers who are not themselves Chinese (53%).” Of note, despite Fast’s (2006) having been
conducted 14 years ago, many of these barriers still exist for Chinese Canadian family carers
according to the current study’s findings.

Kim and Lee (2016) conducted a similar study in Korea using Andersen’s Behavioral
Model to study the general experiences of health services utilization by family carers. These
researchers examined Predisposing, Enabling, and Need factors that determine the overall
health services utilization experiences of outpatients and inpatients in the National Health and
Social Affairs. Their findings revealed that “the health services utilization was more
significantly explained by Predisposing and Need factors than Enabling factors” (Kim & Lee,
2016, p. 18). In the current study, there was one quantitatively significant Predisposing factor
(i.e., carer gender), and qualitative reports of one Predisposing (i.e., filial piety), three
Enabling (i.e., language, need for information about available services, social support) and
one Need (i.e., finances) factors that influenced carer decision-making as found by Kim and
Lee (2016) and as depicted in Andersen’s Model.

The following will entail the researcher’s further speculation on the lack of significant
associations found between some Predisposing, Enabling, and Need factors with DTI.  First,
with carer burden (a Need factor according to Andersen’s Model), the researcher did not
target family carers of care recipients dealing with specific types or degrees of illness but
rather included all family carers who provided some level of care in the community to care
recipients. It would have been beneficial to include family carers who were dealing with more
serious conditions (i.e., due to a heavy symptom load or decreased functional status of care

recipients) to explore the relationship between carer burden and decision-making about long-
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term and home care services.

With regard to age, identified as a Predisposing factor according to Andersen’s Model,
care recipients in this study were on average 70 years of age. Several participants described
that, “my parents are still healthy, don’t need long-term care” and “my parents need help, but
are relatively healthy at this point”. These written responses by family carers appeared to be
related to care recipient’s age and stable health status that, in turn, explained carers’ low
reports of burden as captured on the Carer Burden Inventory tool. On the other hand, when
family carers were asked about facilitating factors that would help them to make a decision
about long-term care and use of home care services for your loved one, seven participants
described that, regardless of care recipient age, when the care recipient’s health condition
deteriorated to a point beyond their ability to provide optimal care to their loved one, they
would consider options for accessible social support and care assistance. Overall, the findings
indicated that due to the ‘relatively’ young age of care recipients and stable health status, most
family carer participants were not in a situation to engage in decision-making about long-term
care or home care services for their relative. However, family carer open-ended responses also
indicated that in the future should the aging care recipient’s health deteriorate, they would
consider available community services and long-term care for their loved ones.

In summary, there was one significant Predisposing factor of carer gender in relation
to the carer’s intention to use long-term care facility for the care recipients. The carer’s
relationship with the care recipient was found to have a borderline significant relationship
with intention to use long-term care facility. Based on shifting values of Chinese Canadian

carers in western society, the researcher discussed how carer gender and the carer’s
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relationship with the care recipient can influence the carer’s decision-making about long-term
institutionalization and home care services. as supported by related literature. Overall, study
findings provide evidence in support of Andersen’s Model and the relationship between the
Predisposing factor of carer gender and the carer’s decision-making processes about
institutionalization of their care recipient.

Limitations of the Study

The researcher has identified several limitations of this study that will be addressed.
First, the generalizability of this study is limited by the small sample of 61 family carers who
were recruited by online survey. All the participants were from the same urban community in
the City of Winnipeg that makes it difficult to generalize study findings to other communities
(e.g., Chinese Canadian living in rural areas).

Second, the participants were asked to complete on-line questionnaires where some
participations did not completely answer the survey questions. Other participants contacted
the researcher and explained that, “the questions did not apply to my situation” because the
care recipient was relatively young in age and was not in need of a lot of care as supported by
low reports of carer burden by family carers on the Morycz DTI tool and the Care Burden
Inventory. Family carer responses to the open-ended survey questions about facilitators and
barriers were generally brief. It is likely that face-to-face interviews with family carers would
have resulted in more fulsome responses to the open-ended survey questions. As well, it is
possible that family carers who did not have access to a phone or a computer were not able to
participate in this online study. It appears that the generalizability of study findings is limited

