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      Abstract


      Aim


      The purpose of this study was to examine the feasibility, acceptability, and short-term outcomes of a theoretically based educational counseling intervention designed to decrease the caregiving burden, gender role pressures, and depressed mood and to increase role acceptance in employed female caregivers.


      Methods


      A single group, pre- and post-test design was utilized. Eight middle-aged, Japanese working female caregivers who had a minimum of a high school education participated, four of whom participated with a spouse. Feasibility and acceptability were assessed with the completion rate of the intervention and at-home assignments. Acceptability was assessed with the caregivers' feedback regarding the intervention. Standardized questionnaires were used to measure the short-term impact of the intervention. Four sets of educational materials were delivered at one- to three-week intervals during five 1-hour face-to-face sessions with a nurse educator over the course of seven weeks. Four sessions were provided to the caregivers, and one session was given to both the caregiver and her spouse.


      Results


      Certain changes occurred in the caregivers' expressed feelings, in the caregiving burden, and in the self-care time during the weekends.


      Conclusions


      A brief, theoretically based nurse-delivered educational counseling program benefited employed female caregivers.


      Keywords


      Emotional stress, Family caregivers, Gender issues, Feasibility study, Pilot project


      Introduction


      Thousands of older, Japanese adults are cared for by employed female family members. In 2016, 27% (34 million) of the population was over 65 years of age, and approximately 18% (6 million) were care receivers [1]. An estimated 2.9 million women are home-based family caregivers, and 32% of these women (931,300) are middle-aged [2]. The desire for employment among married woman has increased, and 75% or more of the female workforce comprises women aged 45-54 years old [3].


      Women desire employment because of Japan's slow economic recovery, because of the restructuring of the lifetime employment system, and because of the citizens' loss of confidence in the national social welfare system [4,5]. A new policy that promotes home-based care for older adults designed to reduce the costs of medical-nursing care [6] places substantial pressure on an already busy daily routine of working family caregivers [7]. Family care leave is a formal service that promotes the work-life balance of female caregivers but is utilized by less than 3% of eligible caregivers [8]. In 2010, approximately 80,000 family caregivers terminated their employment [2], and more than 50% were middle-aged women [9]. A large survey managed to assess the psycho-physical condition of home-based family caregivers and revealed that slightly more than 25% of them were depressed [10]. Even though they are not forced to resign, a depressed mood is said to be as one of the major mental disorders of the working population [11]. The exact proportion of mental health disorder cases among working female caregivers has not been reported yet; Minegishi and Shiwatari (2015) [12] observed 422 female care-workers regarding depressed moods and reportedthat more than 40% were clinically depressed. Compared to those who were not clinically depressed, the depressed female care-workers were working significantly harder to balance their job and housework tasks [12]. For the nursing profession, the top three ranked reasons for resignation included nurses' health problems and care for their families [13]. These findings support that working female caregivers need mental health care.


      The feelings of these caregivers fluctuate due to the contradictory influences of governmental policy and the less obvious, deeply embedded, normative cultural beliefs regarding caregiver responsibilities. The current study hypothesizes that Japanese, middle-aged, employed female caregivers have incorporated their role as part of their own identities and are culturally obligated by society to be "good caregivers" by taking care of their aging parents.


      The conceptual framework of the problem currently being studied comprises the following four concepts 1) Japanese gender role pressures, 2) Oppressed feelings or demands, 3) Feelings of acceptance by the spouse, and 4) Caregiving burden. Based on the results of two former studies, a literature review concerning the gender issues affecting contemporary Japanese female caregivers of elderly relatives and a grounded-theory study that explored the lived experiences of employed female caregivers within a cultural frame of reference, while also drawing on other international literature, these concepts have been reported elsewhere [7,14].


      Japanese gender roles include attitudinal behaviors that reflect societal expectations that women should maintain harmony by valuing older adults or males and by providing caregiving, along with valuing the protection of family privacy and avoiding inconveniencing others [7,14,15]. Caregiving is imprinted deeply in the psyche of the caregivers and further operates as a sense of norm or an invisible pressure from social public defined as Japanese gender role pressure. This role is reflected in the typical life course of traditional middle-aged Japanese women, which is to work outside of the home for the prosperity of the household if the elders are in good health and then to leave their jobs to dedicate themselves to housework and to caregiving for the elderly person's entirelife.


