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Family Dynamics and Mental Status of
Japanese Family Care Providers
Yoshiko SEKITO

Abstract : The purpose of this study was to grasp how Japanese family care providers
perceive family dynamics in order not to let them out of appropriately care.

Samples were 35 family care providers who lived a city near Tokyo. The selection method
used was convenience sampling. Participation was voluntary. Instruments used were two
questionnaires: The Family Dynamics Measure II (FDM II') with six dimensions and a socio-
demographic questionnaire (inclusive of mental status items).

The average age of family care providers was 58.2, married (80.0%), and living with their
parent(s) (37.1%). Average size of family was 3.40. Higher rate of illness and health
problems in family were reported, 65.7% and 54.3% respectively. The strong magnitudes of
relationship were found between Mutuality-Communication, Mutuality-Stability, and
Stability-Communication. Flexibility and Role reciprocity showed moderate relationships
with 3 and 4 dimensions of FDM 1I, respectively. Mental status showed moderate magnitude
of relationship with Individuation.

Role reciprocity and mental status showed somewhat lower score than Japanese participants
in past studies. This could suggest that providing care at home may influence Role and mental
status of care providers in a negative way.

Findings would help nurses to provide appropriate care to family care providers and also to
their families.
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Introduction:

Elderly population in Japan has been increasing rap-
idly. It has said that speed of this increase had never
experienced in any countries in the world. For exam-
ple, ratio in population of persons over 65 in 1995
was 14.5% and in 2003 was 19.0%".
casts ratio of persons over 65 in 2025 will be 25% and
in 2050 will be 32.3%”. According to Survey by Min-
istry of Labor and Welfare, higher portion of elderly

Further it fore-

wishes to stay home and cared at home when physi-
cally disabled. For example, 71.6% of elderly ages
over 65 wishes to stay home when physically dis-
abled. When looking at trend of wishes to stay home
by age groups, older the age group higher percentage
for wishing to stay home. Particularly this number

goes up for ages over 70, with the ratio of 73.3%”.

Couple only family increased 14.4% in 1986 to
21.4% in 2003. Family with one parent with unmar-
ried child decreased 46.4 in 1986 to 38.4% in 2003.
Extended and three generation family decreased
21.0% in 1986 to 17.1% in 2003. Overall trend of nu-
clear family is increasing and compound family is
decreasing”.

Female workers in aggregate labor population in 2003
was 40.8%, 160,000 persons increase from 2002".

On the other hand elderly who needs some kind of
care increases with aging. Particularly, ages over 75
needs for help notably increases. It is said that ages
over 85, 24% of elderly may become bed-ridden con-
dition or dementia and target for care-need. In
addition, 20% become need for assistance”.

Number of care service users receiving services at
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home increased. In three years, since the start of long-
term care insurance during April 2000 to December
2003, elderly being taken care at home increased 1.42
times. Total population of care service users almost
doubled. In the same duration of period, eligibility of
persons for certified care needs increased 1.7 times”.
By year 2010 (government speculation), elderly being
cared at home will be increased to 75.5% compared to
69.6 % in year 2000. That is an increase of 106.6 mil-
lion persons”. In Japan, even though long-term care
insurance has been effort to provide support for care
needs of elderly, main care provider at home has been
counted on a family member.

Therefore it is important to grasp how these family
care providers (hidden victims?) perceive family dy-

namics in order not to let them out of appropriate care.

Definition: Family in this study was defined accord-
ing to Family Dynamic Measure II (FDMII). In this
measure family was defined as a group of two or
more people who had a commitment to each other and
who lived together. Most cases of these people might
be related by blood or marriage. However, family
could also be a group of two or more people who care
about each other and who lived together whether re-

lated by blood or marriage.

Purpose:

The purpose of this study is to grasp how Japanese
family care providers perceive family dynamics and
mental status in order not to let them out of an appro-

priate care.

Research Questions:

1. What is their perceived family dynamics of Japa-
nese family care providers?

2. What is their mental status?

3. What relationships are there between family dynam-
ics, mental status and selected socio-demographic
variables?

Methods:

1. Samples were 35 Japanese care providers. The

participants were reached through visiting nurses em-

ployed at several visiting nurse stations in a city near

Tokyo.