to a younger Canadian Chinese family carer population who have access to a phone or a
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computer. It is also well known from the Canadian literature that family carers in general are a
stressed population who may not have time or be motivated to complete the on-line questions.
Another limitation concerned the appropriateness of this researcher’s use of one tool
that captured carers’ decison-making about the institutionalization of the care recipient to
long-term care. Although carers were asked opened questions about facilitators and barriers
impacting carer decision-making about the use of long-term care and home care services, it
would have been helpful to also employ an additional tool that captured decision-making
about community services (besides institutionalization to long-term care facilities) to help
keep the care recipient in the home; e.g., the Community Service Attitude Inventory (CSAI)
(Appendix H) tool. This researcher had initially planned to include this tool as part of the data
collection protocol (as described in the Methods chapter). However, the cost of purchasing
this tool was prohibitive to this researcher who did not have research funds to acquire the tool.
Nonetheless, when considering the current health status of the care recipients and traditional
values (filial piety) of family carers included in this study, it would have been appropriate to
pose questions to carers about their decision-making on community care in the home setting.
Despite the noted caveats on the generalizability of the current study’s findings, a
main strength lies in this researcher being able to provide more recent evidence on Chinese
Canadian family carers’ decision-making processes regarding the use of health care services
for care recipients. Most of the participants in this study were newly immigrated to Canada
(within the past five years), which also provides valuable information about the Chinese
Canadian family carer population and their informational needs to make care decisions about

their relative. This study also provides some insights on gender differences in the decision-



99

making process of family carers about ‘future’ care for care recipients.

Implications for Nursing Practice

This study’s findings have several implications for the nursing care and support of
Chinese Canadian family carers. First, the high filial piety score in this study indicates that
most Chinese Canadian family carers in this study’s sample retain their traditional values on
the care of their aging parents. However, Lai (2007) described that a sense of filial piety may
be beneficial to the wellbeing of some carers, while harmful to other carers. Due to the lack of
variability in this study sample of family carer reports of carer burden and carer filial piety,
this researcher was not able to confirm the existence of a relationship between carer burden
and filial piety with carer decision-making about institutional care and home care services as
captured in previous research (e.g., Lai, 2007). Nonetheless, nurses need to engage in
sensitive conversations with Chinese Canadian family carers when discussing caregiving
issues and decision-making about the care of care recipients.

Second, health care workers including nurses need to be aware of the influence of
carer gender on considering long-term care and service use for care recipients by Chinese
Canadian family carers. In other words, this study’s findings suggest that nurses need to be
aware that female Chinese Canadian family carers are less likely to use long-term facilities for
their care recipient. Nurses can develop care interventions that can support female carers by
providing them with information about care options in the community to help them make
appropriate decisions about future care of the care recipient. Although the carer’s relationship
to the care recipient revealed a trend toward being significantly related to their decision-

making processes about health service use, nurses still need to be aware of Chinese traditions
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about gender and relationship rules and how the values of Chinese Canadian caregivers can
evolve over time and become influenced by western society; i.e., where Chinese Canadian
adult children experience a reduced acceptance of Chinese traditions about roles in family
caregiving.

Third, in their written responses about barriers and facilitators in their decision-
making about health service use for the care recipient, family carers identified that their lack
of information on options for care in the community plus language barriers were major issues.
Many of the study participants described barriers and facilitators as modifiable factors that
nurses can address in their support of Chinese Canadian family carers’ decision making
processes. This researcher summarizes the following options derived from participant
responses for nurses to better support Chinese Canadian family carers:

1. Nurses should be provided with opportunities to engage in continuing education on
the provision of culturally appropriate care (e.g., inclusive of content on filial piety and
cultural practices and expectations about family caregiving roles).

2. Nurses should supply family carers with educational materials that can be
understood by family carers (i.e., translated evidence in a language that is understood by
Chinese Canadian family carers) when English is not their first language.

3. Nurses should identify cultural resources within their respective care institutions or
in the community that can help Chinese Canadian family carers to understand care options
and then make appropriate care decisions for their care recipients.

4. Nurses need to understand that, due to filial piety, their decision to place parents

into long-term care facilities can cause some guilt or other psychological distress to Chinese
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Canadian carers and need to be addressed (i.e, reliable assessment or identification followed

by recommendations for relevant social support or counselling services in the community).