      Oppressed feelings or demands are defined as negative feelings toward one's self or demands on task-sharing and valuing personal life. These feelings provoke the internalization of the burden of objective Japanese gender role pressure, which encourages the prioritization of caregiving and housework tasks over self-care, without complaining about the aforementioned values of protection of family privacy and with avoiding inconveniencing others [7,14,15]. Japanese gender role pressure has negative consequences for women and results in the relinquishment of the self to meet the needs of the agingparent, husband, and general household, engendering feelings of guilt and shame toward themselves [7,14].


      Feelings of acceptance by the spouse are defined as demands of the caregivers to their husbands. Based on the Japanese gender role pressure, the value of avoiding inconveniencing their spouses makes female caregivers apologetic toward them for requesting task-sharing, and it further harbors skeptical feelings, impeding the frank expression of any oppressed feelings or demands. In Japan, role is supported by the husband's communication style, which tends to be overbearing and not receptive to the wife's complaints, and the wives tends to be sympathetic and dependent [16-18].


      If there is a lack of spousal support for female caregivers, it is difficult for women to make time for self-care, both interpersonally and logistically. The results from a completed study on time management revealed that self-care time on weekends for female caregivers was shorter than that for males (female, 5 hours 10 minutes vs. males, 6 hours 49 minutes). Additionally, time spent doing housework was much longer for females than for males (4 hours 36 minutes vs. 1 hour 29 minutes, respectively) [19].


      These factors increase the final concept of the caregiving burden, which is defined as the strain on the care givers provoked by internalized burdens from objective Japanese gender role pressure, which encourages care giving and housework over self-care. This outcome is in addition to a full- or part-time workload, to the absence of complaining about oppressed feelings or demands, and to the aforementioned values of protection of family privacy and avoiding inconveniencing others [7,14,15]. As a result, the care givers may experience caregiving burden, depressed mood and lower role acceptance [7].


      To date, there have been a number of intervention studies on Japanese family care givers [20-22]. Among them, Mochizuki (2005) [20] attempted RCT for family caregivers by managing a two-week psychoeducational intervention program that aimed to reduce care giving burden and to improve the feeling of satisfaction of caregiving. Two sessions were performed, including one face-to-face meeting to listen to and sympathize with the caregiver's feelings and to encourage them by providing abrochure that contained information on coping with a caregiving life. One telephone conversation occurred after the week of the first session as a follow-up. Although the researcher hypothesized a relationship between the social norm and caregiving burden of daughter-in-law caregivers, no theoretical background or framework was shown for the program or for the intervention material. There was no significant difference in the feelings of satisfaction of caregiving, despite the impact on the caregiving burden. Mochizuki concluded that the lack of impact was due to the short period of intervention.


      Therefore, there are no known, theory-based, culturally appropriate programs to assist working female caregivers in dealing with the magnitude of caregiving stressors. The Coping with Oppressed Feelings Program (COFP) was designed to contribute to caregivers' skills for coping with distress and for promoting self-care within a theoretical framework.


      Study Aim


      The purpose of this study was to evaluate the feasibility, acceptability and short-term impact of the COFP with respect to caregiver behavioral and emotional outcomes.


      Methods


      Study design


      A single design was used, and the impact was evaluated using comparisons between pre- and post-intervention scores on standardized questionnaires. Some items were developed.


      Participants, recruitment and protocol


      After obtaining signed informed consent from the director of the caregiving industry or from public health organizations, caregivers were recruited in three different districts of one prefecture in Japan. The directors, managers or organization administrators recommended a few eligible caregivers, and a trained nurse educator (NE; the author) contacted them face-to-face at their work place. In addition, convenience and snow-ball sampling (a participant recommended other eligible caregivers) were used to avoid provoking resistance from eligible participants based on their motivation to protect family privacy. NE recruited caregivers who met the following study criteria: a) Married, living with their spouse and employed (including part time and self-employment); b) regularly enrolled in the caregiving of an elderly parent or parent-in-law, Regardless of whether the caregiver was living with the elderly family members or not; and c) The elderly family member was house-bound, chair-bound or bed-bound, in reference tothe criteria of the Japanese Ministry of Health and Welfare. The following were the exclusion criteria: a) Separated or divorced, b) Having no children and c) irregular frequency in caregiving for the elderly members.