To be included in the sample participants must be a
primary care provider for a family member who has
ill health and cared at home. In addition, a participant
must be a family member in a family with 2 or more
adults (18 years old or over) in the same household.
The selection method used was convenience sam-
pling. Participation was voluntary.

2. Instruments: Two kinds of questionnaires were
used; 1) The Family Dynamics Measure II (FDMII)

and 2) a socio-demographic questionnaire.

1). The Family Dynamics Measure II (FDMII)*:
Family in this measure had been defined as a group of
two or more people who had a commitment to each
other and who lived together. Most cases of these
people might be related by blood or marriage. How-
ever, family could also be a group of two or more
people who care about each other and who lived to-

gether regardless of related by blood or marriage.

The FDM 1I consists of the following six dimensions
and are based on the conceptual framework of
Barnhill's family health cycle”.

The six dimensions are:

(1) Individuation-Enmeshment

(2) Mutuality-Isolation

(3) Flexibility-Rigidity

(4) Stability-Disorganization

(5) Clear communication-Unclear/distorted communi-
cation .

(6) Role reciprocity-Role conflict

The higher score means more positive the family

dynamics.

The Japanese version of the FDM II was established
by back-translation method. The Cronbach alpha coef-
ficients of FDM II Japanese version obtained ranged
from .47 to .90”. Test-retest coefficients of FDM 1I

Japanese version ranged from .70 to .92”.

2). A socio-demographic questionnaire:
A socio-demographic questionnaire of 13 items ad-

dressed family size, attributes of participants and
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family member(s), mental status of participants, ill-
ness and problems/ changes in a family. These were
to obtain background information. Mental status was
measured by seven items modified from the Medical
Outcome Study (MOS) 36-item Short Form Health
Survey (SF-36) (Ware, 1996)°.

The reliability coefficients of the SF-36 raged from
.70 to .90 in various studies. These questions were
translated from English into Japanese. The sum of
scores of 7 items, i.e. 7 being the lowest and 42 being
the highest, was indication of their mental status.

The Cronbach alpha obtained by Japanese family
study in U.S. and Japan was .83” and .69'"” to .79'" re-
spectively. The return of the questionnaires was the

evidence of consent to participate in the study.

Occupation was estimated from referring to the occu-
pational scale in the Hollingshead Four Factor Index
Social Status'. The scale ranged from 9 to 1 (0 being

a housewife or retired/not working).

The following is the examples of occupation corre-
sponding to the scale:
9. Higher Executives, Major Professionals;
Physicians, Lawyers, Teachers (college/university)
8. Administrators, Lesser Professionals;
Authors, Editors, Registered Nurses. Pharmacists,
Teachers (secondary school)
7. Minor Professionals, Managers;
Actors, Artists, Social Workers, Teachers (except
the above)

Tablel: Characteristics of participants (N=35)

6. Technicians, Semiprofessionals;
Sales managers, Secretaries, Foremen, Dental
hygienists

5. Clerical and Sales workers;
Bank tellers, Bookkeepers, Cashiers, Telephone
operators

4 Skilled Manual Workers Craftsmen;
Bakers, Carpenters, Repairmen, Tailors

3. Machine Operators, Semiskilled Workers;
Barbers, Bus drivers, Hairdressers, Housekeepers,
Sailors

2. Unskilled Workers;
Bartenders, Gardeners, Messengers, Waiters

1. Farm Laborers, Menial Service workers;

Attendants, Cleaners, Maids, Laundresses

Findings:

Characteristics of participants:

Family care providers were mainly female (74.3%)
and were married (80.0%). Some of them were living
with children (40.0%) and with their parent(s)
(37.1%). Average number of persons in a family was
3.40(SD=1.42). Average age of participants was
58.20(SD=17.38), ranged from 24 to 87 years old.
The education level of participants was above senior
high school, i.e. average schooling was 13.26 (SD
=3.90) years in school. Occupation of participants
was either skilled worker or house wives. Actually
about one out of 4 was house wives. Nearly 60% of
participants had person(s) with ill health and had
health problems/changes that affected them in a fam-
ily. (Table 1)

