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Abstract The goal of the current chapter is to explore some of the popular theo-
retical frameworks used to study the experiences of caregivers. The chapter dis-
cusses the relevance of these theoretical frameworks in the context of India, and
compare and contrasts them to research in the West. It critically examines house-
hold living arrangements and complexities in identifying the primary caregiver in
India, especially in the context of elder care in multigenerational households. The
chapter concludes by discussing the knowledge gaps and the way forward to study
caregiving issues around the elderly in India.
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2.1 Introduction

The world’s population is growing and aging. Globally, the population is projected
to reach 7 billion by the end of 2011. The percent of the world’s population who are
aged 65+ has been rising slowly and are about to spike in growth. In the United
States, the first wave of “Baby Boomers” is beginning to reach retirement age.
Between 2000 and 2010, the percent of the population aged 65+ grew from 12.3 to
13 %; by 2020, this is projected to increase to 16.1 % (see Fig. 2.1). These trends
are even more pronounced in less developed settings where, historically, life
expectancy and the old age population have been small. For example, in Mexico,
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the proportion of the population who are aged 65+ is projected to almost quadruple
between 2000 and 2050, from only 5.2 to 22.1 %.

Less developed regions will also be home to the vast majority of the world’s
aged by 2050. Though the distribution of world’s aged population was roughly
evenly divided between more and less developed regions in 1950, less developed
areas represented 62 % of the world’s aged as of 2010, which is projected to grow
even further to 78 % by 2050.

The implications of population aging for anticipating the informal or at-home care
that older adults need for their health are extremely relevant in lower and
middle-income countries (LMICs). Disability from factors like depression, accidents,
and chronic (particularly, cardiovascular) and communicable (notably, HIV/AIDS)
diseases are extremely common among elderly in LMICs (Murray and Lopez 1997a,
b). Recent evidence suggests that morbidity is expanding worldwide, including in
LMICs, which also translates to more years with care needs (Murray et al. 2012;
Salomon et al. 2012; Vos et al. 2012). Moreover, older people in developing settings
are socially and economically vulnerable. A significant proportion of the elderly live
below the poverty line (Barrientos et al. 2003; Barrientos and Hulme 2008; Deaton
and Paxson 1997; Harper 2006) and generally lack access to pension and other
benefits that are common support structures in developed settings (Bloom et al. 2010;
Harper 2010). Health care access is a further challenge for the elderly in developing

Fig. 2.1 Dependency ratio. Source United Nations (2014). Probabilistic population projects based
on the world population prospects: the 2012 revision. Population Division, DESA/ST?/ESA/SER.
A/353. http://esa.unc.edu/unpd/ppp
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settings, exacerbated because older people tend to live in rural areas where health
facilities, in particular, facilities specializing in geriatrics, are scarce (Lloyd-Sherlock
2000, 2002, 2010; Shrestha 2000). Given the symbiotic relationship between care
recipient and caregiver, a corollary implication of the aging trends is the increasing
numbers of informal caregivers who will face health and financial consequences as
they take on the role of caregivers of elderly with health needs.

In this chapter, we question whether contemporary theories of elder caregiving,
developed in the Unites States and Western Europe, apply to LMICs and specifi-
cally to the Indian context. A corollary area of inquiry regards emic understandings
of caregiving and the etic and theoretical implications. To do so, we explore the
history of family structure and norms of elder care. Since theories are in part a
representation of social reality, this discussion will lay the ground to understand
differences in normative beliefs around elder care and living arrangements between
Euro-Americans and South Asians, and the extent to which the norms may have
implicitly or explicitly impacted the theories of caregiving, and their relevance in
the current Indian context. The chapter would then describe the different theoretical
models of the health and social sciences. We close the chapter by identifying
theoretical areas that are problematic when used in the Indian context.

2.2 Western and Indian Family Structures
and Norms of Elder Care

Much of the early discussion and research around elder care grew out of concern for
the changing family structure: a move from a traditional multigenerational set-up to
a nuclear structure, which arguably gave rise to questions about who would care for
the elderly, and how and where would care be located.

There is adequate evidence to show that the living arrangements of the elderly
have shifted significantly over the decades in almost every Western industrialized
country (Alter et al. 1996; Andorka 1995; Ruggles 2007; United Nations 2005). In
the USA, intergenerational living by the elderly declined steadily from 70 % in the
mid-1800s, to less than 15 % in the 1990s (cited in Ruggles 2011). Living with or
adjacent to an adult child’s home was replaced by living only with one’s spouse,
alone or in institutions. The societal changes stemming from economic develop-
ment help to explain the decline of intergenerational co-residence. These include
industrialization, migration to cities, urbanization, reduced ties to the land and the
rise of wage labour.