      After obtaining signed informed consent, baseline measurements were assessed, followed by the first intervention session. Four sessions were given to the caregivers, with one joint session provided for the caregiver and her spouse. These sessions were scheduled and completed by NE with a semi-structured script in a private room at the caregiving facility or at the caregivers' homes. All the sessions were recorded upon consent.


      The length of the entire intervention was seven weeks from the beginning of the first session to the last leg of the fifth session. Five one-hour face-to-face sessions at one- to three-week intervals were given. The intervention period was based on the systematic review or the meta-analysis on interventions for family caregivers [21,23], which has been suggested to improve mental health outcomes.


      Theoretical framework and study hypothesis


      The COFP was derived from three theories: Japanese gender role theory [7], the theory of structured writing [24], and social cognitive theory [25]. The Japanese gender role theorywas developed based on two former studies [7,14] and was used to further compose the framework of the intervention.


      Japanese gender role theory and the theory of structured writing was applied when creating the study materials. Japanese gender role theory and social cognitive theory were applied when structuring the intervention.


      In applying the theory of structured writing, "expressive writing" was used in the current study to improve emotional health by providing a release for previously inhibited thoughts or behaviors, thus facilitating the development of stress-related thoughts so that the caregivers habituated to them [24,26]. In applying social cognitive theory, the concepts of observational learning, reinforcement, and emotional coping responses [25] were used in the study materials, including one joint session with both spouses.


      Seven conceptual outcomes [expression of oppressed feelings or demands (here after, expression of feelings), feelings of acceptance by the spouse (acceptance by spouse), self-care, caregiving burden, Japanese gender role pressure (gender pressure), depressed mood and role acceptance] were observed and assessed. As a consequence, the author proposed the following outcome/ hypothesis. The primary outcomes of the intervention were as follows: a) Caregiver feeling released from the above feelings or demands by raising awareness and normalizing it, b) Addressing the demands of emotional support and task-sharing with the spouse by re-examining his interpersonal support and feeling free to express the feelings, which further heightens acceptance by spouse, and c) Engaging in self-care activities on a more regular basis. The secondary outcomes were to decrease caregiving burden, gender pressure and depressed mood and to increase role acceptance among caregivers in relation to the pre-intervention measurements. Figure 1 shows the relationship between the intervention and the concepts graphically.


      
        Figure 1: Moving from left to right, the Coping with the Oppressed Feelings Program (COFP) intervention is designed to increase the caregiver's expression of oppressed feelings or demands to spouse, which decreases the caregiving burden, the Japanese gender role pressure, and the depressed mood. The intervention also increases feelings of acceptance by the spouse, which decreases caregiving burden, Japanese gender role pressure and depressed mood and increases role acceptance. The intervention further increases the amount of self-care, which decreases caregiving burden and depressed mood and increases role acceptance. COFP is derived from three theories: the Japanese gender role theory [14], the theory of structured writing (Pennebaker, 2004), and the social cognitive theory [25]. Two theories (Japanese gender role and structured writing theory) were used for the content, which included at-home assignments, and two (Japanese gender role and social cognitive theory) were used for the structure. As for the operational elements, the COFP included five one-hour face-to-face sessions managed by a trained nurse educator (NE; the author) at one- to three-week intervals with a semi-structured script. Four sessions were for the caregivers, and one session (session four) was provided for the caregiver and her spouse (joint session). The length of the entire intervention was seven weeks. The COFP consisted of four materials: a booklet, a writing log, a tip-sheet for self-care activities, and a joint session. See Table 1 for session description and materials. View Figure 1

      


      Intervention


      The COFP consisted of four study materials: a booklet, a writing log (here after, the log), a tip-sheet for self-care activities (tip-sheet), and a joint session with both spouses. The joint session served as an educational resource for the caregiver regarding the acceptance by spouse element and was designed for the purpose of the intervention. See Table 1 for the session descriptions and materials.


