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Aim: To identify characteristics of intrafamily conflict regarding collaborative 
caregiving for a person with dementia by considering two factors: living 
arrangements (live-in and non-live-in caregivers) and the relationship to the 
person with dementia (spousal and nonspousal).  

Methods:  A questionnaire survey was administered to family caregivers of 
persons with dementia across Japan. The trend in the prevalence of intrafamily 
caregiving disagreements was statistically analyzed for 1,977 responses. Two 
open-ended questions were qualitatively analyzed regarding intrafamily 
disagreement contents and requests to their kin for 486 responses and 112 
responses respectively.  

Results: The statistical analysis showed that nonspousal and non-live-in 
caregivers may be more likely to experience intrafamily conflict. From the 
qualitative analysis for each question, five categories emerged. The analysis 
regarding intrafamily disagreement content could be summarized into three 
trends: (1) Living arrangements may not be so important to the disagreement 
content. (2) Spousal caregivers may be more likely to be disappointed with their 
emotional care needs being unmet by their kin. (3) Nonspousal caregivers may 
be more likely to experience intrafamily conflict regarding communication with 
the person with dementia.  

The analysis regarding requests to kin could be summarized into three 
trends: (1) Nonspousal caregivers may demand more emotional support from 
their kin. (2) Live-in caregivers may demand the intrafamily redistribution of 
caregiving work. (3) Non-live-in caregivers may demand more discussions 
with their kin regarding future caregiving. 

Conclusions: The findings encourage healthcare providers to provide 
personalized support for family caregivers with a focus on living arrangements 
and kin relationships. 
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1 Introduction 

The number of people with dementia has been rapidly increasing. With the world’s fastest 
aging population, it is estimated that the prevalence of dementia among people aged 65 
years and over will exceed 20% by 2030 and 25% by 2045 in Japan (Nakahori et al. 2021). 
Likewise, many other nations are also experiencing a rise in the number of people with 
dementia (Prince et al. 2015). The Global Burden of Disease (GBD) 2019 Dementia 
Forecasting Collaborators project that the number of people with dementia worldwide will 
increase from 57.4 million in 2019 to 152.8 million in 2050 (Nichols et al. 2022). Dementia 
is now considered a global public health priority. 

Subsequently, postdiagnosis care provision is of great concern worldwide. Dementia care 
is often discussed considering the issue of family caregiver burden. It is quite 
commonplace that caregivers for persons with dementia face physical, emotional, and 
financial pressures that cause great stress. 

In previous studies, the factors involved in family caregivers’ perceived care burden have 
been investigated (Campbell et al. 2008). Some studies have shown that the burden is 
relevant to the quality of the collaborative relationships between caregivers and their family 
members. Caregivers with positive collaborative caregiving relationships with their kin are 
likely to perceive their caregiving roles as less strained than those with negative 
relationships (Etters, Goodall, and Harrison 2008; Deimling, Smerglia, and Schaefer 2001; 
Heru and Ryan 2006). Furthermore, interview research suggests that the intrafamily 
collaboration of nonspousal caregivers is structurally more likely to be conflictual than that 
of spousal caregivers. This is because nonspousal caregiving requires more open 
negotiation by nature, such as who cares for a person with dementia and to what extent 
(Abel 1989; Merrill 1996; Willyard et al. 2008). 

Scholarship also points out that perceived caregiver burden is relevant to whether caregivers 
live with a person with dementia (Viñas-Diez et al. 2017). Since there is a difference in 
caregivers’ perceived burden due to physical closeness to a person with dementia, the 
landscape of intrafamily collaboration differs between live-in and non-live-in caregiving; 
accordingly, we also expect that the nature of intrafamily conflict could vary between them. 
However, to date, sufficient research has not explored the quality of kin collaborations in 
terms of a caregiver’s residential status. 