Although daughters and spouses continued to remain the primary caregivers of
older adults, the division of labour by gender along with different family and
kinship structures brought about by divorce, remarriage and stepfamily formation
increased the complexity of who would take on the caregiving role (Silverstein and
Giarrusso 2010). As such there is no clear pathway to who is to care for the elderly
and whether this is a private or a public responsibility.
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In contrast, intergeneration family continues to be the site for elder care in India.
However, it needs to be cautioned that intergenerational family in the context of
eighteenth century US/Western Europe was no way comparable to an intergener-
ational family in the Indian context. According to Le Play (cited in Ruggles 2010),
the most dominant family structure of peasant households in mid-eighteenth cen-
tury Europe was the “stem family” structure. The arrangement involved one child
usually selected by the father to live near parental homestead and work on the farm
while the other’s left home on reaching adulthood to form their nuclear families.
This is in contrast to family structures seen historically in several Asian countries,
including India and China, where three or more generations live under the same
roof, referred to as the joint family. Therefore historically, the joint family structure
was never part of the Western European family structure.

In India, the family has long been viewed as the primary site of age (Rajan and
Kumar 2003; Jamuna 2003). The ideal Indian joint family (may also be referred to
as extended family) includes three or more generations living together, with the
patriarch being the head of the household. A joint family household could have
grandparents, aunts, uncles, nephews and nieces, all living under the same roof.
This family structure has historically served as a safety net for the elderly (Jamuna
et al. 2003) irrespective of their health status. Although the original form of joint
family structure has changed, an intergenerational household arrangement that is
living with only adult children, preferably the son, continues to be the dominant
living arrangement for majority elderly Indians above the age of 60. In a study of
9852 elderly above the age of 60 in 2011, 70.03 % reported living in intergener-
ational households (UNFPA 2011).

Historically, the norms of eldercare revolve around the concept of filial piety,
which underpins elderly caregiving in India. Caregiving, also termed as “seva”
(incorporates components of respect, care, love, moral and spiritual indebtedness
and obligation), is a family responsibility, passed on from one generation to the
other, with usually the elder son (although there are regional variations) taking upon
the primary responsibility of aging parents. In the context of India, sons represent
old age security (Jamuna 2003). However, it needs to be cautioned that while sons
take upon the caring role, a significant amount of the assistance with daily living
activities for the elderly are provided by the spouse, followed by daughters-in-law
who usually move in with their parent-in-law upon marriage. Therefore, emic
understandings of intergenerational caregiving consider it natural, obligatory, gui-
ded by a sense of filial piety, and simultaneously sustaining and challenging.

From an etic perspective, the ideal arrangement of elder care is possible if families
continue to live jointly. However, research from Asian countries, such as China,
Korea, Taiwan, Japan, which traditionally had joint family structures (see Ruggles
2010 for review), show patterns of declining intergenerational co-residential struc-
tures (Martin 1990; Hirosima 1997; Hermalin et al. 1992; De Vos and Lee 1993;
Chattopadhyay and Marsh 1999; United Nations 2005). Forces of development have
been cited as potential determinants of the change. Although there is no empirical
evidence to support the same, there is a consensus that similar patterns are emerging
in India too. Under such circumstances, much is left to understand how the change in
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family structure, would eventually impact care and location of care of the elderly.
Second, the etic perspective, focusing on “the family” as the site of care rather on the
specifics of who is performing the care, fails to highlight the pivotal role of
daughters-in-law, daughters, and spouses who provide the majority of the care.
Unlike the West, where daughters tend to be the primary providers of care to an
aging parent, in the Indian context daughters usually relinquish their family of origin
after marriage and are not dependent for care (Lamb 2005). Instead, spouse and
daughters-in-law are expected to take on the role of caregiving (Jamuna 1997).

Given that social theories are a replication of social reality, it is but natural to ask
whether the social science theories widely applied in the Western literature on
caregiving can be validly applied in the context of India. To do so, we first review
the theories of care from the health and social sciences to be able to ground our
analysis of whether the theories apply to the Indian context and signal areas of
fruitful theoretical development in the future.

2.3 Theories of Caregiving

It needs to be cautioned that there are no specific theories of caregiving per se.
Instead, the field of caregiving research has borrowed theories and models exten-
sively from disciplines such as sociology and psychology to explore the experi-
ences of caregivers and their elderly care recipients.

Some of the core sociological theories discussed are the role theory and the
cumulative advantage/disadvantage theory. In addition to the theories, are models
and perspectives, such as the life course perspective, Pearlin’s stress and coping
model and the convoy models, used extensively to understand caregiver experience
and the impact of caregiving on caregiver’s physical, social and psychological
wellbeing. It also needs to be emphasized that life course perspective, the stress
process model and the role theories, are not stand-alone models and theories, but
share substantial overlap among themselves. Recent work by Pearlin (2010) has
attempted to find a “conceptual overlap and cross-fertilization” between the models
of stress and coping and the life course perspective. These models are continually
under integration and development and frame the way for future theories of care-
giving. As such there is much scope for its use to understand better caregiving
experiences both in the developed north as well as in the global south.

