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Abstract 

Introduction Most caregiving research and policy has focused on dyadic, unidirectional relationships with one car-
egiver and one care receiver despite evidence for more complex caring relationships.

Objective To describe caregivers and care receivers’ relationships, with a focus on non-dyadic relationships, using 
baseline data from the Canadian Longitudinal Study on Aging (CLSA).

Methods In this cross-sectional study, we analyzed unweighted baseline CLSA data to describe different self-
reported care relationships. Care relationships of interest included: a) spousal reciprocal relationships, b) care chains, 
where one person receives and gives care with separate individuals, c) care caravans, where one person receives care 
from multiple caregivers, and d) compound caregivers, where one person provides care to multiple care receivers. We 
estimated frequencies for categorical variables, and either means and standard deviations or medians and interquar-
tile ranges for continuous variables.

Results Our sample included 51,338 CLSA participants. Of these respondents, 39% identified as a caregiver (mean 
age 62, 54% women), 6.5% identified as a care receiver (mean age 65, 58% women), and 5.3% identified as both a 
caregiver and care receiver (mean age 63, 65% women). Our research showed that 40% of caregivers reported giving 
care to 2 or more receivers and 52% of care receivers reported receiving care from 2 or more caregivers. Individuals 
both receiving and giving care demonstrated the following relationships: compound care chains (73%), care chains 
(19%), and reciprocal spousal care (4.6%). Gender characterization showed women had a wider range of care partners 
and were more likely to identify as caregivers and care receivers. While spouse and first degree relatives were the most 
commonly reported caregivers, friends and others were a large proportion of reported caregivers.

Conclusion We found that a large proportion of caregiving relationships were best described as a network that fre-
quently included multiple caregivers, multiple care receivers, and some in both roles, as well as non-kin and extended 
relative participants. This characterization of care relationships allows us to better understand the needs of older 
adults and their caregivers as the population ages and care shifts towards aging-in-place strategies.
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Introduction
Family, chosen family, friends, neighbours, and 
other network or community members often play an 
important role in caring for older adults. Sometimes 
described as informal, unpaid, care partners, or fam-
ily caregiving (from here simply referred to as caregiv-
ing), this care is fundamental to the implementation 
of aging-in-place strategies like home care and com-
munity based services [1–3]. Over time, caregiving 
has expanded from homemaking and support tasks to 
include more medical care, such as healthcare organiza-
tion and advocacy, medication administration, wound 
care, and toileting [4, 5]. The demographic changes and 
interpersonal dynamics of families that have changed 
with time, such as divorce, rising age at first birth, and 
changing gender roles, also affect caregiving relation-
ships [4]. This care is often invisible and undervalued 
as it goes unpaid, but is estimated to be worth between 
$97.1 billion and $12.7 billion when monetized, dem-
onstrating the wide scope and work contribution these 
caregivers provide [6]. Knowledge of the care network, 
gender, and relationships within caregiving will help 
illustrate what support systems and programs have the 
greatest impact on caregivers’ physical and mental bur-
dens [7–9].

The current caregiving landscape, specifically the com-
plex relationships that exist between caregivers and care 
receivers, is under-explored. Most research has focused 
on dyadic relationships,—i.e., unidirectional care rela-
tionships with one caregiver and one care receiver; how-
ever, many relationships do not align with this model, 
known broadly as non-dyadic relationships [10, 11]. Some 
studies have focused on care networks and the Convoy of 
Care model, which has broadened the understanding of 
care to include all caregivers and receivers [12, 13]. Koe-
hly et  al. characterized diverse family networks via 66 
informant interviews to parse out more complex caregiv-
ing networks, finding that more caregivers were identi-
fied when multiple informants were used. [14] Marcum 
et al. used a similar network approach to identify primary 
caregivers, often resulting in multiple network members 
claiming that role which could create interpersonal con-
flict. [15] Care relationships can be characterized as over-
lapping and shifting; we see reciprocal care relationships 
where an individual is both a caregiver and a care receiver 
to a partner, care chains where an individual can receive 
care from one person and give care to another, or care 
caravans where an individual receives care from multi-
ple caregivers [10, 13]. Approximately 70% of caregivers 
reported receiving external support (e.g. moral support, 
household chores, home/yard assistance) and this consti-
tutes a type of care, referred to as assistive help [16, 17]. 
Caregiving is critical to a functional health care system 

and a comprehensive understanding of care types enables 
us to more fully support older adults and their caregivers.