Considering both the well-being of persons with dementia and social welfare systems, it 
is important to understand intrafamily collaboration with a focus on caregiver living 
arrangements. First, scholars have reported that persons with dementia who are familiar with 
places, objects, and sounds can stretch or optimize their functional abilities (Son, Therrien, 
and Whall 2002). I n  t h i s  r e g a r d ,  home-based care is a good contributor to 
maintaining or maximizing the abilities of persons with dementia to connect to their 
familiar environments. Furthermore, policymakers across countries currently encourage 
home-based care in response to growing healthcare costs and the limited capacity of 
nursing/residential homes (Stoltz, Uden, and Willman 2004; Feng et al. 2020; Morikawa 
2014). Family caregiving is an indispensable source of help and is therefore key for persons 
with dementia to lead their lives at home while receiving continuous care. Reducing family 
caregiver burden is significant in continuing home-based
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caregiving (Brodaty and Donkin 2022). In evaluating family caregivers’ living 
arrangements in Japan, the situation is more diverse than ever before: T o d a y  i t  i s  n o t  
a s  r a r e  a s  in the past for a family to live apart but still provide substantial care for frail 
elderly family members (Katagiri and Wakui 2015). Exploring intrafamily collaboration 
based on live-in and non-live-in factors will enrich our knowledge about the current picture 
of family care arrangements. It will also help us consider how to reduce caregivers’ perceived 
care burden from the perspective of kin collaboration. 

In this study, we examined the trends in the incidence and causes of intrafamily caregiving 
conflicts. We employed a Japanese nationwide questionnaire survey that targets family 
caregivers for persons with dementia. The analysis was performed with a focus on 
respondents’ residential factors (live-in or non-live-in caregiving) and their relationships 
with their care recipients (spousal or non-spousal caregiving). The analysis of intrafamily 
conflict trends will provide important insights into the association between caregivers’ 
attributes and the quality of their intrafamily relationships. The findings will further 
suggest what support can be provided to caregivers in terms of their family collaboration 
circumstances. 

 
2 Materials and Methods 

2.1 Participants and Procedures 
A questionnaire survey was conducted and analyzed in this study. The committee of the 
Alzheimer’s Association Japan planned the survey. The committee comprises 16 members: 
two people with dementia and two of their family caregivers, one internist, one dementia 
specialist, four nurses, two occupational therapists, an Alzheimer’s Association Japan 
representative, and three Alzheimer’s Association Japan board members. A survey form was 
developed from multiple meetings and e-mail exchanges within the committee. 

Once the questions were defined, the survey forms were mailed to various relevant places 
throughout Japan: Alzheimer’s Association Japan branches and their members, prefectural 
and municipal governments, community comprehensive support centers, district medical 
associations, dementia specialty clinics, medical centers for dementia disease, dementia cafés, 
and others. Respondents could answer the survey either through written forms or internet 
forms accessed by a QR code. In the case of written forms, respondents returned 
completed forms to the Alzheimer’s Association Japan office in provided envelopes. The 
survey was conducted from October to November 2021. A total of 45,650 survey forms were 
mailed out, with 3,514 responses collected across the country. 

 

There were three groups of respondents in terms of care status: those whose care was 
ongoing for persons with dementia, those whose care was not yet necessary, and those 
whose end-of-life care had ended. Prior to our analysis with careful consideration, we 
decided to focus only on respondents whose care was ongoing. The decision was made to 
exclude respondents whose care was not yet necessary based on concerns that their 
answers may not be suitable for our research objective: to understand intrafamily conflict 
in collaborative caregiving. We also excluded respondents whose end-of-life care had 
ended. The decision lies in the fact that the provision of informal care is greatly influenced 
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by public social services (Takechi et al. 2012), and presumably so are intrafamily caregiving 
collaborations. Some respondents may have answered the survey questions based on their 
experiences before the long-term care insurance program was launched in 2000. 
Consequently, their experiences may not represent the intrafamily collaborations 
organized under the available insurance services. Therefore, we excluded these 
respondents. Participants with additional 204 responses were further excluded due to a 
lack of demographic information. Ultimately, a total of 1,977 respondents were included in 
our analysis (see Table 1). 

This study was reviewed and approved by the Alzheimer’s Association Japan ethics 
committee (No. 2021-011). The responses were anonymous and voluntary. Additionally, 
the survey form clearly stated that a response to the survey was deemed as consent to 
participate in the survey. 

 
2.2 Survey contents 

Respondents were asked about the demographic information of the person with dementia for 
whom they provided care. The information included age, sex, and residential status 
(whether the respondent cohabited with the person with dementia). The survey also 
collected demographic information about the respondents themselves. The information 
included age, sex, and (kinship) relationship with their care recipient with dementia. 

