Received: 19 March 2021

|

Revised: 26 October 2021

|

Accepted: 28 October 2021

DOI: 10.1002/jcop.22768

RESEARCH ARTICLE

Association between caregivers' characteristics
and older care recipients' well‐being among
Vietnamese immigrant families in the
United States
Christina E. Miyawaki1

|

Minhui Liu2

| Kyriakos S. Markides3

1

Graduate College of Social Work, University
of Houston, Texas, Houston, USA
2

Department of Community Care, Xiangya
School of Nursing Central South University,
Changsha, China
3
Department of Preventive Medicine and
Population Health, University of Texas
Medical Branch, Galveston, Texas, USA

Correspondence
Minhui Liu, Xiangya School of Nursing,
Central South Universityand Room 713,
Xiaoqian Bldg, No. 172 Tong Zi Po Rd, Yuelu
District, Changsha, 410013 China.
Email: liu_minhui@csu.edu.cn and
mliu62@jhu.edu

Abstract
Aims: We examined the association between caregivers'
psychological status and their older family members' (care
recipients) mental health in the Vietnamese American
community (N = 58 dyads).
Methods: Logistic regression models were used.
Results: Caregivers and care recipients were on average 53
and 75 years old, immigrated at ages 32 and 51, and had 10
and 6 years of formal education, respectively. Approximately two‐thirds of caregivers provided care for 20+
h/week for 7 years with the majority of care recipients
reporting fair or poor health. Care recipients' physical and
cognitive health had a significant association with their
depressive symptoms. However, care recipients acting as
burdened caregivers' “company” helped themselves and
felt less depressed (OR = 0.89, 95% CI: 0.80, 0.99).
Conclusion: Leveraging the tradition of Vietnamese multigeneration households, we should promote being a good
company to each other that will help the caregiver‐care
recipient dyad, as well as their family unit when planning
future interventions.
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| INTRODUCTION