Our objective was to provide a comprehensive descrip-
tion of the caregiving and receiving relationships 
reported in the Canadian Longitudinal Study on Aging 
(CLSA). This included characterizing the number of peo-
ple within the care relationships and the amount of time 
and care tasks provided. We defined care relationships 
reported by CLSA respondents and compared variables 
such as relationships, amount of care, and types of care. 
Special consideration was given to the role of gender 
since prior research has consistently shown differences in 
the likelihood of giving and receiving care, as well as the 
types of care provided [9, 18].

Methods
Study design and participants
This was a retrospective cross-sectional study using base-
line CLSA data. The CLSA is a national study with 51, 
338 community-living participants between the ages of 
45 and 85 at baseline who will be followed over 20 years 
[19]. We used the CLSA baseline data from two cohorts, 
known as the Tracking and Comprehensive cohorts, col-
lected between 2011–2015. The Tracking cohort included 
randomly selected participants from all 10 provinces 
and collected data via telephone interviews only. The 
Comprehensive cohort included randomly selected par-
ticipants within 25–50 km of 11 data collection sites in 
7 provinces and collected data via home interviews and 
physical examinations and biological specimen collection 
at data collection sites. All participants had to communi-
cate in English or French, be able to participate indepen-
dently, and provide written informed consent. The study 
excluded residents of the Canadian territories, some 
remote regions, persons living in Federal First Nations 
reserves and provincial First Nations settlements, full-
time Canadian Armed Forces members, and institu-
tionalized persons including long-term care residents 
[19]. We used CLSA-derived caregiver and care receiver 
variables (additional details below) to identify all partici-
pants who reported providing or receiving any informal 
care in the year prior to their survey, leaving an analytic 
sample of 25,807 participants. All variables described are 
outlined on the CLSA website and derived variable docu-
ments [19–21].

Measures
Caregiver and care receiver definitions
Caregivers were identified using the CLSA-created 
derived variable as anyone who reported assisting fam-
ily, friends or others in an informal capacity with any of 
the following activities: personal care such as assistance 
with eating, dressing, bathing or toileting, medical care 
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such as help taking medicine or help with nursing care, 
managing care such as making appointments, help with 
activities such as housework, home maintenance, or out-
door work, transportation including trips to the doctor 
or for shopping, meal preparation or delivery, or other 
(excluding financial and monetary assistance) [20]. Care 
receivers were identified using the CLSA-created derived 
variable as anyone who reported receiving assistance 
with any of the activities (excluding financial and mon-
etary assistance) described by the CLSA from family, 
friends, or others in an informal capacity [21]. All car-
egivers and care receivers were sorted into the categories 
of care relationships for further analysis.

Care relationship definitions
Caregiving and care receiving relationship definitions 
were created based on the role of the CLSA respondent 
(see Fig. 1). The respondents who identified as caregivers 
only were classified into individuals who gave care to one 
other individual (dyadic caregiver) or individuals who 
cared for two or more individuals (compound caregiv-
ing). Respondents who identified as care receivers only 
were classified into individuals who received care from 
one other individual (dyadic care receiver) or individu-
als who received care from two or more individuals (care 
caravan) [10, 13].

The respondents who identified as both a care receiver 
and caregiver had more complex arrangements. In the 
case where respondents reported providing care to and 
receiving care from a spouse, we classified these as recip-
rocal care relationships. Respondents who cared for one 

person and received care from another person were clas-
sified as care chains. Finally, respondents who received 
care from one/multiple individuals and provided care to 
one/multiple other individuals, where at least one rela-
tionship had multiple, were classified as a compound care 
chain. These caregiving relationship types have been sim-
ilarly defined elsewhere [10].