      
        Table 1: Session description and materials. View Table 1

      


      Study measures


      This study was evaluated by assessing its feasibility, acceptability and short-term impact.


      Feasibility and acceptability were assessed by examining the 1) Completion rate of the intervention sessions and 2) Completion rate of the at-home assignments. Acceptability was further assessed by the caregivers' perception of what they had gained from participating in COFP and their feedback regarding the importance of the intervention, which was provided mainly in the exit interview.


      Measurements of the short-term impact of the intervention


      Standardized questionnaires with established validity and reliability were used to measure the conceptual outcomes. Some items were developed. Demographic data were obtained through methods of self-reporting.


      Expression of feelings was measured in three measurements: The Measure of Self Expression [27], a single question on the meaningfulness of the writing experience [24], and task-sharing. For the MSE, an index was computed by adding the scores obtained for two items (expressing to spouse caregiving for aging parents and feelings of isolation) from the overall scale. Response options ranged from two (never) to 10 (fully). The Cronbach's alpha coefficient for the overall scale among Japanese college students was 0.92. Meaningfulness of the log included caregivers' remarks on the experience of completing the log each day, which served to check the effectiveness of the manipulation of the log [26]. Responses ranged from one (never) to 10 (fully) per item. A score above five denoted a higher skill of expression [24]. Task-sharing was measured using one item for the caregiver, which asked if she shared the task of caregiving with her spouse (yes or no).


      Acceptance by spouse was measured using one item for the caregiver, which asked whether the caregiver felt accepted by her spouse the way she was (yes, no, neither, unknown).


      Self-care was measured using one item from the total scale of the Actual Private Space Function Scale (APSF-S) [28] as well as the self-reported self-care time during weekdays (weekday time) and weekends (weekend time). APSF-S asked for the caregivers' levels of actualization of securing time for rest and relaxation. Responses ranged from one (not secured) to four (fully secured). Higher scores denoted a higher level of actualization in securing time for self-care activities. Cronbach's alpha coefficient for the Japanese college students was 0.83 for the total scale.


      Caregiving burden was measured using the Japanese Zarit Burden Interview (J-ZBI), a 22 item self-report inventory that examined the caregivers' strain. Response options ranged from zero to 88. A higher score denoted a higher strain. Cronbach's alpha internal consistency reliability coefficient with Japanese subjects was 0.93 [29].


      Gender pressure was measured using the Scale of Egalitarian Sex Role Attitude-short version (SESRA-S), a 15 item self-report inventory that examined the level of norm consciousness in terms of gender pressure. Response options ranged from 15 to 75. A higher score indicated the perception of less pressure. Cronbach's alpha internal consistency reliability coefficient with Japanese college graduate students and spouse subjects was 0.91 [30].


      Depressed mood was measured by the Center for Epidemiologic Studies-Depression Scale (CES-D), a 20 item self-report measurement of the psychological and physical symptoms of depressed mood [31]. Response options ranged from zero to 60. The cut-off point was 16 and above. Reliability of Spearman-Brown formula for Japanese adults was 0.79.


      Role acceptance was measured using eight items from the Role Acceptance Scale (RAS), which assessed caregivers' satisfaction with their current role. Response options ranged from eight to 40. A higher score indicated higher satisfaction with their current role as a female working caregiver. The Cronbach's alpha coefficient for the Japanese general population has been reported to be 0.87 for the total scale [32].


      Pre- and post-test scores were obtained for all the measurements.


      To assess the gains and changes in caregiver skills, including expression of feelings, acceptance by spouse, self-care and task-sharing, the interview data was obtained during the sessions and in the exit interview. The caregivers were asked 1) After participating in the session, have your feelings concerning the life of caregiving, including how to manage valuing your own time for self-care, changed? 2) What about sharing tasks with your spouse? and 3) Any reaction from your husband concerning your provision of a life of caregiving?