Asian Americans (AAs) are the fastest‐growing major racial/ethnic group in the United States. Between 2000 and
2019, their population grew from 11.9 million to 23.2 million (95% increase) and is expected to grow to 46 million
by 2060 (Budiman & Ruiz, 2021). Similarly, the population of older AAs (65 years and older) was 2.3 million in 2017
and is expected to increase to 7.9 million by 2060 (Administration for Community Living, 2019). Despite these
trends, research on aging and health among AAs has been limited (American Association of Retired Persons
[AARP], 2014; George et al., 2014).
Among AAs, one of the fastest‐growing populations is Vietnamese Americans (Budiman & Ruiz, 2021). After
the fall of Saigon, Vietnamese refugees arrived in the United States in three distinct waves starting from 1975
through the 1990s (Alperin & Batalova, 2018; Klineberg & Wu, 2013). Currently, Vietnamese Americans constitute
the sixth‐largest foreign‐born population (U.S. Census Bureau, 2017a) and the fourth largest Asian‐origin subgroup
(Reeves & Bennett, 2004). The vast majority of the first wave of Vietnamese refugees who arrived in the United
States as middle‐aged adults are now older with many of them in need of assistance with their activities of daily
living (ADLs) or instrumental activities of daily living (IADLs) (Fuller‐Thomson et al., 2011; Kim et al., 2010). Those
who came as young children are now middle‐aged adults and many are raising their US‐born children while
attending to their aging parents' needs.
Although AA ethnic groups are heterogeneous, AAs also share common cultural backgrounds and practices. For
example, many Asian countries value collectivistic ideas and religious beliefs. Despite religious diversity across
Asian origins, family‐focused traditions and intergenerational supports are predominant (Kramer et al., 2002). Elder
caregiving is one of the traditional cultural aspects with the concept of filial piety based on Confucianism, being
highly valued and emphasized intergenerationally (AARP, 2014; Kramer et al., 2002). Multigeneration households
are common (Weng & Nguyen, 2011) and reciprocal caregiving between generations is embedded in Asian cultures
(AARP, 2014; Miyawaki, 2015) including among Vietnamese (Yeo et al., 2002). Along with the fact that Vietnamese
families in the United States are more likely to live in multigeneration households (32%) compared to all Asian (26%)
and overall US households (19%) (Cohn & Passel, 2018; Pew Research Center, 2017), family members often share
caregiving responsibilities of older family members (Miyawaki, Chen, et al., 2020).
A number of studies of the health of Vietnamese immigrants and refugees have reported poorer health and
mental health compared to other racial/ethnic groups in the United States (Fu & Van Landingham, 2012; Sorkin
et al., 2008), especially with respect to the prevalence of depressive symptoms (Kim‐Mozeleski et al., 2018; Leung
et al., 2010). However, there is limited information about the health status of Vietnamese older adults and their
family caregivers, as well as any data on their elder caregiving practices. Based on this background, we developed
the Vietnamese Aging and Care Survey (VACS) and collected data on Vietnamese older adults and their family
caregivers in Houston, Texas (N = 199) in 2018. Houston has the third‐largest Vietnamese‐origin population in the
United States after San Jose and Los Angeles in California with around 81,000 in 2016 (Leung et al., 2010; U.S.
Census Bureau, 2017b; von der Mehden, 2017). How caregivers' caregiving experiences influence their own
physical and mental health (Pinquart & Sorensen, 2003) and how care recipients' behaviors and health affect
caregivers' health (Pinquart & Sörensen, 2007) including one study with the Vietnamese population (Miyawaki,
Meyer, et al., 2020) have been investigated. These studies concluded that not only caregivers' caregiving experiences, but also care recipients' behaviors and health conditions were highly associated with caregivers' physical and
mental health. However, few studies have explored the association between caregivers' caregiving experiences and
care recipients' health. Although very limited, previous studies reported care recipients' poor health if their caregivers were burdened or stressed (Buck et al., 2015; McClendon & Smyth, 2015; Spillman & Long, 2009). Thus,
there may be a potential link between caregivers' certain characteristics and care recipient's health—how caregivers'
health and psychological health affect care recipients' well‐being in a dyadic relationship (Ejem et al., 2015;
Pristavec, 2019).
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Pearlin's (2010) stress process model guided a basic framework for this study. The model theorized that
caregivers' experiences (i.e., caregiver burden) as primary stressors, and caregivers' socio‐contextual background
(i.e., demographics, employment status) as secondary stressors are directly or indirectly associated with care recipients' mental health (i.e., depressive symptoms). Considering the small sample size of this study (N = 116),
Figure 1 shows the final conceptual model. The purpose of this study was to examine the association between
caregivers' characteristics (socio‐contextual and psychological) and care recipients' mental health (depressive
symptoms) in the US Vietnamese community.

2
2.1

| M E TH O D S
| Research design, sample, and data collection

Guided by the Principal Investigator (PI) of the Hispanic Established Populations for Epidemiologic Studies of the
Elderly (H‐EPESE) (Markides et al., 2016), as well as reviewed by a Vietnamese Community External Advisory Board
with five Vietnamese healthcare‐ and education‐related professionals, three versions of the Vietnamese Aging and
Care Survey (VACS) were developed in English and Vietnamese: Vietnamese care recipient; adult‐child caregiver;
and spousal caregiver surveys. All the survey versions covered sociodemographic, physical, mental, and cognitive
health, as well as social support and caregiving‐related assessments. More details on how the VACS was developed,
the method of data collection, and all the included variables in the three surveys are described elsewhere
(Miyawaki, Chen, et al., 2020; Miyawaki, Meyer, et al., 2020). The PI of this study received approval from her
university Institutional Review Board in regard to the Federal Policy for the Protection of Human Subject
(STUDY00000419).
Eligibility criteria for inclusion in the study included self‐identification as being of Vietnamese origin; Vietnamese and/or English language ability and Houston area residence. Care recipients were 65 years old and older living
in the community who had a family caregiver who provided help at least twice a week for 8 h per week or more.
Caregivers were adult‐children or spouses/partners of persons aged 65 years and older and cared for them for
6 months or longer. If a care recipient had multiple caregivers, we collected data on all caregivers, however, we used
the primary caregivers, those who provided the care the most, only for the analysis.