Sociodemographic variables
The self-reported sociodemographic factors included 
age, gender, education, household income, dwelling own-
ership, marital status, and retirement status. We assigned 
education into four categories: less than high school, high 
school graduation, some post-secondary education, and 
post-secondary degree/diploma; household income was 
measured in the following categories: less than $20,000, 
$20,000 to $49,999, $50,000 to $99,999, $100,000 to 
$149,99, and $150,000 or more (all in Canadian dollars); 
marital status was categorized as never married, married/
common‐law, separated/divorced, and widowed; and 
retirement status was categorized as completely retired, 
partly retired, employed, and not retired or employed.

CLSA baseline data collection asked respondents to 
indicate sex as male or female and did not include a ques-
tion about gender identity; however, an item on gender 
was included in the follow-up surveys. Prior research 
using the CLSA has shown high concordance between 
sex and gender and our own preliminary analyses were 
comparable [22]. Because caregiving is gendered in 
nature, we will focus on gender identity at baseline 

Fig. 1 Types and proportions of care networks. a Dyadic caregiver. b Dyadic care receiver. c Reciprocal care. d care chain. e Compound caregiver. f 
Compound care chain. g Care caravan
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throughout our analyses to understand the intersection-
ality of being/identifying as a woman, receiving care and 
giving care.

Health measurements
Multimorbidity
For each chronic condition, participants were asked “Has 
a physician ever told you that you have ___?” in the last 
six months, recorded as yes or no. We selected chronic 
conditions reported and combined conditions for some 
resulting in the 17 categories of conditions (as shown in 
Supplementary Table 1). We derived a count of the num-
ber of conditions, based on the 17 conditions, catego-
rized from “1” to “5 + ”.

Functional limitations
The participants were considered to have a functional 
limitation if they indicated difficulty with any of the 7 
activities of daily living (ADL) or 7 instrumental activities 
of daily living (IADL) items from the Older Americans 
Resources and Services (OARS) multidimensional func-
tional assessment. The OARs multidimensional func-
tional assessment questionnaire makes assessment of 
functional status in five areas (social, economic, mental, 
and physical health, activities of daily living) and use of 
services [23]. The functional impairment variable is cat-
egorized into “none”, “mild or moderate”, and “severe or 
total”.

Self‑rated general health
A single item question, “In general, would you say your 
health is excellent, very good, good, fair, or poor?”, was 
used to assess self-rated general health. The response 
categories were “excellent/very good”, “good/fair”, and 
“poor”.

Care variables
For CLSA participants who indicated being a caregiver 
and/or a care receiver, we further characterized their 
care relationships and care activities. The care activities 
included assistance in the last 12 months for the catego-
ries of assistance (personal care, medical care, managing 
care, house activities, transportation, and meal prepara-
tion). Care intensity included how many hours of assis-
tance per week and weeks per year from all individuals 
providing/receiving care in the last 12 months. The rela-
tionship categories included spouse, child, parent, sib-
ling, other relatives, friends and others. However, for 
“others”, care receivers include friends in the category 
whereas for caregivers, the “friends” option is separately 
recorded.

Analysis
Descriptive analyses were conducted to report the soci-
odemographic characteristics and care characteristics of 
the sample at baseline. We calculated descriptive statis-
tics using unweighted survey data for all variables for the 
total sample and by care type (caregiving, care receiving, 
and both). The sample was further compared by gender 
among the care groups. Sociodemographic characteris-
tics were summarized using means and standard devia-
tions or frequencies and percentages for continuous and 
categorical variables, respectively. Care characteristics 
were summarized using median and quartiles or frequen-
cies and percentages for continuous and categorical vari-
ables, respectively. There were 161 missing responses for 
caregiver and care  receiving status variables, and they 
were excluded from analysis by listwise deletion. How-
ever, we retained participants with missing covariate data 
in the descriptive analysis by substituting missing values 
with an additional response category labeled  ’missing’. 
Supplementary Fig. 1 illustrates the final sample size for 
each part of the analysis. We compared standardized dif-
ferences in proportions for all care variables by gender 
(men/women), where greater than 10% difference was 
considered significant [24].