2.3.1 Pearlin’s Stress and Coping Model

The most widely used model in caregiving research, including in gerontological
caregiving, is Pearlin’s stress and coping model, developed by Pearlin et al. (1990).
This model that comes from the health sciences postulates that stressors have the
ability to affect wellbeing, but the extent of their impact on wellbeing is determined
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by the availability of resources to counter the negative effects or burden as these are
technically known. Included in the caregiving and stress process model is moder-
ating factors, such as coping strategies and social support. Although developed in the
context Alzheimer’s care, this framework is extensively used across different ethnic
groups in the U.S. because it provides a path towards caregiver interventions that
seek to reduce caregiver burden. The model is used in the context of health-related
caregiving. The model has been critiqued for its emphasis on burden which may
overlook positive aspects of caregiving. However, the model can be adapted for use
in the Indian context. Outstanding questions to adapt the model to India are the
discovery of specific strategies of coping, the detailing of social support, factors that
constitute burden and whether the pathways or processes of burden and wellbeing
hold true in the Indian context. All three areas may benefit from culturally appro-
priate measures that can capture coping, social support and burden. For example,
greater attention needs to be paid to the constructs of filial piety as a potential
moderating factor and its intersection with gender and kinship relationship. A study
by Gupta et al. (2009) found a distinct gender difference in determinants of burden
among caregivers to the elderly. For the men, greater role overload predicted sig-
nificantly higher burden, but the impact of role overload was higher for women who
had higher adherence to Asian cultural norms, compared to women who had lower
adherence to Asian cultural norms, specifically filial piety [measured using a 22-item
scale by Ho and Lee (1974)]. Much work is needed to deconstruct the components of
filial piety in the Indian context and theorizes how it relates to care in later life.

Because the model is used in the context of health-related caregiving, it remains to
be seen how it can be adapted to the study of elder caregiving in the absence of a
disabling condition in India, where the definition of a “dependent” elder is even more
ambiguous than it already is in the West. Elderly recipients of care may not neces-
sarily consider themselves as dependents, but “receivers”, who hold legitimate right
over the received care because of their prior contribution towards the child and the
family (Lamb 2005). On the flip side, caregivers may not consider themselves
“caregivers”, but simply as fulfilling a kinship role of reciprocity by providing
material, financial, physical and emotional support (Lamb 2005), to an extent that it is
less common in the Western context. In summary, one additional gap in the appli-
cation of the model and fact in general when thinking about elder caregiving for the
Indian context is who is a caregiver and who considers themselves to be caregivers.
An understanding of when it is that “receivers” cross the threshold, if at all, to being
dependents and who is a caregiver rather than simply a spouse or a daughter-in-law
will be key in defining sampling populations who may have unmet needs.

2.3.2 Life Course Perspective—Aging with Disability,
Life Course Perspective

The life course perspective is a framework extensively used to understand various
facets of caregiving. It is not a theory of caregiving per se, but its concepts have
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been used extensively to understand caregiving experience. Although primarily
used in the context of health-related care research, the perspective offers much
scope to understand the non-health-related care, and thus is useful in the Indian
context, in conjunction with the stress and coping framework. The framework is
inherently dynamic (Dannefer and Sell 1988) and multidisciplinary, and has
borrowed heavily from disciplines such as sociology, psychology, history,
anthropology (Bengtson and Allen 1993) and demography, to explain individual
phenomena via a life course lens. Using the life course perspective caregiving is
conceptualized as a “career” or trajectory, which involves entering or exiting the
role several times over the life span, for instance becoming a parent or a
grandparent, suddenly having a spouse with a spinal cord injury requiring much
care. Unlike Pearlin’s stress and caregiving model, the life course perspective by
incorporating historical and demographic processes, does not necessarily pre-
suppose caregiving as stressful and having negative impact on caregiver adap-
tation, but a normative part of life course (Elder et al. 1996) shaped by a range of
macro- and micro-level socio-economic-historical, familial and individual struc-
tures. These micro- and macro-level factors render advantage or disadvantage
accumulated over the life course, which leads to systematic divergence or
heterogeneity in experience (Dannefer 2003; Dannefer and Sell 1988). Several
concepts, such as (1) linked lives (2) social pathways, trajectories and transitions,
and (3) timing of an event, off-timedness and duration, concepts core to the life
course perspective has been extensively used to understand the heterogeneity in
experiences of both aging care recipients as well as their caregivers. According to
the authors, these concepts are universal and could be applied to any caregiving
situation in any cultural context.

