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Purpose

When it comes to cancer care, the psychological well-being of family caregivers has gotten
its deserved attention. However, the specific roles that the family caregivers take have not
been examined as much. The current study aimed to investigate the distribution of family
caregivers’ roles, particularly in a family-oriented culture, Korea.

Materials and Methods

A sample of 439 participants was recruited from 11 national and regional cancer centers in
Korea. The participants who were 60 years old or above went through treatments for their
gastric, colorectal, or lung cancer. The individual survey included questions regarding the
family type, living arrangement, and the sources of support when it comes to their physical,
emotional, financial, and decision-making needs.

Results

The responses from the participants showed that cancer caregiving is shared by multiple
family caregivers; the major source of support for elderly cancer patients on diverse domains
was their spouse; patients’ reliance on their daughter(s) increased for emotional support;
and patients’ reliance on their son(s) stood out for financial support and decision-making
support. Also, the older the patients were, the heavier their reliance was on the adult chil-
dren, including sons, daughters, and daughters-in-law.

Conclusion

Future support programs for elderly cancer patients are suggested to involve multiple family
caregivers to encourage effective and efficient intervention. Also, the limitations of the cur-
rent study and the suggestions for future research are discussed.
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Introduction

Cancer caregiving involves multiple tasks. The list of tasks
can include, but not limited to, accompanying the patient to
doctor’s appointments; communicating with the medical
professionals so that the patient can make best decisions [1];
being physically available for the patient in order to help out
his/her daily functioning; providing emotional support; and
financial arrangement when the needs arise [1-3].

These multiple tasks oftentimes involve multiple care-
givers. As the current literature generally takes one caregiver
as the primary one, however, not much is known about the
distribution of the roles among multiple family members.
Even though there is a body of literature that investigated
different expectations and attitudes toward caregiving and
different manifestation of familism in different cultures [4-9],
the specific roles and the distribution of the roles among mul-
tiple family members did not get much attention. Consider-
ing the family-oriented Korean culture as an important
context of caregiving, therefore, it is worth investigating the
distribution of responsibilities in cancer caregiving within
family.

What is also unknown is whether the source of support is
different depending on family structure, gender, and age of
the patients. From the perspective of sharing the caregiving
responsibility, it is worth investigating whether different
family types with different persons available to provide care
present different patterns of responsibility distribution. Con-
sidering the different gender roles across diverse cultures, it
is worth examining who takes what caring role in the family,
whether it is consistent with the gender expectation. Further-
more, as the patient ages, the functional and mental status of
the patient might facilitate their dependence on family care-
givers. Thus, it is worthwhile to test the effect of age as well.

In this regard, the current study aims first to describe the
roles of family caregivers with respect to the support they
provide for the cancer patient family member, and second to
relate them to the patient’s family structure, gender, and age.
More specifically the current study will contextualize the dis-
tribution of responsibilities to provide care for the elderly
cancer patients in the Korean cultural context, where each
family takes care of diverse aspects of individual’s well-
being.
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Materials and Methods

1. Participants

National Cancer Center of Korea has been conducting Can-
cer Patient Experience (CaPE) survey since 2008. In the year
of 2014, the focus was put on the elderly cancer patients in
order to examine the specific needs and experiences of peo-
ple who had been diagnosed with cancer. Even though 65
and above are often agreed to be the “elderly,” 60 or above
were included in the current study as the elderly. In the
Korean context, many industries set the retirement age at
around 60, from which the cancer patient’s reliance on the
support of family members can become more conspicuous.
The data was collected from National Cancer Center and 10
Regional Cancer Centers, which consists of a random sample
from multiple regions. Only those cancer patients who were
60 or above were recruited in 2014. As the focus was the age
factor, the types of cancer were limited to three, stomach, col-
orectal, and lung cancers, which rank the highest three can-
cers in this age group in Korea [10]. Anyone who volun-
teered to participate, as long as they have no psychological
and linguistic barriers to complete the survey on their own,
participated. A total of 439 elderly cancer patients completed
the survey.