FIGURE 1

Conceptual model of care recipient outcome
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Study flyers both in English and Vietnamese were used widely to recruit the study sample. Several years before
the start of the study, the PI had established rapport with local Vietnamese social service agencies, Vietnamese faith
organizations, and Vietnamese community gatekeepers. We hired bilingual/bicultural Vietnamese‐origin research
assistants (RAs) who were familiar with the Vietnamese history, Vietnamese traditional culture, and communication
style and the PI trained them how to obtain the participants' informed consent and interview older participants who
may have physical and cognitive disabilities. RAs assisted caregivers in filling out the surveys and interviewed all the
care recipients in person upon their written consent.

| Measures

2.2

Since there were no Vietnamese versions of the survey instruments except the Center for Epidemiologic Studies
Depression Scale (CES‐D) (Radloff, 1977), we translated all the instruments and sociodemographic questions from
English to Vietnamese. A bilingual, native Vietnamese Master's level school social worker conducted forward
translations from English into Vietnamese and another bilingual, native Vietnamese post‐doctoral medical sociologist performed backward translation. All the five Vietnamese Community Advisory Board members who were
bilingual in English and Vietnamese approved the translation.
Care recipients' sociodemographic characteristics included age, gender (male = 0, female = 1), years of education, marital status (single/never married/separated/divorced/widowed = 0, married/partnered = 1) and employment status (not employed = 0, employed = 1). The number of ADL (Katz et al., 1970) and IADL (Lawton &
Brody, 1969) tasks that care recipients could independently perform was also obtained (no = 0, yes = 1). Caregivers'
socio‐contextual variables included age, employment status, self‐rated health (poor/fair = 0, good/excellent = 1)
and hours spent caregiving (<20 h/week = 0, ≥20 h/week = 1).

2.2.1

| Cognitive function

The Mini‐Mental State Examination (MMSE) (Folstein et al., 1975) was used to assess care recipients' cognitive
function. The scores range from 0 to 30 and the higher scores indicate better cognitive function. We used the cut‐
off point of <21 for cognitive impairment that has been used for immigrants with low education levels in previous
studies (Garcia et al., 2018). We considered this cut‐off point because 100% of older Vietnamese respondents in
this study were born and educated in Vietnam with an average formal education of 6.1 years and immigrated to the
United States later in life (50.7 years old). Cronbach's alpha in this study was 0.87.

2.2.2

| Caregiver burden

The Zarit Burden Interview (Bédard et al., 2001) was used. It is a 12‐item instrument measuring caregiver's self‐
reported subjective burden with a five‐point Likert scale with scores ranging from 0 to 48. Higher scores indicate
more burden. Cronbach's alpha was 0.86 in this study.

2.2.3

| Depressive symptoms

The 20‐item Center for Epidemiological Studies Depression Scale (CES‐D) (Radloff, 1977) was used for both
caregivers and care recipients to assess the level of depressive symptoms during the past week. It is a four‐point
Likert scale from 0 to 3 (scores range from 0 to 60), with higher scores indicating a greater level of depressive
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symptoms. A score of 16 or greater was set to identify an individual at risk of experiencing clinical depression. We
dichotomized this variable as <16 = 0: not depressed and ≥16: likely clinically depressed. We used the validated
Vietnamese version of the CES‐D that has proven to work well with Vietnamese‐origin older adults (Tran
et al., 2003). Cronbach's alpha for this study was 0.89.