74.3% (n=26)
80.0% (n=28)

Sex(female)
Married(spouse)
With children(parent) 40.0% (n=14)
Living with their parents 37.1% (n=13)
Other 20.0% (n="7)
65.7% (n=23)
54.3% (n=19)
mean=3.40
SD=1.42

Illness in family
Problems/changes in family

Number of persons in family

Age of participants mean=58.20
(Age range of participants 24 to 87 years old) SD=17.38
Education of participants mean=13.26
SD=3.90
Education of other family members mean=13.62
SD=3.92
Occupation of participants mode=0,4

Occupation of other family members
mode=0,3,4,5
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The largest age group of family member was ages be-
tween 50 and 69, followed by ages over 70. In fact in
aggregate 60% of families consisted of family mem-
ber ages over 50. (Table 2)

Score mean (SD) and reliability of 6 dimen-
sions and mental status:

Highest score earned by individual item (tentatively
score mean of each dimension divided by number of
items in a dimension) was Mutuality, followed by
Communication, Stability, Individuation, Role, and
Flexibility. The lowest score earned by individual
item was Mental Status.

Reliability of six dimensions ranged from .68 to .79.

Reliability of mental status was .75. All reliability
stayed satisfactory levels. (Table 3)

Table2: Age groups of family members

Correlations between selected socio- demo-
graphic variables and 6 dimensions and mental
status:

Family position was found to have both positive and
negative relationships. Parent showed negative rela-
tionships with Individuation, whereas child showed
positive relationships Individuation and Mutuality.
Number of family members in a family was about
equal magnitude of relationships however bipolar
with Individuation and Stability: positive with Stabil-
ity and negative with Individuation respectively.
Illness in family was positively related with Stability.
Age of participants was negatively related to Flexibil-
ity and Mutuality.

No significant hipsrelations were found between
selected socio-demographic variables and Communi-
cation, Role and Mental status. (Table 4)

Table3: Score mean (SD) and reliability of 6 dimensions and mental

status
Age groups N=34 Dimensions Number Range Score mean Reliability
over70 64.7% (n=22) of items of score (SD)
50 - 69 76.5% (n=26) Individuation-Enmeshment 13 13 - 78 55.34(5.21) .79
30-49 41.2% (n=14) Mutuality-Isolation 11 11-66 50.89(621) .68
18 - 29 35.3% (n=12) Flexibility-Rigidity 10 10 - 60 38.26(6.24) 71
12 . 1117 gg‘z Enzgg Stability-Disorganization 9 9-54 40.89(461) .70
- 670 (0= 5 P
unders 0 Clear communication 11 11-66 5026(6.45) .69

Unclear communication

Role reciprocity-Role conflict 12 12 - 72 47.80(7.06) 73

Mental status

7 7-42 27.37(6.78) .75

Table4: Correlations between selected socio- demographic variables and 6 dimensions (and mental status)

Number of Age of Parent” Child® Illness in
Family Participants” Family"

members”

Individuation-Enmeshment — .342% — .509%* .358%*

Mutuality-Isolation — .394% .294%*

Flexibility-Rigidity — 419*

Stability-Disorganization 345%* 336*

Clear communication-Unclear communication

Role reciprocity-Role conflict

" Pearson r correlation *p<.05  FEp<.01  ***p<.001

?Spearman’s Rho correlation

Relationships among mental status and se-
lected socio-demographic variables:

Mental status was positively related with Age group
of 18-29 and negatively related with Age group of
over 70 and education of participants. Mental status
and Illness in family did not show significance. How-
ever, it should be noted that a trend of relationship
was shown. Problem/changes in family and living
with parents were shown to have positive relation-
ships with Illness in family. Illness in family and Age

group of over 70 showed a positive relationship.
(Table 5)

Correlations among 6 dimensions and mental
status:

Strong magnitudes of relationships were found with
Mutuality and Communication and Stability, and Sta-
bility and Communication. Individuation did not
show any relationship with other dimensions. Yet,
only Individuation showed positive relationship with

Mental Status. (Table 6)
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TableS: Relationships among mental status and selected socio-demographic variables