      Data Analysis Strategy


      Prior to evaluating the short-term impact of the intervention, the distribution and presence of outliers and the floor and ceiling effects in the data were assessed. Given the small sample size of this study, the author was interested in describing the changes in median scores and in testing their significance using two-tailed, non-parametric tests [33,34]. Specifically, the Wilcoxon signed-rank test was used to evaluate the differences between pre- and post-intervention scores. IBM SPSS Statistics for Windows, version 23.0, was used to analyze the descriptive data. Statistical significance was set at P = 0.05; the presence of a significant trend was indicated at P < 0.10.


      The interview data obtained during the sessions were digitally audio-recorded and converted into verbatim transcriptions, and their contents were analyzed and extracted as complete ideas or a manifest meaning in either a noun or verbal expression [35]. Data were collected between November 2011 and May 2013.


      Ethical Considerations


      The study was conducted after obtaining approval from the IRB of the University of Tsukuba, Faculty of Medicine (No. 23-249, 23-249-1, 23-249-2, 23-249-3, 940). NE gave a written statement to the participants, which explained the study's purpose, methods, voluntary basis of participation and protection of anonymity based on the Declaration of Helsinki. For each participant, NE explained that the collected data would be used for the current study, specifically, and obtained signed, informed consent.


      Results


      Description of the study sample


      A total of eight caregivers participated in the study. Four were nurses, and the rest were care-workers. Four participants were full-time workers, and three were part-time. One caregiver retired before retirement age and ran a self-employed business. None of the participants worked night shifts. All the caregivers were middle-class with, at a minimum, a high school education. The caregivers were between 45 and 65-years-old (mean 57.50 ± 7.86). The length of time spent caring for their aging parent ranged from 1 to 8 (mean 5.1 ± 2.67) years. Their weekly hours of employment were between 4 and 50 (mean 29.4 ± 16.72) hours. These demographic characteristics were similar to those observed in Japanese middle-aged, employed females in national census data and existing intervention studies conducted with Japanese caregivers [9,20,22]. No changes in employment conditions were reported during the study.


      There were eight care-receivers (aging parents), most of whom had dementia. Two were natural parents, and the rest were parent-in-laws. These care-receivers were between 80 and 102 (mean 89.38 ± 7.70) years old. One of the participants was home-bound, four were chair-bound, and three were bed-bound. Four of the care-receivers lived with the caregiver, and three lived in the neighborhood. One care-receiver was institutionalized throughout the intervention. Two care-receivers were institutionalized during the intervention sessions. After completing the intervention, all the caregivers reported that the health status of their aging parents had deteriorated.


      Feasibility and Acceptability


      Completion rates of the intervention sessions


      All eight caregivers completed all the intervention sessions at the planned interval, except the joint session (Session 4), which only 50% of the caregivers completed. The caregivers whose spouses declined shared the following three reasons for non-participation: the spouse was not interested in participating, the spouse was too busy because of his work or providing care, and the caregiving demand of the spouse was very low.


      Completion rates of the at-home assignments


      There were three at-home assignments: booklet reading, the log, and use of the tip-sheet. The completion rates were 100% for the booklet reading and 87.5% for the log. One caregiver did not complete the log at the planned interval and claimed that she did not have the time to do so. However, this caregiver selected the log activity on the tip-sheet and submitted log contents to the NE throughout the intervention. Some caregivers mentioned that the booklet brought them many ideas of other working female caregivers' similar situations. The caregivers also shared that writing in the log was troublesome at the beginning but bored the monthe last day.


      For the tip-sheet, the completion rates were 100% for Session 3-i and 75% for Session 3-ii. The caregivers attributed the decline observed in the frequency of using the tip-sheet to the three following reasons: having no time for themselves, worsening health status of aging parent, and illness of the caregiver.


      Short-term impact of the intervention in the overall study sample


      See Table 2 for a summary of the study outcomes. The scores of meaningfulness of the log (Z = -2.229, P = 0.026), weekend time (Z = -1.841, P = 0.066), and J-ZBI improved significantly (Z = -1.863, P = 0.063). No improvements occurred in the MSE, APSF-S, weekday time, SESRA-S, CES-D, or RAS scores. However, some median scores changed in an improved direction, including the concepts (measures) related to express the feelings (MSE, 6.00 vs. 7.00) and role acceptance (RAS, 24.00 vs. 25.00). Self-care (APSF-S) remained stable (2.00 vs. 2.00). However, weekday time (90.00 vs. 60.00) and gender pressure (60.50 vs. 58.50) decreased. Depressed mood, whilethe median scores were under the cut-off point, increased slightly at the post-test (14.50 vs. 15.00).