3

| D A T A A N A L YS I S

Means and standard deviations for continuous variables and frequencies and proportions for categorical variables
were used to describe sample characteristics. Chi‐square tests and t tests were used to compare these characteristics between adult‐child and spousal caregivers. To examine the association between caregivers' psychological characteristics (caregiver burden) and care recipients' mental health (depressive symptoms), we used logistic
regression models with care recipients' depressive symptoms treated as a binary outcome. Given the small sample
size, we calculated pairwise correlation coefficients and examined collinearity using the Collin command in Stata.
No multicollinearity was found based on a variance inflation factor cut‐off score of greater than 10. We then
conducted bivariate analyses between depressive symptoms and each covariate and identified those covariates
with a p value of less than 0.1. We further examined covariates that were significant from the theoretical and
clinical standpoints. The final covariates in the full model included caregiver burden, care recipients' demographic
and health‐related characteristics (age, gender, ADL independence, MMSE), and caregivers' socio‐contextual
characteristics (education years, employment status). Three models were conducted. In Model 1, we included
caregivers' psychological status (caregiver burden). In Model 2, we added care recipients' demographic and health‐
related characteristics (age, gender, the number of ADLs that care recipients can perform by themselves) as well as
cognitive function. In Model 3, we added caregivers' education years and employment status. Person‐mean imputation on missing data was used for the CES‐D. Odds ratios and confidence intervals were reported; a p value of
less than 0.05 was considered statistically significant. All analyses were conducted in Stata 15.0 (StataCorp., 2017).

4

| RESULTS

Table 1 presents the characteristics of the caregivers and care recipients. There were 58 caregiver‐care recipient
dyads in this study (N = 116). Caregivers were on average 53 years old (age range from 21 to 82 years). The vast
majority (97%) were born in Vietnam and immigrated to the United States at an average age of 32 years old. Their
average education was ten years and 66% were currently employed. The majority (84%) lived with their care
recipients and provided care for more than 20 h a week (69%) over an average of seven years. Around 76% of them
rated their health as good or excellent. They tended to be relatively healthy as their levels of caregiver burden,
stress, and depressive symptoms were low and their caregiving experiences were generally positive. Care recipients
were on average 75 years old (age range from 65 to 90 years). All were born in Vietnam and immigrated around the
age of 51 years old (age range from 34 to 64 years). They had an average of six years of formal education. Most
(81%) rated their health fair or poor and needed assistance in their IADL such as shopping, transportation, medication management, and financial matters. About 40% of them had a risk of being clinically depressed based on the
established clinical cutoff score of the CES‐D (16 points) in Western samples (Berkman et al., 1997). The average
score of MMSE was 24.2. Because the care recipients' average formal education years was 6.1, the average MMSE
score of 24.2 was considered cognitively sound; however, about 21% of them were cognitively impaired based on
the education adjusted cut‐off score (<21).
Table 2 shows the results of three logistic regression models predicting care recipients' depressive
symptoms. In Model 1 (crude model), no statistically significant result was found between caregivers' caregiving
burden and care recipient high depressive symptoms. In Model 2 adjusting for care recipients' demographic and
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Characteristics of caregivers and care recipients (N = 58 dyads)
Caregivers
M ± SD, N (%)

Care recipients
M ± SD, N (%)

Age

53.3 ± 16.7

74.9 ± 6.2

Female

44 (75.9%)

27 (46.6%)

Married

44 (75.9%)

37 (63.8%)

Vietnam‐born

56 (96.6%)

58 (100%)

Immigration age (mean)

31.9 ± 16.3

50.7 ± 12.9

Years of residence in the United
States (mean)

22.4 ± 11.5

24.2 ± 11.7

Education (years)(mean)

10.4 ± 6.4

6.1 ± 5.8

0 year

10 (17.2%)

21 (36.2%)

1–6 years

7 (12.1%)

12 (20.7%)

7–12 years

20 (34.5%)

19 (32.8%)

>12 years

21 (36.2%)

6 (10.3%)

<$25K

24 (42.1%)

53 (91.4%)

$25K–$50K

25 (43.9%)

3 (5.2%)

>$50K

8 (14.0%)

2 (3.4%)

Variables
Background

Household income

Employment (yes)

38 (65.5%)

Language spoken at home
Vietnamese

52 (91.2%)

57 (98.3%)

English and Vietnamese

5 (8.8%)

1 (1.7%)

Living arrangement with CR
Live with CR

47 (83.9%)

Within two blocks

5 (8.9%)

Other

4 (7.1%)

Caregiving length (year)

7.3 ± 7.5

N/A

Caregiving intensity (≥20 h/week)