Mental L1\./1ng Illness in ~ Problem/change
status” with Family” in family”
Parent(s)” y Y

Ages over 70 — A51** A485%**

Ages 18 - 29 .338%*

Education of Participant — 401*

Illness in family (— .284) 362% 528%**

" Pearson r correlation *p<.05  FEp<.01  ***p<.001
? Spearman’s Rho correlation
Table6: Correlations among 6 dimensions and mental status
Clear
communication-
Individuation-  Mutuality- Flexibility- Stability- Unclear Role reciﬁrocity—
Enmeshment  Isolation Rigidity Disorganization = communication  Role contlict

Individuation-
Enmeshment
Mutuality-
Isolation
Flexibility- o
Rigidity 472
Stability- 649w+ 352
Disorganization
Clear communica.tior?- 68T 4765 63R%H
Unclear communication
Role reciprocity- 423+ 362 474w 366+

Role conflict
Mental status .396* (.295)

Pearson r correlation

Discussion:

According to national survey of elderly care, national
average of female care providers was 85.9%'". Com-
pare to this figure our family care providers were
somewhat lower (74.3%) than national average. How-
ever, past study of ordinary Japanese family indicated
that 65.6% of participants lived with children and
12.8% of them also lived with their parent. Tt
should be noted that in comparison with the ordinary
family, only two thirds of this study participants lived
with children and three times more of them lived with

parent."’

These environments could be explained
when one looked at the average age of the participants
and at the same time looked at the condition of being
participants. The average age of the participants in
this study was 58.2 years old whereas the average age
of past study of ordinary family was 47.7 years old.
Apparently, participants of this study were older.

That could be meant that their children had grownup

and been left home, in turn their parents needed help

and care and moved in to live with them or vice versa.

*p<.05 FFp<01  FFFp<001

National survey indicated that core care providers
who live with bed-ridden elderly were almost split in
half at age of 60'”. In this regards our participants
were still belong to younger half of care providers.
Maybe because elderly who was receiving care in this

study was not necessarily yet bed ridden?!

From 1983 to 2000, according to national survey of
ages over 65, who wish to live with children who are
even when able, or when disabled, and spouse had
gone has been decreasing. Those who wished to live
with their children in 1983 were 84.3%, however, it
decreased by 2000 down to 55.6%'. Their parents’
wishes were almost down in half during last 17 years.
This trend was quite clear with elderly who lived in
urban environment. Elderly who wished to live with
their children was 40.5% in major cities, when 53.4%
in cities and 65.8% in counties'’. The study partici-
pants lived in a city near Tokyo (Megalopolis) and
responded at 37.1% living with their parent. This fig-

ure was closer to responses of major cities rather than
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cities or counties. It could be speculated that behav-
iors of Tokyo megalopolis spread nearing cities
influencing on elderly behaviors. Particularly the
trend to which influenced largely on was decrease in
three generation family. As a matter of fact, aggre-
gate rate of three generation family, family with
single parent and unmarried child and family with par-
ents and unmarried child in 1986 was 55.9%, and in
2002 was 39.3%. Drastic change was noted with de-
crease of three generation family. Whereas it was
44.8% in 1986, it came down to 23.7% in 2002. Al-
most half of what was 16 years ago. Even with the
change in expectation by elderly, family member who
could count on to care at home became two thirds of
1986 was the fact they have to face'”. In national sur-
vey, conditions of elderly living with children
indicated that to be 47%. Careful inspection with this
figure, it could be said that the participants who live
with their parents in this study were lower than na-

tional level. "

In this study 60% of family members belonged to
ages over 50 whereas 35.6% belonged to the same
age group with ordinary family. Particularly when
percentages of age groups were compared to ordinary
family, the differences were quite clear: 64.7%
vs 19.2% for ages over 70 and 76.5% vs 56.9% for
ages of 50-69 group'’. Among Japanese population,
17.2% was ages over 65 group'”. Compared with
this national level, this study group had very high per-

cent of elderly in their family.