The survey also included many questions to understand how family caregiving was 
conducted and what materials and types of emotional support the caregivers wanted. The 
following three questions were clearly illustrative of the landscape of an intrafamily 
caregiving situation: 

Question 1 (Q1) was asked of all respondents: “Do you have (have you had) any 
disagreements with your kin regarding how to treat or care for the person with dementia?”. 
The answer could be either “Yes” or “Not particularly”. Question 2 (Q2) was asked of 
respondents who answered “Yes” to Q1: “What is the disagreement about?”. Question 3 
(Q3) was asked of all respondents: “Do you make any caregiving requests to people around 
you (relatives, medical professionals, other professionals, acquaintances, etc.)?”. Q2 and Q3 
were open-ended questions. 

Q1 and Q2 indicated how commonly and why intrafamily disagreements over caregiving 
occurred. Disagreements cause caregivers to experience dissatisfaction or have complaints 
about their kin, although this is not always the case. Negative feelings may trigger conflictual 
relationships within a family. It is through these two questions that we attempted to 
analyze intrafamily tensions regarding caregiving. For Q3, among all the responses, we 
analyzed only those that made requests of kin. We presumed that requests of their kin indirectly 
presented how the caregivers perceived their present circumstances. For  example ,  if a 
respondent requested that his kin help him more with caregiving, it implied that he was discontent with 
his present caregiving situation. In short, the analysis of kin requests enabled us to understand 
caregivers’ perceptions of their intrafamily caregiving arrangements. 

 
2.3 Open-ended question analysis 

A qualitative descriptive approach was adopted to analyze responses to Q2 and Q3. This 
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approach was considered to be of great use to enhance our understanding about the 
intrafamily landscape from the perspectives of caregivers, which are relatively unexplored 
(Takechi et al. 2018). Referring to the papers by Graneheim & Landman (2004) and Behboodi-
Moghadam et al. (2013), we performed the following five steps in the analysis: 

1 Read the open-ended responses several times to make sense of the whole. 

2 Divided the responses into condensed meaning units. 

3 Labeled the condensed meaning units with codes. 

4 Grouped and sorted the codes by semantic similarities and differences. 

5 Formulated categories as an expression of the manifest content of the responses 

In the analysis, one researcher of the survey committee first analyzed the open-ended 
responses. To ensure credibility of the analysis, peer checking was performed by two 
nursing experts on the committee. Disagreements were resolved through repeated 
discussions among the researchers. Once consensus was reached, the formulated categories 
were divided by four variables, namely, live-in, non-live-in, spousal, and nonspousal 
caregiving, to shed light on each characteristic of intrafamily relationships. 

 
3 Results 

3.1 The trend in the prevalence of intrafamily disagreements 
Table 1 shows the respondents' basic attributes; the total sample comprised 573 men and 
1,404 women, with an average age of 70 and 62 years, respectively. Spousal caregivers 
accounted for 56% of all male respondents and 34% of all female respondents. Respondents 
living with a person with dementia accounted for 69% of the men and 63% of the women. 

Regarding Q1 (“Do you have (have you had) any disagreements with your kin regarding 
how to treat or care for a person with dementia?”), 20% (n=112) of all men and 34% (n=474) 
of all women answered “Yes”, accounting for 30% (n=586) of all respondents (see Table 1). 
This result indicated that approximately one-third of the family caregivers experienced 
some disagreement with their kin regarding caregiving. 

A regression analysis was employed to examine the disagreement incidence by living 
arrangement as well as the respondents’ relationships to the people with dementia. % of 
live-in respondents and   % of the non-live-in respondents answered “Yes”, respectively. 
This indicated that live-in caregivers were more likely to experience intrafamily 
disagreements (see Figure 1). 

We also found that caregivers of parents-in-law seemed more likely to encounter intrafamily 
disagreement than caregivers of biological parents. A total of % of t h e  spousal-caregiver 
respondents answered “Yes In contrast,   % of the nonspousal respondents 
answered ”Yes”. In short, the results indicated that the likelihood of intrafamily conflict 
was as follows: caregivers for parents-in-law > caregivers for biological parents > 
caregivers for spouses (see Figure 2). 