The statistical software used in the analyses was R ver-
sion 4.4.0, using the gtsummary package.

Results
Sample
Among the sample of 51,338 respondents, 26,155 (51%) 
were female, the average age was 62, and the sample 
was predominantly white (96%) with a post-secondary 
education (74%). The vast majority (91%) of the sam-
ple reported having at least one chronic condition, with 
16,152 (31%) of participants reporting 5 or more. Full 
sample descriptives shown in Supplementary Table 2.

Caregivers only
A total of 19,905 (38.7%) of the baseline CLSA sample 
identified as a caregiver only. Of those, 7,964 (40.0%) 
reported a compound caregiver relationship, providing 
care to more than one person. In Table 1, we present the 
characteristics of caregivers who provide care to one per-
son and those who provide care to more than one person 
(but are not receiving care from anyone). Caregivers to 
one person and caregivers to more than one person were 
generally similar across most variables except that car-
egivers to one person were more often older (age 45–54: 
26 vs 31%; age 65–74: 23 vs 21%; age 75 + : 16 vs 13%) and 
retired (44 vs 40%). Among both caregiver types, women 
accounted for over half (53 and 55%).
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Care receivers only
A total of 3,286 (6.4%) baseline CLSA participants 
reported receiving care from someone (and not provid-
ing care to anyone). Of those, 1,534 (46.7%) reported 
receiving care from one person while 1,752 (53.3%) 
reported receiving care from more than one person. In 
Table  2, we present the characteristics of care recipi-
ents from one person and more than one person. CLSA 
respondents who received care from one person were 
more often men (61 vs 54%), married or in a common-
law relationship (65 vs 55%), and reported no functional 
impairment more often (67 vs 58%) seen in Fig. 2; while 
those who received care from two or more people were 
more often widowed (19 vs 14%) or divorced (17 vs 13%) 
and reported 5 or more chronic conditions (59 vs 53%). 
Although the average age was comparable between care 
receiver types, those who received care from two or more 
people were more often identified in the 45–54 year age 
group (23 vs 19%).

Caregivers who are care receivers
We found that 2,634 (5.1%) of the total baseline CLSA 
sample reported both being a caregiver and a care recipi-
ent (Table  3). Of those who reported being a caregiver 
and care receiver, 127 (4.8%) were in a reciprocal care 
relationship with a spouse. Among this group, the aver-
age age was 65.9 years (SD 9.8), 36% were women, 56% 
were completely retired, and 46% reported being in excel-
lent or very good health.

Of those who reported being a caregiver and care 
receiver, 513 (19.5%) were in a care chain relationship 
meaning that they received care from one person while 
providing care to one other person. Among this group, 
the average age was 64.0 years, 64% were women, 65% 
were married or in a common-law relationship, 54% were 
completely retired, and 42% reported being in excellent 
or very good health.

Of baseline CLSA respondents who reported being a 
caregiver and care receiver, a total of 1,993 (75.7%) were 
in a compound care chain, meaning that they received 
care from at least one person and provided care to at least 
one person, with at least one of those care relationship 
involving multiple individuals. The compound care chain 
was the relationship with the most variability as it con-
sidered relationships with many combinations in terms 
of the number of caregivers and care receivers in relation 
to one individual. Among this group, the average age was 
62.3 years, 66% were women, 61% were married or in a 
common-law relationship, 48% were completely retired, 
and 37% reported being in excellent or very good health.