The life course perspective lays significant importance to historical time and
space. This allows an understanding of how the various demographic factors
interact with sociocultural and developmental changes over time, and the effect of
these on family size, patterns, generational relationships, all of which have con-
sequences for old age (Elder 1994). The life course perspective helps us understand
the experiences of the different cohorts of aging adults, and how their early life or
historical experiences have shaped their understanding and expectations of kin
support in old age and their interaction with formal systems of care, welfare
agencies and institutions (Hareven 1994). The concept of historical time and space
is significantly important in understanding the intergenerational differences in filial
piety, morality, and values attached to elder care; which may significantly impact
both caregiver and care recipient wellbeing.

One of the significant contributions of the life course perspective is that it could
be applied in any caregiving context to understand an individual’s social pathway.
Social pathways are composed of multiple interdependent pathways, which
includes both family and non-family roles (Macmillan and Eliason 2003). It is the
timing, quality and structure of these roles that determines wellbeing (Settersten
2003). The life course perspective thereby underscores the importance of multiple
role trajectories in shaping an individual’s experience.
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Another important concept widely used and could be applicable in the Indian
context are transitions, perhaps, a construct that has received more interest than any
other, in the caregiving literature. According to the construct, caregiving is a role
that likely involves several transitions marked by “entry” or “exit” one or more
times during adulthood (Aneshensel et al. 1995; Moen et al. 1994, 1995).
Transitions, especially entry and exit out of the caregiving role could be stressful.
For example, research shows that transitioning into a caregiving role is associated
with higher levels of depression, poorer physical health, greater financial burden
and lower psychological wellbeing among caregivers (Burton et al. 2003; Ghosh
et al. 2012; Kramer and Lambert 1999; Marks et al. 2002; Seltzer and Li 2000), and
often gives rise to “competing commitments” (Brody 1981). It is important to
explore transitions in the context of India and for countries where caregiving is
bound by ties of filial piety. It is not known if the transition to a caregiving role is
natural and expected and, therefore, could be less stressful, or could be equally
stressful for caregivers as their Western counterparts, and whether there are gender
and kinship differences. Given the popular discussion on the erosion of filial piety
among the younger cohorts of adults, or the potential caregivers to adults currently
in their sixties and seventies, it is also important to investigate whether the impact
of transitioning to elder caregiving role is subject to cohort effects. Finally, it is also
important to investigate whether the transition to taking on the responsibility of an
aging parent who is physically fit, is different from caring for an aging parent who
needs active assistance within the Indian context.

Two other concepts, timing and off-timedness, and duration are integral to
describing the impact of transitions on an individual’s life course. Timing refers
to both the chronological age and life stage when transitions occur. Duration refers
to the length of time an individual spends in the state, for example caregiving.
Therefore, similar events could evoke different experiences for different people,
depending on when they occur in the life course (George 1993). A related concept
off-timedness refers to life events that are not age appropriate or life stage appro-
priate, as these events do not conform to age-appropriate norms, thereby exposing
individuals to a range of vulnerabilities (Neugarten et al. 1965). For instance, a
daughter-in-law who has young children and relatively young father-in-law in need
of care due to ALS, or for an elderly mother or mother-in-law to provide care to an
adult son or a daughter-in-law. In the context of India, where sons and daughters-in-
law are expected to care for an older adult, the role reversal could significantly
violate the age-appropriate norms, and could be a significant source of stress for the
caregiver. Therefore, the timing of an event is shown to play an important role in
determining caregivers’ unique source of burden, their coping strategies, and the
resources available to buffer the effects of stress. The concept of transitions prob-
ably plays out in different ways in the Indian context according to the life course of
a caregiver. A significant amount of work is needed to understand how the concept
of off-timedness plays in the context of India, and investigate some of the mediating
and moderating factors that could mitigate the effect of off-timedness on caregiver’s
wellbeing. A gap in theory and research is the role of transitions with regard to elder
caregiving in India.
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2.3.3 Role Theory

The role theory has been extensively used in the gerontological research to
understand the experiences of middle-aged women, engaged in a parental care-
giving role, while at the same time, having to manage additional roles of that of
spouse, mother, working woman, friend and so on. Two major perspectives within
the role theory that have guided research studies on how women’s multiple roles
affect their psychological wellbeing are role occupancy theory and role quality
theory. Role occupancy theory focuses on the number of roles an individual
occupies. Within this theory, there are two competing hypotheses, known as (1) the
scarcity/depletion hypothesis and (2) the expansion hypothesis. The scarcity/
depletion hypothesis, as referred to by Marks (1977), contends that multiple roles
have negative consequences resulting in psychological distress (Gersen 1976;
Goode 1960), such that the demands from one role can often result in role strain in
another role (Repetti et al. 1989). The hypothesis also asserts that “individuals have
a fixed amount of energy and personal resources to allocate across roles”
(Bainbridge et al. 2006, p. 490). Therefore, when demands exceed resources, an
individual is likely to experience maladaptation, and the onset of a new role could
lead to “competing commitments” (Brody 1981).