Among the respondents who answered “Yes” to Q1 and provided details for Q2 (“What is 
the disagreement about?”), we excluded those with responses that were either lacking 
demographic data or too ambiguous for us to interpret correctly. Ultimately, 486 responses 
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were subjected to our analysis and coded. Five categories emerged regarding intrafamily 
disagreements in caregiving: “Gaps between the caregiver’s expectation and reality”, 
“Conflict regarding collaboration”, “Opinion differences in care methods and policies”, 
“Gaps in compassion for the person with dementia”, and “Gaps in the perception of the 
person with dementia”. Each category is presented below by using direct quotations from 
the respondents (see Table 2). 

 
Gaps between the caregiver’s expectation and reality 

This category refers to gaps between the reality in which a caregiver interacts with their kin 
and the ideal outcome of what the caregiver expects them to do. Codes under this category 
included “negative attitude toward caregivers” and “a lack of the desired empathetic 
attitude”. Respondents expressed their frustrations with their kin’s critical or indifferent 
attitudes toward them. The caregivers who experienced this kind of frustration seemed to 
expect their kin to show an empathetic or receptive attitude toward them. Therefore, some 
caregivers who found their kin’s lack of warm understanding reacted to the gap with anger, 
and others with lament. A typical comment was: 

I had a problem with my family who didn’t know what was going on and just said something 
like textbook stuff. I wanted to say, “Experience it once!!”. (live-in male caregiver for his 
biological mother) 

 
Conflict regarding collaboration 

This category referred to a clash of ideas and opinions over participation in and the 
distribution of caregiving. Codes under this category included “an unhelpful attitude”, 
“refuses to listen” and “negotiation over the caregiving role”. Respondents expressed 
difficulty in identifying how to compromise regarding the disagreement. The difficulty 
in making intrafamily collaborations harmonious was attributed to three main reasons: 
kin seems to refuse (or have little desire) to participate in actual caregiving; some family 
members never listen to others; and some family members stick to their own way of 
caregiving. There were disputes about who should be in charge of caregiving. Typical 
comments included: 

My family has no sense of the person concerned. They try not to get involved and just talk. 
(non-live-in male caregiver for his biological father) 

I asked them to go to city hall or another place for consultation in the early stage, but 
they didn’t listen to me. That’s why I had to quit my job. (live-in female caregiver for her 
mother-in-law) 

 
Opinion differences in care methods and policies 

This category referred to a clash of ideas and opinions over concrete practices and policies 
for ongoing caregiving. The disagreement matters ranged widely from whether (in)formal 
support services should be used and where a person with dementia should be cared for to 
how caregivers should be compensated for their financial losses due to caregiving. Codes 
under the category included “disclosure”, “living settings for person with dementia”, 
“everyday caregiving practices”, “service use policy”, “medical care”, and “financial 
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matters”. Respondents found it troublesome to come to terms with their kin’s various ideals 
and values of actual care provisions. A typical comment was: 

My siblings were divided on whether Mother should be taken to see a physician or if it was not 
necessary yet. (non-live-in female caregiver for her biological mother) 

 
Gaps in compassion for the person with dementia 

This category referred to a conflict over how to communicate with the person with 
dementia. Codes under this category included “how to treat the person with dementia” 
and “respect for the will of the person with dementia”. Respondents reported a perceived 
gap regarding how to interact with or treat the person with dementia, including the degree 
to which the person’s wishes should be respected. A  typical comment was: 

It is I who tries to cope well when something happens. It is my husband who tries to discipline 
Father for something that has not happened. (live-in female caregiver for her father-in-law) 
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Gaps in the perception of the person with dementia 

This category referred to disparities in the recognition and perception of the person with 
dementia within a family. Codes under this category included “understanding of the 
condition of the person with dementia”, “understanding of dementia”, and “acceptance 
of dementia”. Respondents illustrated varying degrees in the recognition of the care 
recipient. Recognition included whether to recognize the present physical and cognitive 
status of the person with dementia. Recognition of the person’s status can be divided into 
two types: perceived fact and emotional acceptance. Additionally, some respondents 
reported a gap in the knowledge of dementia itself, which made it difficult to reconcile each 
other’s perceptions of the person with dementia. Typical comments were: 

Because of a lack of understanding/knowledge about dementia, they don’t think care is 
necessary. (non-live-in female caregiver for her biological mother) 

When I told my younger sister, she didn’t accept that Mother has dementia. So, I was 
troubled. (non-live-in male caregiver for his biological mother) 