When considering CLSA participants who were 
both caregivers and care receivers, those who were in 

Table 1 Descriptive characteristics of CLSA respondents who 
identify as a caregiver only

a Mean (SD); n (%)

Caregiver N = 19905

Caregiver to 
One Person

Caregiver to Two 
or More People

N =  11941a N =  7964a

Age 62.32 (9.97) 61.12 (9.77)

Age group

 45–54 3151 (26%) 2435 (31%)

 55–64 4193 (35%) 2853 (36%)

 65–74 2741 (23%) 1668 (21%)

 75 + 1856 (16%) 1008 (13%)

Women 6351 (53%) 4416 (55%)

Geographic Region

 Urban 9722 (81%) 6367 (80%)

Cultural background

 White 11,515 (96%) 7712 (97%)

Household Income

 Less than $20,000 547 (4.6%) 337 (4.2%)

 $20,000 to $50,000 2761 (23%) 1607 (20%)

 $50,000 to $100,000 4240 (36%) 2785 (35%)

 $100,000 to $150,000 2146 (18%) 1529 (19%)

 $150,000 or more 1595 (13%) 1283 (16%)

Education

 Less than high school 752 (6.3%) 379 (4.8%)

 High school graduation 1284 (11%) 785 (9.9%)

 Some post-secondary education 876 (7.3%) 609 (7.6%)

 Post-secondary degree/diploma 9003 (75%) 6166 (77%)

Marital status

 Single 987 (8.3%) 646 (8.1%)

 Married/Common-law 8516 (71%) 5681 (71%)

 Widowed 1007 (8.4%) 656 (8.2%)

 Divorced/separated 1426 (12%) 978 (12%)

Retirement status

 Completely retired 5249 (44%) 3212 (40%)

 Partly retired 1332 (11%) 970 (12%)

 Employed 4819 (40%) 3401 (43%)

 Not retired or employed 495 (4.1%) 360 (4.5%)

Self-rated general health

 Excellent/Very good 7520 (63%) 5207 (65%)

 Good/Fair 4291 (36%) 2679 (34%)

 Poor 125 (1.0%) 75 (0.9%)

Number of chronic conditions

 0 1209 (10%) 820 (10%)

 1 1878 (16%) 1266 (16%)

 2 2136 (18%) 1414 (18%)

 3 1844 (15%) 1291 (16%)

 4 1568 (13%) 1036 (13%)

 5 + 3306 (28%) 2137 (27%)

Functional impairment status

 None 11,122 (93%) 7448 (94%)

 Mild or moderate 786 (6.6%) 499 (6.3%)

 Severe or total 2 (< 0.1%) 1 (< 0.1%)
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compound care chains were younger (despite similar 
average ages), women, residence in non-urban settings, 
lower income, non-partnered marital status, employ-
ment, and mild or moderate functional impairment.

Caregiving characteristics
In Table  4, we present data on the amount and type of 
caregiving provided by all CLSA respondents who 
reported being a caregiver. This table is organized to 
show these variables for each respondent who reported 
being a caregiver only and those who reported being 
both a caregiver and care receiver as well as stratified by 
gender to show potential differences between men and 
women in these roles.

Among respondents who were caregivers (only) to one 
person, women provided a greater median number of 
hours per week (5 vs 4 h) of care than men. Men were 
more likely to live with their care receiver (31 vs 22%) 
and to provide care to a spouse (26 vs 16%) than women, 
while women were more likely to report caring for a par-
ent (34 vs 29%). Regardless of caregiver gender, trans-
portation was the most reported care activity provided 
but women reported more frequently providing all care 
activities with the exception of transportation and house-
hold activities.

Among respondents who were caregivers (only) to 
more than one person, women provided a greater median 
number of hours per week (4 vs 3 h) and weeks per year 
(24 vs 20 weeks) of care than men. No statistically signifi-
cant differences between men and women were found in 
relationships to care recipients. Regardless of caregiver 
gender, transportation was the most reported care activ-
ity provided but women reported more frequently pro-
viding all care activities with exception of transportation 

and household activities. Both women and men reported 
that their primary care receivers were women (71 and 
61%, respectively).