2. Procedures

The research participation opportunity was advertised
through trained research assistants in the respective cancer
departments in each of the participating cancer centers. Each
participant completed the survey for him/herself. When the
participants wanted aides in reading the survey items
because of poor eyesight or in comprehending the questions
regarding the sources of help, however, the research assis-
tants helped read the questions or record the responses, as
was in another study [11]. Also the participants’ medical
records were reviewed, under the participants’ consents, to
collect relevant data. The medical records retrieved include
cancer stage, diagnosis date, treatment types and dates, and
comorbidity.

3. Measurements
1) Demographics

Patient’s demographical information included age, gender,
living arrangement, marital status, education, income, reli-
gion, source of finance for the medical treatment, and types
of insurance. To identify the family members who can func-
tion as available resources, participants were asked to
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respond whether they have a spouse, sons, daughters, sons-
in-law, daughters-in-law, grandchildren, and siblings. This
information on the availability, instead of the living arrange-
ment, was used to identify the family structure in the current
study as the geographical distance itself does not necessarily
present a barrier for providing support in Korea.

2) Caregiving roles

In terms of the roles of caregiving, participants were asked
to identify a respective family member who was in charge of
physical support, emotional support [12,13], financial sup-
port, decision-making support [14,15], clinic visit support,
and meal-prep support. The question items were created
based on the literature on caregiving roles [1-3,12-15].

4. Analysis

For the analysis purpose, the participants were grouped
into different family types: those with spouse, son(s), and
daughter(s); those with son(s) and daughter(s); those with
spouse and son(s); those with spouse and daughter(s); and
those who are alone. Further, the participants’ responses
were compared between males and females and among dif-
ferent age groups. For the family type comparison, cross-tab
method was used to describe the pattern of the distribution,
instead of chi-square test due to the number of cells having
expected count less than five [9]. Other comparisons, accord-
ing to gender and age, were made using j? statistics.

5. Ethical statement

The survey was approved by the National Cancer Center’s
Institutional Review Board (NCCNCS13787).

Results

1. Participant characteristics

Table 1 shows the characteristics of the participants. On
average, they were 70.8 years old, ranging from 60 to 90.
More than half (281 persons, 64%) of the participants were
male. About half of the participants (48.8%) reported either
no schooling or completing primary school. Two thirds of
the participants (319 persons, 72.7%) were married. More
than three fifths (64.7%) reported they are religious. 41.2%
experienced gastric cancer, 39.4% colorectal cancer, and
19.4% lung cancer.

Table 1. Characteristics of participants (n=439)

Characteristic No. (%)
Age, mean=SD (yr) 70.80£6.24
Sex
Male 281 (64.0)
Female 158 (36.0)
Education
No schooling 46 (10.5)
Elementary school 168 (38.3)
Junior-high school 82 (18.7)
High school 101 (23.0)
College / University 39 (8.9)
Post-graduate 3(0.7)
Marital status
Married 319 (72.7)
Cohabitation 13 (3.0)
Divorced /Separated 22 (5.0)
Widowed 83 (18.9)
Single 2(0.5)
Religion
No religion 155 (35.3)
Protestant 85 (19.4)
Catholic 33 (7.5)
Buddhism 160 (36.4)
Others 6(1.4)
Cancer type
Gastric cancer 181 (41.2)
Colorectal cancer 173 (39.4)
Lung cancer 85(19.4)
Time since diagnosis, mean+SD (yr) 1.11+1.01

2. Distribution of caregiving roles
1) By family type

Out of the 439 participants (Table 1), 413 patients (94.1%)
belonged to the five family types: those with spouse, son(s),
and daughter(s); those with son(s) and daughter(s); those
with spouse and son(s); those with spouse and daughter(s);
and those who are alone. And the rest were those with
spouse only (n=4), those with sons only (n=13), and those
with daughters only (n=9). The following analyses were con-
ducted with the major fvie family types.