 
3.2 What caregivers want from their kin regarding caregiving 

To delve into how caregivers understand their current circumstances in relation to their kin, 
Q3 was analyzed: “Do you make any caregiving requests to people around you (relatives, 
medical professionals, other professionals, acquaintances, etc.)”. From all 1146 responses, 
we extracted 333 responses that contained at least one of the following kin-associated 
words: “relative”, “parent”, “brother”, “sister”, “son”, “daughter”, “child” or “family”. 
With this extraction, we intended to analyze only the responses addressing making a 
request to kin. We further omitted responses that were either too vague for us to interpret 
or those not making a request to kin, such as a request made to an expert for kin. A  
t o t a l  o f  112 responses were ultimately subjected to analysis. Five categories were 
extracted: “Compassion for the person with dementia”, “Care for the caregiver”, 
“Consultation regarding future caregiving policies”, “Distribution of caregiving 
responsibilities”, and “Matching the perception of the person with dementia”. ( Table 3) 

 
Compassion for the person with dementia 

This category referred to requests related to understanding the feelings of and caring for the 
person with dementia. Codes under the category were “not deny the person with dementia” 
and “a caring attitude for the person with dementia”. Respondents reported their kin 
presenting denial reactions to the person with dementia. They hoped their kin would 
acquire a more humane attitude toward the care recipient. A typical comment was: 

I wish my neighbors and relatives would not deny her when she talking so that she does not 
feel hurt or get confused. (non-live-in female caregiver for her mother-in-law) 
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Care for caregivers 

This category referred to requests for more care and understanding for caregivers. Codes 
under the category were “empathy for the caregiver” and “understanding the caregiver’s 
situation”. Respondents asked their kin to have a more sensitive attitude that shows 
empathy for their feelings and to understand their struggles to continue caregiving. A 
typical comment was: 

I try not to be stressed out by cutting corners in caregiving in a good way! I hope my family 
understands it. (live-in female caregiver for her mother-in-law) 

 
Consultation regarding future caregiving policies 

This category referred to requests that caregivers made to their family members to discuss 
caregiving policies when necessary. There were no codes for this category. A typical 
comment was: 

I am worried about what will happen in the future. But I want to continue caring at home 
while asking my family for advice. I want them to lend an ear to me each time when I am 
in trouble. (non-live-in female caregiver for her biological mother) 

 
Distribution of caregiving responsibilities 

This category referred to requests related to how and to whom the caregiving burden 
should be assigned. Codes under the category were “division of responsibilities” and “no 
desire to allocate responsibilities”. Some respondents showed their desire to distribute the 
present perceived burden, which mostly applied to nonspousal caregiving respondents. 
Others, who were mostly spousal caregivers, expressed their hesitancy to involve others 
in bearing their burden. A typical comment was: 

I hope that my kin help me with caregiving as much as possible, including watching over her 
in particular. (live-in male caregiver for his biological mother) 

 
Matching the perception of the person with dementia 

This category referred to the caregivers’ wishes to match or at least share the perception 
of the person for whom they and their kin provide care to have harmonious intrafamily 
caregiving. Some respondents considered that knowledge about dementia would encourage 
their kin to understand the condition of the person with dementia and what care should 
be provided. Codes under the category were “understanding of dementia” and “a shared 
understanding of status quo of the person with dementia”. A typical comment was: 

I hope that (like me) my relatives increase their knowledge about the disease and make an 
effort to warmly watch over and deal with him. (live-in female caregiver for her husband) 
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4 Discussion 

As shown in Figure 1 and Figure 2, the findings suggested that caregiver attributes were 
associated with the following two trends in the incidence of intrafamily disagreements: 

1. Relationship with the person with dementia: Caregivers for parents-in-law 
> caregivers for biological parents > caregivers for spouses 

2. Living arrangements: Non-live-in caregivers > live-in caregivers 

Intrafamily disagreements may have a conflictual nature in caregiving collaboration. Thus, 
these trends can also be interpreted as the likelihood of intrafamily discord over caregiving. 
Supporting the argument of the existing research (Merrill 1996; Abel 1989; Willyard et al. 
2008), this study also indicated that nonspousal caregiving is potentially harder regarding 
harmonious intrafamily caregiving arrangements. Regarding the different incidences due to 
living arrangements, one possible interpretation is that compared to live-in caregivers, 
non-live-in caregivers may be required to more frequently organize caregiving with their kin. 
Needless to say, in the case of non-live-in caregiving, there is a physical distance between a 
caregiver and their care recipient. This distance may arouse concerns about the recipient’s 
well-being and encourage family members to pay much heed to the recipient. Accordingly, 
they may actively present their own opinions. The more opinions a caregiver’s kin express, 
the more likely the caregivers are to encounter different ways of thinking that result in 
intrafamily disagreement. 