In contrast, the expansion hypothesis, otherwise known as the role-enrichment
hypothesis (Marks 1977; Sieber 1974), contends that multiple roles need not be
stressful. Indeed, multiple roles may provide opportunities for personal growth and
satisfaction. “The enrichment argument assumes that the benefits of multiple roles
outweigh the costs, leading to net gratification” (Rothbard 2001, p. 656). Thus, the
loss of resources that might contribute to stress (Hobfoll 1988, 1989), is offset by
benefits through participation in other meaningful roles, such as that of a wife, an
employee, a parent and a neighbour (Parker 1993; Hong and Seltzer 1995). Further,
researchers contend that it is not the number of roles but the quality of the roles that
have important impact wellbeing (Aneshensel and Pearlin 1987; Barnett and
Baruch 1985).

In addition to facilitating the systematic study of the importance of multiple roles
on caregiver wellbeing, the role theory substantively addresses the effects of various
role combinations on caregiver adaptation. More specifically, role theory contends
that different roles have different effects (Barnett and Baruch 1985; Menaghan
1989). Further, according to Menaghan (1989), the effects of roles and role com-
binations on psychological wellbeing are dependent on the normative appropri-
ateness of the roles. An important determinant of roles on caregiver wellbeing is the
volition of the roles. Take for instance, the experience reported from a qualitative
study of caregivers in India. A primary female caregiver was hospitalized for back
problems after being assaulted by the care recipient who was her father-in-law.
“[The father] moved to live with another son who accepted the responsibility of
care, though reluctantly. However, he insisted on the father returning, as soon as his
sister-in-law returned from the hospital. This led to dispute, ending in a fight
between the two sons requiring intervention by the police. Finally, the person with
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dementia was brought back to the original caregiver and was looked after by her
without support from any other relatives” (Shaji et al. 2003). Here, care is
unquestioningly provided by women, though the decisions about care are made by
men. This theme of care roles and choice suggests that the extent of women’s
provision of care may be in fact out of their control. Significant work is needed to
understand the effect that choice or volition has on the wellbeing of caregivers and
whether the relationship is moderated by filial piety. Other determinants might
include caste, class, educational level and economic independence of the caregiver,
which need to be empirically validated.

2.3.4 Convoy Model

The convoy model was first introduced by Kahn and Antonucci (1980). This model
is primarily used to understand the social relationships of caregivers and care
recipients, because of their far-reaching effects on their health and wellbeing.
According to Kahn and Antonucci (1980), individuals move through the life course,
surrounded by a network of individuals arranged in a concentric circle, also referred
to as convoys. At the centre of the circle is the target individual, and those
immediate in the concentric circles are individuals who are closest to the central
figure. Although convoys change over the life course, members closest to the centre
of the circle are considered to be relatively stable and provide several forms of
social, emotional, psychological and instrumental assistance, and also, help mobi-
lize resources to meet the needs. The convoy provides a protective base to the
central individual, and has both objective and subjective components and is shaped
by personal (gender, education, personality, race) and situational factors (norms,
social roles, normative expectations and demands). In general, older adults tend to
have a restricted network, where close family members take on a pivotal role, and
the structure and the quality of the convoy network are determined by a family’s
history, gains and losses due to widowhood, historical contexts, within network
dynamics, its structure, function and quality (Kahn and Antonucci 1980). Thus, the
convoy model normalizes intergenerational caregiving (Walker and Pratt 1991), as
a continuum of aid provided to the elderly.

The convoy model has been used extensively in gerontological literature in a
variety of contexts. According to several studies conducted (Antonucci and
Akiyama 1987; Depner and Ingersoll-Dayton 1988; Walker and Pratt 1991), adult
children have been shown to be the ones who are the closest to the inner social
circle for middle-aged and older adults, and provide them with significant social,
emotional, psychological, and instrumental and health support. The daughters are
important supportive convoys of care for the aging mother, which was evident from
a study by Walker and Pratt (1991), who found daughter caregivers to provide aid
to mothers, irrespective of whether the aging mothers were “self-sufficient” or
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“dependent”, reaffirming intergenerational functional solidarity (Antonucci and
Akiyama 1991). Is this theory applicable in the Indian context, where daughters-in-
law are usually considered the primary caregivers yet their entry into the family
cycle is usually fairly late? Do these findings also explain the popular perception of
significant family strife between parents-in-law and daughters-in-law? Could there
be some universal truth to the fact that adult children are the ones to remain a
continuous source of emotional support through life, and while other individuals get
added on, they never come close to the inner circle regardless of the amount of
material or instrumental support they provide? Findings from a study by Datta et al.
(2003) provide evidence for the same. In the study, the authors compared Indian
and Belgian daughters and daughters-in-law caring for their aging mothers and
mothers-in-law. The results of the study showed that Indian daughters-in-law were
less close to their mothers-in-law compared to their Belgian counterparts, yet
provided more care. The authors concluded that actual behaviours associated with
care by daughters-in-law are more likely to follow cultural norms, at least in the
Indian setting, but are less likely to influence care provided by daughters to their
mothers.