Recommendations for Future Research

Future research needs to include a larger sample size to engage in more rigorous,
systematic testing of relationships depicted in Andersen’s Model about decision-making by
family carers on institutionalization and health service use for care recipients. Multi-site
studies could also be helpful in studying geographic or regional factors (e.g., available
supports or resources) that influence Chinese Canadian family carer intentions to
institutionalize care recipients.

The Morycz’s DTI scale was not appropriate to employ with this study’s participants
due to the wellness state and relatively young age of the care recipients. For future studies,
this researcher recommends the careful selection of tools that capture intention to use health
care services that are appropriate for carers to respond to (e.g., depending on the age,
disability level, or illness state of the care recipient). Furthermore, researchers need to develop
more comprehensive tools to capture the range of health care services that family carers
contemplate for the appropriate care of their care recipients. This researcher considered the
Community Service Attitude Inventory (CSAI) (Appendix H) to capture family carer
participants’ attitudes toward using community services. However, the CSAI was very broad
and unclear as to what is meant by ‘community services’. It is recommended that researchers
need to clearly define ‘community services’ and explain this definition to study participants

when asked to consider the types of community services for the care of their relative.
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Ongoing research on respective characteristics of the care recipient, family carer, and
the caregiving situation could help in developing a profile of factors for nurses to draw on to
more readily identify Chinese Canadian family carers in need of support and resources to
make satisfactory decisions about the ongoing care of the care recipient. For example, future
studies can include combinations of younger and older generations of family carers and care
recipients to uncover generational influences on carer-care recipient dynamics in their
decision-making processes. Finally, this researcher recommends conducting mixed design
studies that incorporate quantitative and qualitative responses of family carers. In particular,
conducting more in-depth qualitative interviews with family carers would provide greater

insights about barriers and facilitators they encounter in their decision-making processes.

Conclusion

With growing numbers of Chinese Canadians living in Canada and in caregiver
roles, more evidence on their decision-making processes in the care of ill, disabled, or aging
significant others is required by nurses in the care of these individuals. The researcher
discussed her study findings on carer gender and the carer relationship to the care recipient as
potentially influential factors on family care decision-making processes about health service
use. Implications for nursing care were discussed based on family carer responses in the
current study. Caveats were described in relation to limited generalizability of study’s findings
due to the small sample size, challenges in collecting fulsome responses by carers in their
online responses to study questions, and the recruitment of participants from one geographic
location. There was also limited variability on family carer responses to carer burden and filial

piety that likely contributed toward limited understanding of their potential relationship with
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decision-making processes about health care service use. Recommendations for future
research are offered including conducting future studies using a larger sample size, multiple
locations, and a range of family carer and care recipient characteristics, and caregiving

situations (illness, degree of functional mobility).
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Appendix A: Informed Consent

\ﬁ College of Nursing
P University | Rady Faculty of e Gl et o orsg

o«Manitoba | Health Sciences Canada R3T2N2

Telephone 204-474-7452

Research Project Title: Factors that Impact Chinese Canadian Family Carers’ Intention to
Use Long-Term Care Facilities and Home Support Services

Principal Investigator: Asuka Liying, Qiao RN, College of Nursing, Faculty of Health
Sciences,

University of Manitoba

Ph # _; umgiao2(@myumanitoba.ca
Advisor: Dr. Michelle Lobchuk, College of Nursing,

Rady Faculty of Health Sciences, University of Manitoba
Telephone: (204)474-7135,
Email: michelle.lobchuk@umanitoba.ca

Sponsor: N/A

This consent form should give you the basic idea of what the research is about and what
your participation will involve. If you would like more detail about something mentioned here,
or information not included here, you should feel free to ask. Please take the time to read this

carefully and to understand any accompany information.

What is the nature and purpose of the study?

The main purpose of this study is to investigate the impact of filial piety on Chinese
Canadian family caregiving experiences and decision-making processes in relation to long-term

care placement and home support services for a loved one.