Taking the availability of different resources of relation-
ships in different family types into account, a consistent pat-
tern was found (Table 2). First, spouse was the main source
of physical (71.2%), emotional (68.6%), clinic visit (49.1%),
and meal prep (64.6%) support. The reliance on spouse
decreased when it comes to the financial (34.6%) and deci-
sion-making (41.7%) support, for which the roles of adult
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Table 2. Role distribution by family type

Family type
Spouse+son Son Spouse Spouse Alone
+daughter +daughter +son +daughter
No. 227 81 64 35 3 410
Physical support
Self 4(1.8) 15 (18.5) 1(1.6) 1(2.9) 2 (66.7) 23 (5.6)
Spouse 202 (89.0) NA 61 (95.3) 29 (82.9) NA 292 (71.2)
Son 6(2.6) 27 (33.3) 1(1.6) NA NA 34 (8.3)
Daughter 10 (4.4) 26 (32.1) NA 5(14.3) NA 41 (10.0)
Daughter-in-law 5(2.2) 12 (14.8) 1(1.6) NA NA 18 (4.4)
Others 0 1(1.2) 0 0 1(33.3) 2(0.5)
Emotional support
Self 2(0.9) 10 (12.3) 3(4.7) 0 2 (66.7) 17 (4.1)
Spouse 195 (85.9) NA 59 (92.2) 27(77.1) NA 281 (68.6)
Son 8(3.5) 29 (35.8) 1(1.6) NA NA 38(9.3)
Daughter 17 (7.5) 32(39.5) NA 8(22.9) NA 57 (13.9)
Daughter-in-law 4(1.8) 9(11.1) 1(1.6) NA NA 14 (3.4)
Others 1(0.4) 1(1.2) 0 0 1(33.3) 3(0.7)
Financial support
Self 41 (18.1) 21(25.9) 23 (35.9) 8(22.9) 2 (66.7) 95(23.2)
Spouse 99 (43.6) NA 19 (29.7) 24 (68.6) NA 142 (34.6)
Son 62(27.3) 42 (51.9) 22 (34.4) NA NA 126 (30.7)
Daughter 22(9.7) 14 (17.3) NA 3(8.6) NA 39 (9.5)
Daughter-in-law 3(1.3) 1(1.2) 0 NA NA 4(1.0)
Son-in-law 0 1(1.2) NA 0 0 1(0.2)
Siblings 0 1(1.2) 0 0 0 1(0.2)
Others 0 1(1.2) 0 0 1(33.3) 2(0.5)
Decision support
Self 39 (17.2) 20 (24.7) 19 (29.7) 4(11.4) 3 (100) 85 (20.7)
Spouse 118 (52.0) NA 29 (45.3) 24 (68.6) NA 171 (41.7)
Son 47 (20.7) 40 (49.4) 14 (21.9) NA NA 101 (24.6)
Daughter 19 (8.4) 17 (21.0) NA 6(17.1) NA 42 (10.2)
Daughter-in-law 4(1.8) 3(3.7) 1(1.6) NA NA 8 (2.0)
Son-in-law 0 1(1.2) NA 0 0 1(0.2)
Siblings 0 0 1(1.6) 1(2.9) 0 2(0.5)
Clinic visit support
Self 16 (7.0) 7(8.8) 9(14.1) 2(5.7) 1(33.3) 35 (8.6)
Spouse 138 (60.8) NA 39 (60.9) 24 (68.6) NA 201 (49.1)
Son 35 (15.4) 25 (31.3) 9(14.1) NA NA 69 (16.9)
Daughter 23(10.1) 28 (35.0) NA 9(25.7) NA 60 (14.7)
Daughter-in-law 13 (5.7) 16 (20.0) 6(9.4) NA NA 35 (8.6)
Son-in-law 2(0.9) 1(1.3) NA 0 NA 3(0.7)
Siblings 0 0 1(1.6) 0 1(33.3) 2(0.5)
Others 0 3(3.8) 0 0 1(33.3) 4 (1.0)
Meal prep support
Self 36 (15.9) 52 (64.2) 7(10.9) 7 (20.0) 3 (100) 105 (25.6)
Spouse 181 (79.7) NA 56 (87.5) 28 (80.0) NA 265 (64.6)
Son 0 3(3.7) 1(1.6) NA NA 4 (1.0)
Daughter 5(2.2) 10 (12.3) NA 0 NA 15 (3.7)
Daughter-in-law 5(2.2) 16 (19.8) 0 NA NA 21 (5.1)