2.3.5 Feminist Economic Theories of Care

Currently, there is no consensus on a theoretical framework for the study of care in
developing contexts. The recent focus on care defines the care work as any activity
that supports direct (feeding, bathing) or indirect (preparing food, collecting water)
the reproduction of people economy (Esplen 2009). Care work can be performed
within the paid economy or outside of it. Debates in the field hinge on whether
caregiving should incorporate all forms of unpaid labour (subsistence agriculture,
domestic work and direct care of persons) or not. Some have argued that a narrow
definition of unpaid caregiving based upon the dependence of individuals allows
researchers to distinguish between the developmental stages of various care
recipients (baby, child, adolescent, adult, elderly) and their conditions (healthy, ill,
chronically ill, disabled) (Friedemann-Sanchez and Griffin 2011). The authors argue
that this definition offers the possibility of isolating the benefits to care recipients in
developing economies, where home-based work and subsistence work are preva-
lent, allowing for the measurement of both direct and indirect forms of support for
dependents and non-dependents. In this sense, they understand unpaid caregiving of
dependents to be a subset of the larger concept of “care work”, which includes both
dependents and non-dependents, and of “unpaid labour”, which in turn incorporates
unpaid labour force work, unpaid housework and care work. Other scholars may
find this definition too narrow arguing that such distinctions are not possible in
developing contexts such as India where an individual may be simultaneously
performing paid and unpaid activities that support the care of persons who may or
may not be dependents.
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Despite the absence of consensus on the definition and operationalization of the
caregiving, there is much consensus that most caregiving work is done by women
who face financial penalties. Unpaid care has negative effects on the participation of
women in the paid labour force (Lilly et al. 2007). In fact, studies have shown that
income decreases as caregiving time increases, and increases in caring responsi-
bilities have a larger and more immediate effect on the earnings of women than men
on the financial penalties faced by caregivers (Bittman et al. 2007). Little research
has explored the economic effects of elder caregiving in developing countries. One
of the few studies on financial penalties in the developing countries explored the
ability of working parents in Vietnam to care for their children and found that 63 %
of parents, most of whom were women, lost income or promotions or had difficulty
retaining jobs due to caregiving (Vo et al. 2007).

2.4 Gaps in Knowledge

2.4.1 The Definition of the Caregiver

Given the discussion on some of the most widely applicable theories used in the
study of caregiving in the West, one of the most prominent gaps arises from the fact
that the theories are used exclusively to study caregiver stress and burden in the
context of adult disability or health-related condition. The core issue that centres on
the applicability of Western models of caregiving on non-Western population lies in
the definition of caregiver and care recipient. When does a functional adult cross the
threshold to become a dependent? Should researchers apply emic parameters or etic
parameters when bounding the concepts? Should the study of caregiving limit itself
with the physical and mental wellbeing of care recipient? Should it include
instrumental support assuring social and financial wellbeing? Should caregiving
research consider only the health effects of caregiving on caregivers or incorporate
financial and social outcomes?

Care is often conceived more broadly in LMICs countries than just assistance
with IADL/ADL limitations alone or other health-specific tasks. Qualitative evi-
dence suggests that many consider keeping elder family members company and
“watching out” for them as part of the range of duties of care (Abdulraheem 2005;
Mendez-Luck et al. 2008). Thus, prevalence estimates based solely on physical and
health-related care may underestimate what is considered to be the full scope of a
caregiver’s duties. By the same token, it is possible that people’s report of time
spent caring may reflect these other activities that are not otherwise captured by a
structured, closed-ended quantitative survey of the types of health care provided. To
have a full discussion of what it means to care for an elder family member, we
consider some of the data available on care recipients, which imply different def-
initions of care.
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2.4.2 Time-Use Data