What am I being asked to consent to? What is the nature of my participation in the
study?
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You are being asked to participate in my graduate student thesis study that involves your
completion of a one-time online survey about your caregiving experiences and decision-making
about long-term care and home care support for your loved one. All Chinese Canadian family
carers living in Winnipeg are being invited to participate. The survey is hosted within a
Qualtrics online survey account accessible only by the principal investigator and her advisor.
The Qualtrics servers are located in the USA, which means that the data are subject to the US
Patriots Act. I expect that it will take you about 20 to 30 minutes to complete one demographic
data form and 40 questions. The demographic data form will ask questions about your age,
gender, marital status, ect. The Contemporary Filial Piety Scale will ask your attitude toward
filial piety, such as “are you going to arrange care for parents when they can no longer care for
themselves”. The Morycz’s Desire-to-institutionalize Scale will ask you questions like “in the
past 6 months, have you considered a nursing home, boarding home, or assisted living for care
recipient?” to determine your intension to use long term care. The care giver burden inventory
scale will ask you questions about burdens related to caregiving. You will answer questions like
“I feel that I am missing out on life”. In the end, you will be asked to answer two open-ended
questions about your caregiving experience.

If you understand your role in the study and agree to participate in this study, please
check the appropriate box at the end of this consent form and proceed to complete the survey
on subsequent pages.

If you prefer to complete the consent form and questions in person, you can contact the
principal investigator and schedule a date and location to meet and complete the questionnaire

at a time and place convenient for them. In this case, the principal investigator will bring a
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laptop or tablet with access to the Internet to access the online survey. Liying will bring a hard
copy of the consent form. You will then be asked to review the consent form and will be
encouraged to ask her any questions. If you understand the study and your role in the project
and consent to participate, you will sign the consent form and proceed to complete the survey
on the provided computer. You will keep one signed copy and the principal investigator keep

the other signed copy.

How will the information be handled during and after the study?

Your privacy is important. The information that you provide will be kept confidential.
All study data will be collected through an online survey link common to all survey participants.
So the data collected from many survey participants will be anonymous. Once data collection
is complete, the Principal Investigator, will download the data from the online survey software
account for storage on the University of Manitoba secure password protected network drive.
Only the principal investigator, Liying Qiao, her advisor, Michelle Lobchuk and the statistician,
Dr. Rasheda Rabbani, will have access to this raw questionnaire data. No identifying
information will be intentionally collected within the questionnaires. It is not possible for
anyone including the principal investigator to like data to the name and contact information of
any study participants.

Although this on-line survey tool transmits your responses in an encrypted form (similar
to online banking), and stores it on a highly secure password-protected off-campus server, there
is always the risk (anytime the Internet is used for anything), however small, that someone
would either legally access the data (e.g., law enforcement agencies) or illegally access the data

(e.g., “hackers”). However, you can be assured that every feasible precaution is taken to protect
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the data.

The results from this study may be published and presented at scientific meetings.
However, under no circumstances would your identity be revealed. Your name will not appear
in any report or publication resulting from this study. Once the research is complete and a final
report of the results is prepared, we will provide interested participants with a summary about
how your participation helped our research. Liying will retain an Excel file containing all the
names and contact information of participants who wish to receive a summary report. Your
name and contact information will be collected in a separate data collector not linked to the
survey answers you provide. The list of contact information will be stored on the password
protected U of M network drive accessible only by Liying and her advisor, Michelle Lobchuk.
This file will be deleted after the study summary reports have been sent to all interested

participants in 12/19.

What are the benefits and burdens associated with participating in the study?

By taking part in the study, there are no immediate benefits or known physical risks to
you for taking part in the study. However, the study findings will help researchers, health care
administrators, and unit managers understand Chinese Canadian carers’ attitudes, beliefs and,
intentions about long-term care and social services for their older loved ones. Knowing this
information will help clinicians know how to better support Chinese Canadian carers as they
care for families. This project does not involve any more risk than you would experience in

your every-day life.

Do I have to take part in the study?

Taking part in this study is voluntary. This means you can choose whether to take part
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or not. If you choose to take part, you can skip any questions that you prefer not to answer. If
you choose to withdraw while in the process of completing the survey they may do so by closing
the web-browser. As the data will be entered through an anonymous we-blink, so it is
therefore not possible to remove your data if you choose to withdraw from the study after they
completed the survey. Your choice not to take part or to withdraw from the study will not affect

the care of your loved one.

Can I Get a Copy of the Results of the Study?

A summary of the results of the study will be made available to you if you would like
to receive them once the study is completed. To indicate your interest in receiving a summary
of the study, please following the link at the end of this survey which takes you to a separate
data collector where your name and contact information will be collected. As this link is
common to all survey participants, your name and contact information will not be linked to the
survey research data you have provided. Names and contact information of participants will be
stored separately from the research data collected on the secure University of Manitoba
password protected network drive.  This identifying information will only be accessible by the

principal investigator and her advisor.