Then, we observed trends in the causes of intrafamily disagreement in relation to a 
caregiver attributes. The findings from the responses to Q2 suggested at least two trends. 
The first is that living arrangements have little influence on the causes of disagreements. The 
results showed no significant differences in the distribution of disagreements between live-
in and non-live- in caregivers. This suggested that living arrangements did not affect the 
type of issues the caregivers disagreed with their kin about. 

The second trend we point out is the particular characteristic of disagreements between 
spousal and nonspousal caregivers. The findings showed a different distribution in the 
category of “Gaps between the caregiver’s expectations and reality” and “Gaps in 
compassion for the person with dementia”. Spousal caregivers were more likely to be 
disappointed with a lack of satisfying empathy from their kin. On the other hand, 
nonspousal caregivers were more prone to experience a clash with their kin regarding 
communication with the person with dementia. 

The trend may be related to the closed nature of spousal caregiving. According to Kasugai 
(2003), the modern marital relationship can be characterized and considered the most 
intimate and exclusive bond. A married couple is ideologically required or at least 
considered good for partners to help one another at any time for better or worse. This 
value- compels a couple to resolve issues without assistance. Consequently, spousal 
caregivers tend to be solo caregivers



13  

who do not allocate any care burden on other family members. Applying this closedness of 
the marital characteristic to this study’s findings, spousal caregivers may have refrained from 
pursuing instrumental support from their kin. Instead, caregivers’ emotional support needs 
may increase due to loneliness from caring for their partner alone. Spousal caregivers may be 
less likely to obtain empathetic responses from others that meet their growing emotional needs. 
Therefore, the higher ratio of spousal caregivers with unmet emotional needs may be due to 
the insufficient empathic attitudes of their family members. 

Likewise, the reason nonspousal caregiving tends to more often involve disagreements 
regarding communication with the person with dementia may be due to its openness. 
Compared to spousal caregiving, in nonspousal caregiving, there seems to be more room 
for a family member to intervene in care arrangements. It is considered that the 
involvement of multiple family members makes intrafamily disagreements over how to 
provide care occur more easily.  

Now, we move on to the request trend to family members, which makes the present 
intrafamily collaboration indirectly visible. In this study, only five non-live-in spousal 
caregivers provided responses, which were not large enough for statistical analysis. Thus, 
they were excluded from our analysis. We compared the responses of spousal and 
nonspousal caregivers and live-in and non-live-in caregivers. Then, one conspicuous trend 
emerged between spousal and nonspousal caregivers, and two trends emerged between 
live-in and non-live-in caregivers as follows: 

1. Nonspousal caregivers tended to demand more “Care for the caregiver” from their 
kin than spousal caregivers. 

2. Live-in caregivers tended to demand “Distribution of caregiving responsibilities” 
more than non-live-in caregivers. 

3. Non-live-in caregivers tended to demand “Consultation regarding future caregiving 
policies” more than live-in caregivers. 

Concerning the request of “Care for the caregiver”, the findings showed that nonspousal 
caregivers were more likely to require caring and understanding attitudes from their kin. 
This trend could be a reflection of their innate conflict about their shouldering of the 
caregiver role. Existing research argues that nonspousal caregivers are more inclined to 
find their caregiving role unfair. Structurally speaking, nonspousal caregiving involves 
more negotiations about who undertakes and who does not undertake the caregiving 
burden within a family. However, it may be the case that people who are the least 
socioeconomically powerful among their family members are most likely to be assigned to 
the caregiver role regardless of their opinion (Ungerson 1987). Caregiving is physically, 
emotionally, and financially exhausting. Thus, it may be quite natural that nonspousal 
caregivers who are forced to bear the heavy strain desire appreciation from their kin, who 
undertake a lesser burden. 