Values are presented as number (%).
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Table 3. Role distribution by patient’s gender

Physical support”
Self 10 (3.6) 19 (12.0) 29 (6.6) < 0.001
Spouse 242 (86.1) 57 (36.1) 299 (68.1)
Son 12 (4.3) 25 (15.8) 37 (8.4)
Daughter 14 (5.0) 31 (19.6) 45 (10.3)
Daughter-in-law 2(0.7) 20 (12.7) 22 (5.0)
Emotional support®
Self 11 (3.9) 11 (7.0) 22 (5.0) < 0.001
Spouse 236 (84.0) 52 (32.9) 288 (65.6)
Son 13 (4.6) 28 (17.7) 41 (9.3)
Daughter 16 (5.7) 45 (28.5) 61 (13.9)
Daughter-in-law 3(1.1) 14 (8.9) 17 (3.9)
Financial support?
Self 83 (29.5) 24 (15.2) 107 (24.4) 0.004
Spouse 96 (34.2) 50 (31.6) 146 (33.3)
Son 73 (26.0) 64 (40.5) 137 (31.2)
Daughter 26 (9.3) 15 (9.5) 41 (9.3)
Daughter-in-law 3(1.1) 2 (1.3) 5(1.1)
Decision support?
Self 67 (23.8) 26 (16.5) 93 (21.2) < 0.001
Spouse 134 (47.7) 41 (25.9) 175 (39.9)
Son 56 (19.9) 55 (34.8) 111 (25.3)
Daughter 19 (6.8) 26 (16.5) 45 (10.3)
Daughter-in-law 3(1.1) 7 (4.4) 10 (2.3)
Clinic visit support®
Self 33 (11.7) 10 (6.4) 43 (9.8) < 0.001
Spouse 164 (58.4) 43 (27.4) 207 (47.3)
Son 39 (13.9) 34 (21.7) 73 (16.7)
Daughter 28 (10.0) 35(22.3) 63 (14.4)
Daughter-in-law 13 (4.6) 26 (16.6) 39 (8.9)
Meal prep support?
Self 20(7.1) 101 (63.9) 121 (27.6) < 0.001
Spouse 248 (88.3) 22 (13.9) 270 (61.5)
Son 2(0.7) 4 (2.5) 6(1.4)
Daughter 5(1.8) 11 (7.0) 16 (3.6)
Daughter-in-law 5(1.8) 20 (12.7) 25 (5.7)

Values are presented as number (%). *"The exact numbers are as follows: 97, ¥10, 93, 95, 914, 71.

children got relatively more important. Between sons and
daughters, sons provided more financial support than

of gender difference was consistent: sons stood out for finan-
cial (51.9% vs. 17.3%) and decision-making support (49.4%

daughters (30.7% vs. 9.5%), as well as decision-making sup-
port (24.6% vs. 10.2%); daughters provided more emotional
support than sons (13.9% vs. 9.3%), as well as meal prep sup-
port (3.7% vs. 1.0%).

When the analysis was limited to the patients who have
only sons and daughters as available resources, this pattern

vs. 21.0%) compared to daughters, while daughters’ contri-
bution to emotional support was slightly bigger (39.5% vs.
35.8%) compared to sons. Further comparison can be made
between those with spouse and sons and those with spouse
and daughters, in which the same pattern becomes more con-
spicuous: sons’ contribution to finance (34.4% vs. 8.6%) and
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Table 4. Role distribution by patient’s age

Age group (yr)
PREINE
66-70 71-75

Physical support”
Self 7(7.4) 11 (8.7) 5(4.6) 6(5.9) 29 (6.7) 0.096
Spouse 74 (77.9) 91(72.2) 69 (63.3) 65 (63.7) 299 (69.2)
Son 3(3.2) 7 (5.6) 15 (13.8) 12 (11.8) 37 (8.6)
Daughter 9(9.5) 12 (9.5) 14 (12.8) 10 (9.8) 45 (10.4)
Daughter-in-law 2(2.1) 5 (4.0) 6 (5.5) 9 (8.8) 22 (5.1)