Who can I talk to if I have questions?

If you have any questions or concerns about the study, you can contact the researcher,
Liying, Qiao and Phone # - Email: umqgiao2@myumanitoba.ca or Dr. Michelle
Lobchuk at (204) 474-7135 or michelle.lobchuk@umanitoba.ca.

If you have any questions or concerns about your rights as a person taking part in a study,

you can contact the University of Manitoba Human Ethics Coordinator at (204)474-7122 or


mailto:michelle.lobchuk@umanitoba.ca
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humanethics@umanitoba.ca.

Statement of Consent

Your consent on this form indicates that you have understood to your satisfaction the
information regarding participation in the research project and agree to participate as a subject.
In no way does this waive your legal rights nor release the researchers or involved institutions
from their legal and professional responsibilities. You are free to withdraw from the study at
any time, and/or refrain from answering any questions they prefer to omit, without prejudice or
consequence. Your continued participation should be as informed as your initial consent, so you
should feel free to ask for clarification or new information throughout your participation.

The University of Manitoba may look at your research records to see that the research
is being done in a safe and proper way.

This research has been approved by the Education/Nursing Ethics Review Board
(ENREB). If you have any concerns or complaints about this project you may contact any
of the above-named persons or the Human Ethics Coordinator at 204-474-7122 or
humanethics@umanitoba.ca. We strongly suggest that you save a copy of this consent form

for your records and reference.

o T agree and would like to start the survey
o I disagree and do not wish to participate

Signature by the participant who choose to complete the survey face to
face
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Appendix B: Written Invitation — Chinese Canadian family carers

Date:  September 10, 2019

To: Chinese Canadian family carers

Fr: Asuka Liying,Qiao, Graduate Student,College of Nursing, University of Manitoba.
Advisor: Dr. Michelle Lobchuk (advisor), College of Nursing, Rady Faculty of Health

Sciences, University of Manitoba Telephone: (204)474-7135, Email:
Michelle.Lobchuk@umanitoba.ca

Re:  Invitation to participate in the study of factors that impact Chinese Canadian family
carers’ intention to use long-term care facilities and home support services

This serves as an invitation for you to consider participating in the study, “Factors that
impact Chinese Canadian family carers’ intention to use long-term care facilities and home care
support services for aging parents” that is being conducted by Liying Qiao, RN, BN, Master
student of Nursing, College of Nursing, Rady Faculty of Health Sciences, University of
Manitoba. This study has been approved by the Education Nursing Research Ethics board at
the University of Manitoba.

Liying is doing research about Chinese Canadian family carers’ caregiving experiences,
attitudes toward health care services, and intention to use long term care for their loved ones.
Getting an accurate picture of family carers’ attitudes toward long term care will be helpful to
healthcare administrators and health care professionals to offer better support for Chinese

Canadian family carers who provide care to families.
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Family care is defined as people aged 15 and over who responded that they had, in the
previous 12 months, either provided help or care to a person with a long-term health condition
or a physical or mental disability, or with problems related to aging.

This study is being conducted through an online survey. It requires that family carers
complete a one-time survey that captures family carers’ demographic information (e.g., age,
gender, marital status, etc.) and their attitudes toward institutionalization. It will take
participants approximately 20 to 30 minutes to complete the on-line survey.

Your participation is completely voluntary. If you decide not to participate, this decision
will not lead to any penalty to you.

If you are interested in learning more about this study, you can contact Asuka at .
- or Email: umgiao2@myumanitoba.ca.

Thank you for your time in considering your participation in this important study. The
following link will take you to the survey:

https://umnursing.cal.qualtrics.com/jfe/form/SV_0255F2wlhpDMDaZ
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Information gathered in this form will help us get to know you better. All information will be
kept confidential.

All responses will remain anonymous and are voluntary. Please do not identify your name.
Please circle numbered item that is applicable to you.