40 (69.0%)

N/A

Excellent

20 (34.5%)

0 (0%)

Good

24 (41.4%)

11 (19.0%)

Fair

14 (24.1%)

25 (43.1%)

Poor

0 (0%)

22 (37.9%)

Number of ADL independence

N/A

4.1 ± 2.9

Number of IADL independence

N/A

3.6 ± 2.8

Health status
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(Continued)
Caregivers
M ± SD, N (%)

Care recipients
M ± SD, N (%)

Caregiver burden

7.0 ± 8.0

N/A

Perceived stress

3.3 ± 3.3

N/A

Positive aspects of caregiving

39.6 ± 8.0

N/A

Mean depressive symptoms

8.5 ± 4.5

14.7 ± 10.2

High depressive symptoms (<16)

5 (8.6%)

23 (39.7%)

No depressive symptoms

53 (91.4%)

35 (60.3%)

Variables
Psychological health

Cognitive health
Mini‐Mental State Examination

24.2 ± 5.7
N/A

Cognitively impaired

N/A

12 (20.9%)

Note: ADL scores: 0–7; IADL: 0–9; Caregiver burden: 0–48; Perceived stress: 0–16; Positive aspects of caregiving: 9‐45;
Depressive symptoms: 0–30; Mini Mental State Examination: 0–30.
Abbreviations: CR, care recipient; M, mean; SD, standard deviation.

TABLE 2

Results of logistic regression analysis predicting care recipient's high depressive symptoms (N = 116)
Model 1

Model 2

Model 3

OR (95% CI)

OR (95% CI)

OR (95% CI)

0.42 (0.91, 1.04)

0.06 (0.83, 1.00)

0.89 (0.80, 0.99)*

Age

1.09 (0.98, 1.22)

1.10 (0.98, 1.24)

Gender (ref. male)

2.13 (0.54, 8.43)

1.32 (0.29, 6.04)

Number of ADL independence

0.76 (0.60, 0.95)*

0.72 (0.56, 0.92)*

Cognitive Function (ref. no dementia)

5.21 (1.19, 22.84)*

8.87 (1.63, 48.28)*

Variables
CG's psychological status
Caregiver burden
CR's characteristics

CG's characteristics
Education years

1.03 (0.91, 1.17)

Employment status (ref. employed)

0.30 (0.06, 1.43)

Abbreviations: 95% CI, confidence interval; CG, caregiver; CR, care recipient; OR, odds ratio.
*p < 0.05.

health factors, the number of ADL independence was significantly associated with lower odds of high
depressive symptoms (OR = 0.76, 95% CI: 0.60, 0.95). Care recipients with cognitive impairment experienced
more than 5 times greater likelihood of reporting high depressive symptoms compared to those with no
cognitive impairment (OR = 5.21, 95% CI: 1.19, 22.84). Model 3 shows that the relationship between care
recipients' cognitive function and high depressive symptoms remained in the same direction: care recipients
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with cognitive impairment were significantly more likely to report high depressive symptoms (OR = 8.87, 95%
CI: 1.63, 48.28) compared to those with no cognitive impairment. Care recipients who were more independent
remained less likely to report high depressive symptoms (OR = 0.72, 95% CI: 0.56, 0.92). The relationship
between burdened caregivers and caregivers' depressive symptoms became statistically significant: care recipients who were cared for by burdened caregivers were significantly less likely to report high depressive
symptoms (OR = 0.89, 95% CI: 0.80, 0.99). But caregiver's socio‐contextual characteristics did not seem to
matter for care recipients' mental condition.