Emotional support®®
Self 5(5.3) 11 (8.8) 3(2.8) 3(3.0) 22 (5.1) 0.009
Spouse 71(74.7) 87 (69.6) 64 (59.3) 66 (65.3) 288 (67.1)
Son 3(3.2) 8 (6.4) 19 (17.6) 11 (10.9) 41 (9.6)
Daughter 14 (14.7) 16 (12.8) 18 (16.7) 13 (12.9) 61(14.2)
Daughter-in-law 2(2.1) 3(2.4) 4(3.7) 8(7.9) 17 (4.0)

Financial support?
Self 31(33.0) 36 (27.9) 17 (15.6) 23 (22.1) 107 (24.5) < 0.001
Spouse 45 (47.9) 51(39.5) 31(284) 19 (18.3) 146 (33.5)
Son 12 (12.8) 26(20.2) 51 (46.8) 48 (46.2) 137 (31.4)
Daughter 5(5.3) 14 (10.9) 9(8.3) 13 (12.5) 41 (94)
Daughter-in-law 1(1.1) 2 (1.6) 1(0.9) 1(1.0) 5(1.1)

Decision support?
Self 31(33.3) 31(24.2) 16 (14.7) 15 (14.4) 93 (21.4) < 0.001
Spouse 42 (45.2) 59 (46.1) 40 (36.7) 34 (32.7) 175 (40.3)
Son 11 (11.8) 22 (17.2) 38(34.9) 40 (38.5) 111 (25.6)
Daughter 9(9.7) 13 (10.2) 13 (11.9) 10 (9.6) 45 (10.4)
Daughter-in-law 0 3(2.3) 2(1.8) 5(4.8) 10 (2.3)

Clinic visit support?
Self 14 (14.9) 14 (11.2) 8(7.5) 7 (7.0) 43 (10.1) 0.201
Spouse 50 (53.2) 68 (54.4) 47 (44.3) 42 (42.0) 207 (48.7)
Son 13 (13.8) 17 (13.6) 22(20.8) 21 (21.0) 73 (17.2)
Daughter 12 (12.8) 18 (14.4) 17 (16.0) 16 (16.0) 63 (14.8)
Daughter-in-law 5(5.3) 8(6.4) 12 (11.3) 14 (14.0) 39 (9.2)

Meal prep support?
Self 30 (31.6) 35(26.9) 31(28.4) 25 (24.0) 121 (27.6) 0.042
Spouse 62 (65.3) 85 (65.4) 65 (59.6) 58 (55.8) 270 (61.6)
Son 1(1.1) 2(15) 2(1.8) 1(1.0) 6(1.4)
Daughter 1(1.1) 3(23) 3(2.8) 9(8.7) 16 (3.7)
Daughter-in-law 1(1.1) 5 (3.8) 8(7.3) 11 (10.6) 25 (5.7)

Values are presented as number (%). *®The exact numbers are: ¥7, P10, 95, 93, ©5, 914, #1 cell (25.0%) have expected count
less than 5, and thus the interpretation of the j? statistics warrants caution.

decision-making (21.9% vs. 17.1%) is even higher than
daughters’; and daughters’ contribution to emotional sup-
port (22.9% vs. 1.6%) than sons’.

2) By patient’s gender

To compare the responsibility distribution depending on
the patient’s gender, chi-square statistics was used after
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deleting the options with less than five cases. This left self,
spouse, sons, daughters, and daughters-in-law in the analy-
ses. As Table 3 shows, more male patients tend to rely on
spousal support on physical (86.1% vs. 36.1%) and emotional
needs (84.0% vs. 32.9%) than female patients. More female
patients seemed to depend on their daughters for physical
support (19.6% vs. 5.0%) than male patients, as well as for
emotional support (28.5% vs. 5.7%). As far as financial needs
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are concerned, more male patients reported the couple cared
for themselves than female patients’ report (63.7% vs. 46.8%).
Still, more female patients reported their reliance on sons
than male patients did in terms of financial needs (40.5% vs.
26.0%) and decision-making (34.8% vs. 19.9%). On meal-
prep, male patients relied heavily on their spouses (88.3%),
whereas female patients cared for themselves (63.9%) if not
relying on their daughters-in-law (12.7%).