1. Age

01 18-30 years of age

02 31-40 years of age

03  41-50 years of age

04 51-60 years of age

05 > 60 years of age

06  Prefer not to identify
2. Gender

01 Male

02 Female

03  Prefer not to identify
3. Marital Status

01 Never married

02 Legally Married/Common-Law

03  Separated (but not divorced)

04 Divorced

05 Widowed

06  Prefer not to identify
4. You are the care receiver’s

01 Son

02  Daughter

03 Son-in-law

04 Daughter-in-law

05  Prefer not to identify

5. How long have you been living in Canada?

01
02
03
04
05
06

Less than five years
5-10 years

10-15 years

15-20 years

More than 20 years
Prefer not to identify



6. You are living

01
02
03
04

With the care receiver

Not with the care receiver but live within 10km distance
Not with the care receiver and live more than 10km distance
Prefer not to identify

7. Education:

01
02
03
04
05
06

Less than high school

High school graduate

Partial College (at least 1 yr or specialized training)
College or University Graduate

Graduate degree/professional training

Prefer not to identify

8. Present employment status:

01
02
03
04
05
06
07

Full time (35 hours or more a week)
Part-time (less than 35 hours a week)
Unemployed but available

Home maker

Retired

Disabled

Prefer not to identify

9. Annual Incomes:

01
02
03
04
05
06

Less than $10,000

$10,000 to less than $30,000
$ 30,000 to less than $50,000
$ 50,000 to less than $70,000
$ 70,000 and above

Prefer not to identify

10. Years of being a family care?

01
02
03
04
05
06

Less than 5 years
5-10 years

11-15 years

16-20 years

> 20 years

Prefer not to identify

11. Age of your care receiver?

01
02

<50 years How many in this category?
50-60 years  How many in this category?
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03
04
05
06
07

61-70 years  How many in this category?
71-80 years ~ How many in this category?
81-90 years  How many in this category?
>90 years

Prefer not to identify

12. Is the recipient receiving home care currently?

01
02
03

Yes
No
Prefer not to identify

13. If yes to question #12, for how long the care recipient receiving home care?

01
02
03
04
05
06
07

Less than 1 years
1-5 years

6-10 years

11-15 years

16-20 years

> 20 years

Prefer not to identify

14. Do you know anything about homecare services?

01
02
03

Yes
No
Prefer not to identify

15. If yes to question #14, can you explain what you know about home care services?
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16. Do you speak any dialect other than Mandarin?

01 Yes Please identify which dialect

02 No
03  Prefer not to identify
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Appendix D: 10-Item Contemporary Filial Piety Scale (CFPS-10)

Used with permission

For each of the following statements, please choose the response that best corresponds to your
opinion. The responses range from “not important” with the statements (1), to “very important”
with the statement (5).

1)
2)

3)
4)
5)
6)
7)
8)
9)

Arrange care for parents when they can no longer care for themselves

Provide financial subsistence to parents when they can no longer financially support
themselves

Arrange appropriate treatment for parents when they fall ill

Attend parents’ funerals no matter where I am

Visit parents regularly if [ am not living with them

Be thankful to parents’ nurturing

Try my best to achieve parents’ expectation

Always be polite when talking to parents

Try my best to complete parents’ unachieved goals

10) Always care about parents’ well-being
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Appendix E: Morycz’s Desire-to-Institutionalize Scale (Morycz’s DTI scale)

Used with permission

For each of the following statements, please choose the response that best corresponds to your
opinion. Please response the question with “yes” or “no” answers.

1. In the past 6 months, have you considered a nursing home, boarding home, or
assisted living for care recipient (CR)?

2. In the past 6 months, have you felt that the CR would be better off in a nursing
home, boarding home, or assisted living?

3. In the past 6 months, have you discussed the possibility of a nursing, boarding home,
or assisted living with family members or others?

4. In the past 6 months, have you discussed the possibility with CR?

5. In the past 6 months, have you taken any steps toward placement?

6. In the next 6 months, are you likely to move CR to another living arrangement?
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Appendix F: Care Giver Burden Inventory (CBI)

(Novak and Guest. 1989) Used with permission

For each of the following statements, please choose the response that best corresponds to your

op

inion. Choose the number that best represents how often the statement describes your feelings.

0 - Never

1 - Rarely

2 - Sometimes

3 - Quite Frequently
4 - Nearly Always

1,

O 00 1 O L B W N

—_ =
— O

N NN NN — = = = = = =
A WD = O O 00 3N N kW

My care receiver needs my help to perform many daily tasks.

. My care receiver is dependent on me.

. I have to watch my care receiver constantly.