5

| DISC US SION

Using the VACS health data on Vietnamese older adults and their family caregivers in Houston, Texas (N = 58
dyads), we examined the association between caregivers' psychological status (caregiver burden) and care
recipients' mental health (depressive symptoms). All the Vietnamese families in this study tended to live in ethnic
enclaves and resided in multigeneration households, speaking the Vietnamese language at home and keeping their
traditional house structure. Overall, care recipients appeared to be satisfied with their lives and reported low levels
of depressive symptoms.
We found that when the caregivers were burdened, the care recipients reported fewer depressive
symptoms. This finding was unexpected and rather surprising; however, this pattern has long been proposed
and theorized as Social Exchange Theory (Homans, 1958). Social Exchange Theory posits that interaction
between persons is an exchange of goods, material, and nonmaterial (p. 597), and our social behaviors often
resonate and are assembled by the exchange. Ejem and colleagues' dyadic study (2018) (N = 1279 dyads) guided
by the Social Exchange Perspective (Cook & Rice, 2003) is one relevant study that supports our finding. Social
Exchange Perspective includes the physical (i.e., care recipient helping caregivers with chores), social (i.e., care
recipient becoming a helpful company to caregivers), and psychological (i.e., care recipient making caregiver
feel useful) exchange of subjective goods. Black caregivers having objective caregiver burden were more likely
to report high depressive symptoms compared to nonblack counterparts. However, in terms of caregivers'
subjective burden when Black care recipients exchanged the social good by playing a “helpful company” role
(Ejem et al., 2018, p. 101)—by being a good company when their caregivers care for them—benefitted the Black
care recipients, brought an exchange of a balance in the care relationship with caregivers and reduced caregivers' care burden. By doing so, care recipients felt better and showed fewer depressive symptoms. This
interaction was found only with Black caregiver–care recipient relationships. It is possible that Vietnamese
caregivers like African Americans tend to emphasize strongly the value of filial obligations which might reflect a
potential cultural acceptance of interdependence between caregivers and care recipients (Ejem et al., 2018; Ta
Park et al., 2019). It is possible that African Americans and Vietnamese may see caregiver burden differently
from their white counterparts (Skolarus et al., 2017).
Some strengths of this study include the use of dyadic data which is rarely done as well as the focus on an
understudied population. A significant limitation, however, is the reliance on cross‐sectional data using a relatively
small sample (N = 58 dyads). These associations can go from both ways—caregivers and care recipients. Thus, we
cannot infer causal relationships requiring caution when interpreting the findings and the results are not generalizable. A cultural concept such as saving face—the ability to preserve the public appearance of the patient and
family for the sake of community propriety (Kramer et al., 2002 p. 228)—is a common and important practice in
Asian cultures (Kramer et al., 2002). This practice may prevent the study participants from providing honest
answers to the survey questions as well as admitting having depressive symptoms. Social desirability bias can add
another nuance to the survey answers. Further investigation with larger sample, longitudinal investigations, or in‐
depth face‐to‐face interviews is warranted.
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| C ONC LUS I ON

Our study suggested a hypothesis to examine if care recipients becoming a company to their caregivers and
exchanging the balance of caregiver‐care recipient relationships may reduce caregivers' burden and at the same
time promote the care recipients' mental health as a future study. Given limitations inherent in cross‐sectional data,
it is strongly recommended that we use a larger caregiver‐care recipient dyads data and examine this relationship
longitudinally. Despite limitations, this study has contributed an additional layer to the existing caregiving literature
by focusing on an understudied population and using dyadic data. The investigation on the association between
caregivers' characteristics and care recipients' mental health is still relatively under‐explored but a feasible area of
research (Ejem et al., 2015). Our findings have implications for interventions aimed at reducing caregiver burden in
the Vietnamese American community while promoting the well‐being of dependent older adults. First, since
Vietnamese people tend to live in multigeneration households, sharing their caregiving roles within their family and
relatives can alleviate the primary caregiver's burden and stress. Because Vietnamese older adults and their caregivers are an underrepresented segment of the population, it is important to approach them in culturally and
linguistically appropriate ways. For example, while we focus on caregivers and care recipients and consider interventions to mitigate their stress and depressive symptoms, we should treat them as a family unit because that is
the Vietnamese tradition. Using bilingual and bicultural Vietnamese‐speaking personnel, we may conduct qualitative
interviews and solicit caregivers' and care recipients' perspectives on social and psychological exchange to promote
being a good company to each other because these interventions may help not only caregivers and care recipients
but also their family's health and mental health.
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