Regarding the “Distribution of caregiving responsibilities”, live-in caregivers were more likely 
to be concerned than non-live-in caregivers. This may be partly because live-in caregivers 
could spend longer hours providing care due to their physical proximity, which increases 
their perceived burden. Notably, spousal respondents tended to answer that they did not 
want to make their kin assume caregiver roles, whereas nonspousal caregivers tended to 
want their families to take the burden. Within nonspousal respondents, living 
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arrangements showed noticeable differences in the characteristics of this request. This 
may suggest that when 
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caregiving is provided to persons with dementia by nonspousal caregivers, their 
residential status is important regarding the incidence of intrafamily conflict about the 
share of caregiving burden. 

Last, non-live-in caregivers show a greater demand for “Consultation regarding future 
caregiving policies”. This means that non-live-in caregivers tend to require democratic 
discussions about caregiving with their kin. This may indicate that more family members 
participate in caregiving in the case of non-live-in caregiving. Therefore, there may be a 
greater need for consultation in making decisions about caregiving policies. Another 
possible interpretation is that non-live-in caregivers are in a less authoritative position than 
live-in caregivers for decision-making. Their opinions may be more likely to be dismissed 
because the care contributions of non-live-in caregivers are less visible in the eyes of their 
family members. 

 
5 Conclusion 

The findings suggest that the incidence of intrafamily conflict and the causes of conflict differ 
based on the attributes of residential status and (non)spousal caregiving. Nonspousal 
caregiving is potentially more likely to involve intrafamily conflict. Judging by the requests 
to kin, we also found that living arrangements seem to place different demands on family 
collaboration. Live-in caregivers ask for caregiving responsibilities to be redistributed 
among family members. This may be attributed to the heavier responsibilities on live-in 
caregivers. One of the possible initiatives is to develop more healthcare interventions that 
encourage self-efficacy and empowerment against caregiving difficulties for live-in 
caregivers (Sakanashi and Fujita 2020). In contrast, non-live-in caregivers demand more 
consultations with their kin. They may be more uncertain of how to handle future 
caregiving. T h u s ,  it could be particularly valuable to provide socialized settings where 
non-live-in caregivers can address their caregiving uncertainty with ease. Improving 
healthcare professionals’ knowledge about caregivers' circumstances in relation to their 
intrafamily collaboration is crucial to provide personalized support. 

Since the sample size of the open-ended answers was limited, especially regarding 
requests to kin, some perspectives may not have been represented in the sample. Further 
research could further clarify clear characteristics of the intrafamily landscape by considering 
a greater variety of attributes, such as a caregiver’s generation and the availability of kin 
support. 
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Table 1. Descriptive Statistics 
 

Characteristic Men, N = 573 Women, N = 1,404 
 

Family 
Relationship 
Nonspouse 

 
253 (44%) 

 
921 (66%) 

Spouse 320 (56%) 483 (34%) 
Living 
arrangementCo
habitation 

396 (69%) 883 (63%) 

Separation 177 (31%) 521 (37%) 
Conflict 112 (20%) 474 (34%) 
Age 70 (59, 79) 62 (56, 71) 
Unknown 9 17 

 
Figure 1. 

 
 
 
 

Separation 
 
 
 
 
 
 
 

Cohabitation 
 
 
 
 

0.25 0.30 0.35 0.40 
Estimate 

Category
**Live-in spouse
caregiving**, N = 30

**Non-live-in spouse
caregiving**, N = 5

**Live-in non-spouse
caregiving**, N = 48

**Non-live-in non-spouse
caregiving**, N = 29

Compassion for person with dementia 7 (23%) 0 (0%) 7 (15%) 4 (14%)
Care for the caregiver 7 (23%) 2 (40%) 22 (46%) 12 (41%)
Consultation regarding future
caregiving policies 4 (13%) 1 (20%) 5 (10%) 6 (21%)
Distribution of caregiving
responsibilities 12 (40%) 3 (60%) 21 (44%) 5 (17%)
Matching the perception of the
person with dementia 6 (20%) 0 (0%) 8 (17%) 7 (24%)
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Figure 2. 
 
 
 
 

Separation  

Family Relationship 

a Nonspouse 

a Pool 

a Spouse 
 

Cohabitation 
 
 
 
 

0.2 0.3 0.4 
Estimate 

0.24 

0.38 0.4 

0.25 0.37 

0.16 
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