. I have to help my care receiver with many basics Functions.
. I don't have a minute's break from my caregiving chores.

. I feel that I am missing out on life.

. I wish I could escape from this situation.

. My social life has suffered.

. I feel emotionally drained due to caring for my care receiver.

. I expected that things would be different at this point in my life.
. I'm not getting enough sleep.

. My health has suffered.

. Caregiving has made me physically sick.

. I'm physically tired.

. I don't get along with other family members as well as I used to.
. My caregiving efforts aren't appreciated by others in my family.
. I've had problems with my marriage.

. Idon't do as good a job at work as I used to.

. I feel resentful of other relatives who could but do not help.

. I feel embarrassed over my care receiver's behavior.

. I feel ashamed of my care receiver.

. I resent my care receiver.

. I feel uncomfortable when I have friends over.

. I feel angry about my interactions with my care receiver
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Appendix G: Open-ended Questions

1. What are some barriers that do not help you to make a decision about long-term care and use

of home care services for your loved one?

2. What are some facilitators that help you to make a decision about long-term care and use of

home care services for your loved one?
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Appendix H: Community Service Attitude Inventory (CSAI)

1) People outside my family would think less of me if I used services.

2) My family would think less of me if I used services for my relative's care.

3) My family prevents me from using services for my relative.

4) Families should not use community services to care for a relative with disease.

5) Ido not want others to know my relative has disease.

6) My family supports my use of community services

7) People from community services can take care of my relative as well as I can.

8) I am fearful of having people from community services take care of my relative.

9) I trust people from community services to take care of my relative.

10) People from community services would follow my directions in caring for my relative.

11) It is hard to trust someone from community services to care for my relative.

12) People from community services might be better at caring for my relative.

13) I worry about my relative's safety when someone else is taking care of him/her

14) Community services might have better ideas about caring for my relative.

15) I would rather use community services than ask for help from family

16) I would rather use community services than ask for help from friends

17) I would rather ask my family for help than use community services.

18) I would rather ask my friends for help than use community services.

19) I am proud of being able to care for my relative with little help from community services.

20) I believe in the idea that families should care for their own and not ask for outside help.

21) I think I should care for my relative without help from community services.

22) 1 feel good about using community services to help care for my relative

23) It is not the government's responsibility to help me find ways to care for my relative

24) T would use more services if the government would provide more assistance.

25) I believe the government should support more community services to help families care
for persons at home.
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Appendix I: Permission to post invitation letter

Date: September 7, 2019
To: Yishizhuxing Manager,
From: Liying,Qiao, Graduate Student,College of Nursing, University of Manitoba.

Telephone: _, Email: umgiao2(@myumanitoba.ca

Advisor: Dr. Michelle Lobchuk (advisor), College of Nursing, Rady Faculty of Health
Sciences, University of Manitoba Telephone: (204)474-7135, Email:
Michelle.Lobchuk@umanitoba.ca

Re:  Permission to post invitation letter about thesis study entitled, factors that impact
Chinese Canadian family carers’ intention to use long-term care facilities and home
support services

This is in follow-up to my earlier email where I sought your permission to post an invitation
letter about my study. My name is Liying Qiao (Asuka) and I am a master of nursing student at
the College of Nursing, University of Manitoba.

I am once again writing to seek your permission to advertise my thesis study on your website.
My project is about Chinese Canadian family carers’ attitudes toward long-term care facilities
and home care support services for aging parents. Study participants will be asked to respond
to 40 survey questions.  Please find attached my invitation letter that I will use to recruit
eligible family carer participants. This study has been approved by the Education Nursing
Research Ethics Board at the University of Manitoba.

With your permission [ would like to post this invitation letter on your website for 2 to 3 months
during my data collection period which starts in September 2019. I have the following three
requests for you:(1) permission for me to post or store my invitation letter on your website; (2)
your assistance in sending my invitation letter to your groups and to your members; and, (3)
advise on whether I need to seek further permission from your leadership committee. If I need
to seek further permission from your leadership, I am willing to do so.

If you are interested in learning more about this study, you can contact Asuka at _
or Email: umqiao2@myumanitoba.ca.

If you have any questions or concerns about this study, you can contact the University of
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Manitoba Human Ethics Coordinator at (204)474-7122 or humanethics@umanitoba.ca.

Sincerely,

Liying Qiao
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