In order to see whether this gender difference could be
attributed to the availability of spouse resource, additional
analyses were conducted with only the patients who have
spouses (S1 Table). In this case, the difference between male
and female patients’ reliance on spousal support was less
noteworthy, regarding physical (94.1% vs. 75%), emotional
(91.8% vs. 68.4%), financial (37.5% vs. 64.5%), and decision-
making (52.3% vs. 53.9%) support. Still, the adult children’s
gender difference showed consistent pattern, where sons
took up the responsibility of financial and decision-making
needs while daughters took up the share of physical and
emotional support, when the patient’s spouse was not avail-
able.

3) By patient’s age

To compare the responsibility distribution depending on
the patient’s age, chi-square statistics was used after deleting
the options with less than five cases. This left self, spouse, sons,
daughters, and daughters-in-law in the analyses. Table 4
shows the results for those who are 60 through 65 years old,
66 through 70 years old, 71 through 75 years old, and 76
years old or above. The older the patients were, the more
likely they relied on their adult children’s support. Even
though spouse was the most important source of emotional
support for all age groups, the percentage declines rather
gradually (74.7%, 69.6%, 59.3%, and 65.3%), which is
replaced by their increasing reliance on daughters and
daughters-in-law (16.8%, 15.2%, 20.4%, and 20.8%) and on
sons (3.2%, 6.4%, 17.6%, and 10.9%). This pattern is more con-
spicuous in financial and decision-making support. Patients
reported taking care of themselves less and less, financially
(80.9%, 66.5%, 44.4%, and 40.4%) and in decision-making
(78.5%, 70.3%, 51.4%, and 47.1%). The decline seems to be
taken over by their sons in finance (12.8%, 20.2%, 46.8%, and
46.2%) and in decision-making (11.8%, 17.2%, 34.9%, and
38.5%).

In order to see whether this age difference could be attrib-
uted to the availability of spouse resource, additional analy-
ses were conducted with only the patients who have spouses
(S2 Table). Above all, the patient’s dependence on spouse
was rather steady across domains of support: most obviously
for emotional support (88.8%, 85.3%, 83.1%, and 89.0%),
clinic visit support (62.5%, 65.7%, 59.7%, and 56.2%), and

meal prep support (77.5%, 83.3%, 84.4%, and 79.5%). Still, the
same pattern of sons’ taking over the role was observed on
the financial (11.3%, 14.7%, 40.3%, and 41.1%) and decision-
making needs (10.0%, 12.7%, 26.0%, and 28.8%).

Discussion

1. Summary of the results and implications

As one of the first attempts to describe different sources of
support in terms of cancer caregiving, the current study pro-
vided insight on the responsibility distribution among family
members in Korean cultural context. Particularly by employ-
ing in-person administration of the survey, the responses
from elderly cancer patients were recorded accurately by
trained research assistants. Also the current study is com-
posed of a nationwide sample from diverse geographical
areas, and thus the findings can suggest multiple clinical
implications generalizable to the population.

The results show, first of all, caregiving tasks are shared
by multiple caregivers. Remarkably few studies have taken
into account the involvement of multiple caregivers and how
best to tailor existing interventions and assess outcomes for
such circumstances, even while in taking care of a cancer
patient, the responsibility gets easily imposed on one pri-
mary caregiver and the caregiver’s experience is reported to
be negative and perceived as a burden [16]. Understanding
the characteristics and resources of the family can therefore
help service providers work effectively with multiple care-
giver families or groups and suggest strategies for sharing
caregiving responsibilities.

More specifically, the current study showed the patients’
heavy reliance on their spouses, if available, particularly on
physical, emotional, clinic visit, and meal prep needs. Con-
sidering that all the participants of the current study were 60
years old or above, couples take care of each other even if the
caregiver might not be in a good shape either. Speaking of
caregivers of the general U.S. population, for example, 34
percent of the caregivers are 65 years old or above [17].
Together with this statistics, the need of strategic interven-
tions to support the elder patient and caregiver dyads is
heightened.