Since there is no standard definition of what a caregiver is or who is a care recipient,
research to date has used a variety of proxy measures to determine the prevalence of
caregiving. One of these comes from time-use studies. One cross-national study
investigated the prevalence of care work in six countries. They used existing
time-use surveys from Argentina, Nicaragua, South Africa, Tanzania, India and
Korea to analyse the extent of time spent on caring for other persons. Although this
study’s use of time-use data was limited in its ability to differentiate old age care
from childcare, it is notable that in India, 44 % of women and 17 % of men
participated in person care (Budlender 2008). Clearly, any child under the age of
seven is a dependent, at least in as far as physical safety and security are concerned.
A limitation of time-use surveys is that it is not able to discern if the care performed
is on behalf of a dependent or not (Friedemann-Sanchez and Griffin 2011). For
instance, caring for individuals with chronic or acute health conditions is different
than doing domestic labour on behalf of an adult in good health. Time-use surveys
replicate the problematic lack of distinction with regard to unpaid labour in the
dominant economic development literature ((Friedemann-Sanchez and Griffin
2011). Furthermore, time-use surveys probably underestimate the time demands on
caregivers when the care recipients’ health status critically depends on the avail-
ability of caregivers such that the caregiving activities themselves do not take long,
but may conjoin caregiver and care recipient on an intermittent yet hourly basis
limiting caregivers from engaging in paid labour or other activities (Folbre 2014).

2.4.3 Dependency Ratios

The second proxy measure to assess the prevalence of care recipients is dependency
ratio. The old age dependency ratio is the proportion of older persons (aged 65+) to
those who are economically productive (15–64). Neither the ages in the numerator
nor the denominator of this ratio are fixed; the ratio could be of the population aged
65+ or 70+ about the number of the population aged 20–64 (or 20–69, in the case of
the 70+ dependency ratio). The old age dependency ratio is sometimes combined
with child dependency ratios (# aged 0–5 per 100 persons aged 15–64) for a “total”
dependency.

Many critique the usefulness of the dependency ratio. Of the total dependency
ratio, others note that the kind of care required by a child under 5 is very different
than the care required by an older adult (Folbre and Nelson 2000). Moreover, the
total ratio does not offer insight into the distribution of the “dependents”. Since one
driver of total population aging is declining fertility, we would expect old age care
to increase.

However, the total dependency ratio would not reflect this change in the dis-
tribution of the numerator (i.e. dependents) explicitly; instead, if the number of
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dependents stayed the same, we would not know from the total dependency ratio
alone the extent to which the burden was from older adults or from children. For
instance, although the total dependency ratio in India is projected to decline until
2040, this decline masks a steady increase in the old age dependents (Fig. 2.1).
Nonetheless, dependency ratios, either old age or total, are commonly used as a
broad measure of the burden of population aging.

Outside of India, the old age dependency ratio is projected almost to triple for
less developed regions between 2000 and 2050 and double in more developed
regions. The old age dependency ratio is projected to spike between 2010 and 2020
during which time the burden of caring for the elderly will begin to grow a great
deal, and it will maintain or continue to grow through 2050 (Table 2.1).

2.4.4 Intergenerational Co-residence

Family demographers also commonly focus on how families and households are
arranged and composed. With whom older adults live offers a useful impression of
the extent to which an older adult has care available to her. Information on inter-
generational co-residence is perhaps the proxy indicator that has had the most
influence in caregiving studies.

In lower and middle-income countries, the care needs of older persons nearly
always fall to family members alone (Apt and Gricco 1994; Cattell 1990; Wachter
1997). In many areas of the world, there is a cultural expectation that older people
will live with and receive their care from relatives than in developed settings
(Bongaarts and Zimmer 2002; De Vos 2003; Ruggles and Heggeness 2008).
Among households with older people in China, the 2000 Census found that about

Table 2.1 Old age dependency ratio (# aged 65+ per 100 aged 15–64): 2000–2050

Column 1 2000 2010 2020 2030 2040 2050

World 11 12 14 18 22 25

Less developed regions 8 9 11 15 19 23

More developed regions 21 24 29 36 41 45

U.S. 19 19 25 32 34 35

China 10 11 17 24 35 38

Ghana 6 6 7 8 10 12

India 7 8 9 12 15 20

Mexico 9 10 13 18 28 36

Russia 18 18 23 30 32 39

South Africa 6 7 10 12 13 15

Source Population Division of the Department of Economic and Social Affairs of the United
Nations Secretariat, World Population Prospects: the 2008 revision, http://esa.un.org/wpp/,
Medium Variant Projections
United Nations (2008)
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11 % were older person living alone or an older couple living alone, respectively
(Kincannon et al. 2005). Others cite that institutionalized care in China is primarily
held only for the “three-no” elders: no living children/relatives, little or no income,
and no physical ability to work (Gu et al. 2007). Data from the Chinese
Longitudinal Healthy Longevity Survey and elsewhere suggest that nearly 60 % of
the institutionalized elders do not have children to care for them (Zhan et al. 2005;
Zhan 2002, 2005).