      
        Table 2: Pre- and post-intervention standardized measurement scores for the overall study sample. View Table 2

      


      Caregiver-reported skills after program completion


      See Table 3. In addition to obtaining data on standardized measures, exit interviews were conducted in which the caregivers reported what was gained that they attributed to COFP participation. The caregivers reported improvements in expression of feelings, gaining self-care skills, and task-sharing, citing that they had been "released from the pressure of being a good caregiver" or "gained the skills for task-sharing to avoid troubling or dishonoring their spouses". These are typical examples of gender roles in Japan. Even individuals who showed no improvement provided reasons for the identification of such outcomes. For example, the caregivers described gaining skills in self-care, claiming that "before participating in the program, taking time for myself invoked judgement that I was a bad caregiver" (ID4). Caregivers who did not experience improvements in task-sharing shared the following reasons: desire to avoid troubling her spouse because he was too busy at work and the provision of care to the caregiver's own parent (ID3). Caregivers improved upon these skills and described how they involved their husbands in tasks by "cautiously expressing their demands and avoiding dishonoring him" (ID8). Four caregivers (ID1, 2, 4, 5, 50%) reported that their spouses shared tasks upon entry into the study (ceiling effect).


      For acceptance by spouse, the caregivers' participation in Session 4 further improved their skills in expression of feelings; thus, they gained the acceptance (ID3, 4). At that same time, claims voiced by caregivers implied that discussions with spouses concerning caregiving or oppressed feelings or demands occurred infrequently, unless the couple made an effort (ID1 spouse, ID7).


      Additionally, spouses indicated that they exhibited poor listening skills when their wives were expressing the feelings, which was attributed to attitudes associated with the male gender role and was further correlated with the caregivers' acceptance by spouse. In fact, during interviews with the caregiver or couples conducted in Session 4, post-intervention improvements in three caregivers were revealed (ID3, 4, 5; 37.5%). However, there were no improvements identified in the remaining five caregivers; one caregiver (ID8) changed to a negative perception of acceptance; one caregiver (ID1; S4 participant) maintained a positive perception; and the remaining three caregivers (ID6, 7, one Session 4 participant; ID2) remained negative throughout the study. Following the intervention, a caregiver that improved her acceptance by spouse claimed, "the joint session was the FIRST TIME I was able to understand my husband's thoughts on caring for his mother" (ID4). Moreover, one spouse expressed the following when asked how he listened to his wife's feelings or demands: "Because I am a male, I cannot" (ID4 spouse).


      Discussion


      Hypothesis 1: The caregivers feel released from oppressed feelings or demands by raising awareness and normalizing them


      Meaningfulness of the log and caregiving burden (J-ZBI) changed significantly at the post-test; however, no improvement occurred in gender pressure (SESRA-S). Based on the comments of the caregivers on the study materials, booklet reading seemed to bring a raised awareness of the caregivers in the feeling that they were not alone. Additionally, the writing log experience released the oppressed feelings in some way. At the same time, some caregivers mentioned the log was troublesome at the beginning and on the last day, which indicates the log contents have a room for improvement. Mackenzie and others (2007) [26] examined whether the log reduced stress for family caregivers of older adults with two other themes besides emotional disclosure (same as the current study); one was about how they spend their time (time-management), and the other was about significant world events that did not affect them personally (history writing). Among those three themes, time-management significantly decreased the score of the general health questionnaire. Time-management was possibly beneficial for working female caregivers, as they have a busy daily life [7]. Adding time-management to the log might be useful in future studies.


      Hypothesis 2: The caregivers address the demands of emotional support and task-sharing with the spouse by re-examining his interpersonal support. They feel free to express their feelings, which further heightens acceptance by their spouse.