In the current study, different gender roles were evidenced
as well. Adult children, sons and daughters, took up differ-
ent tasks: sons provided more financial support and deci-
sion-making support than daughters, while daughters
provided more emotional support than sons. In addition,
male patients showed more reliance on their spouses than
female patients did, and the difference seemed to be taken
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over by daughters and daughters-in-law for female patients,
particularly on physical and emotional needs. Again, when
the financial and decision-making support are involved,
however, patients’ reliance on female caregivers decreases.
Male spouses and sons, instead of female spouses and
daughters, took up the responsibility of providing support
on those needs. In a Confucian culture, like Korea, men are
viewed as a source of monetary support and a decision
maker in family [18]. On the other hand, women are expected
to take care of the house-chores and to provide emotional
and daily-living related support to the family. The results
were consistent with this gender expectation, including the
contribution of daughters-in-law on meal prep support.

When patients’ age was counted, the older the patients
were, the more they depended on their adult children. It is
not surprising to see adult children take over the responsi-
bility as patients age and get weaker. Particularly in the era
with nuclear families as a norm, the aging population and
the caregiving of the elderly concerns many families. The
coordination of different types of support is necessary,
according to the current study and the literature [12-16]. And
thus it is recommended to involve the multiple family mem-
bers, including sons, daughters, and daughters-in-law, in
planning any support programs for the elderly cancer
patients in diverse situations with respect to different family
structure, gender, and age.

In sum, the literature reports that the family caregivers of
cancer patients encounter multiple stressors as well [1-3,
12-16]. However, we do not recognize their needs or their
struggles yet in the cancer care system. Considering that the
family caregivers are not necessarily educated in health-
related fields, certain information on cancer and its care will
help. In providing professional care, the medical profession-
als need to acknowledge different dynamics in family, if
hard, so that the interventions could be more effective and
efficient.

2. Limitations and suggestions

In the current study, the type of cancer was limited to the
three prevalent ones in Korea: gastric, colorectal, and lung
cancers. More diverse sample of cancer types is desirable as
the patients’ reliance on family caregivers might vary
depending on the types of cancer. For example, caregivers
pay close attention to the meal prep for gastric and colorectal
cancer patients as they believe in the consequences of food
intake [12]. On the contrary, lung cancer patients tend to
blame themselves for having smoked for a long time [19] and
experience internalized stigma, and thus might rely more on
their caregivers for emotional support. Such cancers that
involve gender-specific expectations as breast cancer and
prostate cancer might as well connotate different pattern of
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support seeking between patients and caregivers.

A longitudinal design that includes multiple types of can-
cer, therefore, can provide in-depth insights for the needs
and the adaptation of cancer patients and their family care-
givers over the course of their cancer care and survivorship.
The majority of the current study participants (96.6%) have
had cancer for less than 2 years, which made it hard to notice
a change according to the time since diagnosis. However, it
is possible to have a shift from physical and decision-making
needs in going through aggressive treatments in the first few
years since diagnosis to emotional needs in returning to their
routine. Therefore, in a longitudinal design, the interaction
between patient’s family structure, gender, age, and the care-
givers’ support domains can be more specific and provide
in-depth insights when the patients serve as their own con-
trol group with repeated measurements.

Notwithstanding its limitations, the current study pro-
vides insights on the types of support and the providers for
elderly cancer care among family members. Above all, cancer
caregiving for the elderly takes multiple family caregivers,
including the phenomenon of elderly cancer patients” heavy
reliance on their spouses, even while the spouses could be
very old as well, being later complemented by their adult
children who take up different responsibilities to provide
care for their parents. Further, the patients’ reliance on mul-
tiple sources of support differed depending on their family
type, gender, and age. In the cultural context where individ-
ual family takes the caregiving role, therefore, the current
study testifies the importance of understanding the diverse
family environments and suggests the need to develop inter-
ventions involving multiple caregivers.
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