In India, over 70 % of the older population lives with family members (Bloom
et al. 2010). One study used Demographic and Health Survey and census data from
over 60 countries, including India. They found that Indian women aged 60 had an
almost 2.5-fold greater odds of living alone than men (p < 0.001) (United Nations
2005). Intergenerational co-residency is an important indicator of availability of
care, as much of the informal care comes from family members, typically daughters
and/or daughters-in-law. Though economic development has changed the family
structure, traditional patterns still persist like the “joint family system” in India
(Gupta 2009). Patrilineal family patterns where a woman would live with her
husband’s family even after his death. (Lloyd-Sherlock 2010) Older women, par-
ticularly widows (Patel and Prince 2001; Shaji et al. 2002, 2003) are often disen-
franchised, yet we know little about the care demands placed on them.

Because informal care from family members is culturally normative in many
lower and middle-income settings, there is typically a weak formal care infras-
tructure, such as long-term or residential care facilities (Lloyd-Sherlock 2010), to
support older adults if they have more substantial needs than what the family can
provide.

2.5 Caring for the Caregiver: Implications

Research in the developed West shows the significant burden of care borne by
caregivers of older adults with disabilities, in the form of poor physical and psy-
chological wellbeing, lower social support and financial constraints. In contrast,
literature of caregivers is scant and much of the literature on aging in India (Jamuna
1995) have risen out of concern for the elderly, focusing on their poor wellbeing
and unmet needs, yet the unmet needs of caregivers or the effects of caregiving has
little to no attention.

India, a society steeped in filial piety, family is still considered to be the ideal
setting for elder care (see Lamb 2013). However, traditional structures, such as the
joint family that had been responsible for elder care have changed or are fast
changing. Further, laws and policies often get framed to support the elderly and not
much to protect their caregivers, who are primarily women. These raise questions
and speak to the extent to which cultural and moral visions around elder care
dominate public and academic discourse, and raises pertinent questions on where
the future of elder care is to be located, and who would be responsible for their care:
the family or the state. For example, the Maintenance and Welfare of Parents and
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Senior Citizens Act in India, implemented by the Ministry of Social Justice and
Empowerment, India, in 2007 made it legally obligatory for children and heirs to
provide maintenance to senior citizens and parents, by providing them with
monthly allowance. The primary goal of this Act was to protect the lives and ensure
financial security of the elderly in India by making it legally binding for families to
care for them. Arguments provided by activists, bureaucrats, academics and
demographers for the creation of the Act, centre on the breakdown of family,
brought about by forces of development, such as modernization, migration,
urbanization and the like. Thus, there was an implicit belief that the breakdown of
the intergenerational family was the root of the old age depravity and a need for
state intervention. Similar arguments were also provided by the early framers of the
US Social Security Act in 1936 stated: “in the old days, the old-age assistance
problem was not so great so long as most people lived on farms, had big families,
and at least some of the children stayed on the farm”. (Eliot 1961). However,
although similar arguments were provided, the solutions sought in the two different
contexts reflect a fundamental difference in the approach in how, where and who is
responsible for the long-term care of the elderly. Unlike the U.S. Social Security
Act, which meant “state” and only recognizes as beneficiaries those employed in
the paid labour force and who have contributed financially to the system, the
Maintenance and Welfare of Parents and Senior Citizens Act in India through state
intervention made it legally obligatory for elderly to be cared for by their
children/caregivers. The solutions sought were therefore to an extent a reflection of
culture and what it values as the place and person to be involved in the care for an
elderly.

2.6 The Way Forward

Given the status of caregivers of the elderly and their invisibility from popular
discourse as well as policy formulation how can we move forward the agenda that
makes caregivers of the elderly visible and that responds to the needs of caregivers?
Who will care for the caregiver? How can we care for caregivers? In order to
advance this research agenda, we have identified some theoretical and empirical
questions, which can be summarized as follows:

• Identify what is meant by caregiving in the context of India.
• Identify factors associated with becoming a caregiver.
• Identify the unique sources of burden and stress among caregivers and also the

various factors that might mitigate the relationship between caregiver stress and
wellbeing.

• Empirically assess whether the existing theoretical frameworks could be applied
in the study of caregiving.
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• Study how changes in household composition are affecting caregivers. Such
changes are not reflected in current theoretical approaches to the study of elder
care.

• Time frames used in studies of elder care in Western contexts make invisible
intermittent long-distance care. Emic definitions of caregiving can incorporate
such type of care to better reflect caregiving realities.

A next step will be to integrate current theories and gaps in order to develop a
comprehensive framework for the study of elder caregiving in India.
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