Comparison of average score of 6 dimensions with or-
dinary family, Role is the only dimension seems to
show somewhat lower score. In past studies, average
dimension scores of role reciprocity with Japanese or-
dinary families in U.S.A and in Japan was 50.91(SD
=9.2)"" and 48.72(SD=7.98)" respectively whereas
the current study group of care providers was
47.80(SD=7.06). This could mean when there was a
family member who needed care at home, family care
provider(participants in this study) perceived less posi-
tively with Role reciprocity than participants of

ordinary family. This could be interpreted that care

provider might not be all happy to take care role of ill
family member, indicating that taking care of family
member influenced Role perception of care provider.

Care should be shared by family members no to be
pushed to a person in family. Mental status also
showed quite low score compared with ordinary Japa-
nese family. Average scores of mental status with
Japanese ordinary families in U.S.A and in Japan was
31.37(SD=5.07)” and 31.59(SD=5.28)" respectively
whereas the current study group of care providers was
27.37(SD=6.78). Typical care style of Japanese fam-
ily had been identified to choose one person in family
and gave entire care responsibility to this person.

Once became care providers, they could hardly have
their own free hours; go outing, do hobby, joining

18192020 T ower score of mental status indi-

friends etc
cating that these conditions had not been improved
long while for family care providers. Again care
should be shared among family members and needed
support should be explored and obtained in order to
avoid centering elder care to one person. Thus, take
in these considerations could contribute to obtain bet-

ter mental status for their care providers.

When there were more family members, Individua-
tion was disturbed. However, Stability was enforced.
Average number of persons in family in this study
was 3.40 ranging from 2 to 7 persons in family. As a
matter of fact, 2 to 3 persons in family occupied 60%.
Further, 74.3% of participants belonged to 2 to 4 per-
sons in family.

National average of family size was 2.81 in 1999*.
The trend of family size seemed to be shrinking. Yet,
the study family, in comparison, had somewhat more
members in family. It could be speculated that be-
cause of care needs of a family member imposed of
living together regardless of their wishes or desires.
Thus, more family members tended to keep their dis-
tance within family made difficult and made
Individuation less positive. At the same time more
members in family could provide needed help and
support thus made perception more positive with Sta-
bility. However, age of participants seemed to make

behavior somewhat different. When participants were
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older they responded with less positive perception of
Mutuality and Flexibility. These results meant that
older participants who were looking after ill family
member might feel they were not taken care of or
looked after within family. Is this a reality of elder-
elder care situation? In addition, position of family
also seemed to make different perception with Indi-
viduation. When they were parents, they perceived
less Individuation. Traditionally and even currently,
social norm was to parents in Japanese family were
still expected to act favor of children. Thus, it could
be understandable that they perceive less positive
with Individuation. This sub-dimension, even though
Japanese culture had been acculturated to western cul-
ture, might mean there was still left a little niche to

westernization.

When there was illness in family, trouble or changes
in family existed. Particularly when participants were
over 70 years old and had a member with illness in
family, their perception of mental status was tended to
be lower. In addition, mental status is lower when par-
ticipants have longer schooling. The average
schooling of participants was 13.26 years in educa-
tion. This was beyond senior high school level or
junior college level. From this point in view, partici-
pants could hope for some career rather than staying
home and socially secluded because of care role. Or
higher education had explored against their intent of
being obedience and non-questioning. Thus, making

them perceive lower mental status.

Relationships between three dimensions showed
strong magnitude of relationships:

Mutuality-Clear communication, Mutuality-Stability,
Clear communication-Stability. These relationships

seemed to prove Barnhill's healthy family systems.

Conclusions:

Role reciprocity and mental status showed somewhat
lower score than Japanese participants in past studies.
This could suggest that providing care for family
member at home might influence Role reciprocity and

mental status in negative way.

Implications:

Findings would help nurses to provide appropriate
care to not only family care providers but also to their
families.

Families of care providers could also be helped by
knowing how their family members who tend for car-
ing to their beloved perceive the family dynamics.
Thus, this awareness of family members could help to
strengthen their family function/dynamics. In addi-
tion, the aggregate of improvement of family
dynamics could lift mental status of family care
providers.

(This study had been presented at 7th International
Family Nursing Conference on June 3, 2005 in Victo-

ria, Canada)
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