      No improvement occurred in expressing of feelings (MSE) to the spouse. Further, in their statements, the caregivers reported improvements in expressing their feelings or task-sharing. Typical examples of gender roles in Japan were confirmed, such as avoiding troubling or dishonoring spouses. Moreover, the caregivers shared that they infrequently held discussions with spouses concerning caregiving or oppressed feelings, unless the couple made an effort.


      The consequences of lack of improvement in the caregivers' expression of feelings might be rooted in their recognition that talking about caregiving or their aging parents would be troublesome for their spouses; therefore, that expression was disturbed. Corporate managers often find it difficult to grasp that working caregivers for aging parents need assistance in balancing their job and life compared to child-raising workers. The main reason has been assumed to be that caregiving for aging parents is difficult to tell others about, as it contains negative images [36]. Furthermore, the current study participants were nurses or care-workers. These formal caregivers have been reported to have tendencies that include avoiding disclosure of or consulting about personal problems related to work with their supervisors [37,38]. In light of this, one of the reasons for caregivers to have been disturbed to express their feelings might have been related to this recognition by the formal caregivers. These arguments additionally affect the lack of improvements to the depressed mood (CES-D) or role acceptance (RAS) for formal caregivers in the context of work-related stressors [37]. In the current study, while it was under the cut-off point, the median score of the CES-D increased slightly at the post-test (14.50 vs. 15.00). The caregiving of personal, aging parents by formal caregivers has been suggested to be a different experience compared to caregiving as an occupation [39]. Therefore, future research is needed to explore how the caregiving experience of personal, aging parents is different than their occupational phenomenon and its impact on caregiving-related stressors.


      Hypothesis 3: The caregivers engage in self-care activities on a more regular basis.


      Self-care time during the weekends improved significantly at the post-test. Furthermore, caregivers shared that they had been released from the gender role pressure of being a good caregiver after the program, which made them feel fine about saving their own time. However, no improvements occurred in APSF-S and self-care time on weekdays. At the post-test, the median of the weekday time (60 minutes) was much shorter than the average length of time allotted for wives in dual-income couples (130 minutes, Nagase Co., Ltd, 2013) [40]. Additionally, the completion rate of the tip-sheet was 100% for the first two weeks; however, it decreased to 75% in the next three weeks. The main reasons were lack of time for the caregivers or the worsening of health status of the aging parents or caregivers. This result suggests a consideration of alternative measures to prepare for those sudden events as well as collaboration with other family members to manage the necessary tasks.


      Implications for Clinical Practice


      When compared to existing intervention studies of Japanese family caregivers [20-22], The current study was innovative in the following two respects: a) the caregivers engaged in discussions regarding the caregiving situation with an objective NE, who invited them to describe their situation. This initiation of disclosure has traditionally not been performed during interactions with Japanese women because their focus is supposed to be on protecting familial reputations and harmony. b) In this study, female caregivers participated in expressive exercises that are not common or normative for Japanese female caregivers. However, the caregivers gained motivation for self-care andattributed these positive changes to shifting away from caring for others to caring for oneself, which justifies the importance of the current program.


      For formal caregivers, caregiving could be recognized as a "daily routine", or the typical activities in their everyday occupation. However, caregiving for one's own aging parents "may be associated with complex emotions, such as resentment about time and effort expended as well as sympathy and anticipatory loss of a loved one" [14, p.25]. The quote "I understand his/her dementia as a care-worker, but I cannot accept the reality" [39, p.68] denotes the difficulty of formal caregivers' caring for their own aging parents. Therefore, the effect of the program may be applicable to different stressors of formal caregivers related to providing substantial care for complex health problems, such as dementia or functional disabilities, to their aging parents.


      Conclusions


      The results of the analyses of the overall sample suggested that the intervention had an impact on three out of seven concepts (measures); the intervention increased the caregivers' expression of feelings (meaningfulness of the log) and self-care time during the weekends, and it diminished their perceived caregiving burden (J-ZBI). Given the small sample size, these changes cannot be unconditionally interpreted as improved. The recruitment of eligible caregivers in culturally acceptable ways requires further study.
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