Reciprocal
On the caregiver side of this relationship, respondents 
reported a median of 6 h per week and 3 weeks per year 
of caregiving, with men reporting a higher range of weeks 
per year of caregiving. Women were more likely to pro-
vide medical care and manage care for their spouses in 
these reciprocal relationships.

Care Chains
In terms of their role as caregivers, women in care chain 
relationships provided a greater median number of hours 
per week (4 vs 3 h) of care than men. Both men and 
women care chain caregivers were most often taking care 
of a parent (30%) followed by “other” (29%) which encom-
passes friends, neighbours, and other relationships. How-
ever, men reported their primary care recipient as their 
spouse more than women (14 vs 10%). Care participant 
relationships reported by caregivers and stratified by care 
relationship type are shown in Fig.  3. Women reported 
more frequently providing all care activities with excep-
tion of household activities and transportation.

Compound care chains
In their role as caregivers, women in compound care 
chain relationships provided a greater median number 
of hours per week (4 vs 3 h) and weeks per year (20 vs 
12 weeks) of care than men. Men were more likely to live 
with their care receiver (28 vs 18%) and to provide care 
to a spouse (24 vs 12%), whereas women reported car-
ing more for a parent (26 vs 19%) and child (9.1 vs 4.6%). 

Fig. 2 Proportion of respondents reporting no functional impairment by care relationships
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Women reported more frequently providing all care 
activities with exception of household and transportation 
activities compared to men.

Care receiving characteristics
Table  5 presents data on the amount and type of care 
received by all CLSA respondents who reported being 
a care receiver. Among respondents who were care 
receivers (only) from only one person, women received 
a greater median number of weeks per year (6 weeks 
vs 4 weeks) of care than men. Men were more likely to 
live with their care provider (67 vs 56%) and to receive 
care from their spouse (65 vs 46%), whereas women were 
more likely to receive care from their child (24 vs 8.3%). 
Men reported more frequently receiving all care activities 
with exception of meal preparation and household activi-
ties. Men were more likely to report a woman caregiver, 
and women were more frequently reporting their car-
egiver to be a man. 

Among respondents who were care receivers from 
more than one person, women received a greater median 
number of weeks of care per year (10 vs 6 weeks) than 
men. Men were more likely to live with their care pro-
vider (53 vs 44%) and to receive care from their spouse 
(47 vs 31%), while women were more likely to receive 
care from their child (30 vs 15%) or a friend (16 vs 11%). 
Women reported receiving transportation care and meal 
preparation while men reported more frequent medi-
cal care and managing care. Although the primary care 
provider was overall more frequently reported to be a 
woman, men were more likely to have a woman caregiver 
compared to women (69 vs 48%).

Reciprocal
On the care receiving side of this relationship, women 
reported receiving a higher number of weeks per year (4 
vs 3 weeks) of care receiving. Women reported receiving 
more assistance with transportation, meal preparation 
and household activities of care compared to men.

Care chains
As a care receiver in the care chain relationship, women 
received a greater median number of hours per week (4 h 
vs 3 h) and higher range of weeks per year (7 more weeks 
than men) of care. Both men and women care chain care 
receivers reported living in the same household and 
mainly receiving care from a spouse. However, women 
reported their primary care provider as their child (22 
vs 17%) or friend (15 vs 13%) more than men. Women 
reported more frequently receiving assistance with 
household activities and meal preparation compared to 
men, whereas men reported medical care and manag-
ing care more than women. Compared to women, men 

Table 2 Descriptive characteristics of CLSA respondents who 
identify as a care receiver only

a Mean (SD); n (%)

Care receiver N = 3286

Receives Care from 
One Person

Receives Care from 
Two or More People

N = 1  534a N =  1752a

Age 65.88 (10.85) 65.12 (11.43)

Age group

 45–54 285 (19%) 395 (23%)

 55–64 455 (30%) 504 (29%)

 65–74 354 (23%) 361 (21%)

 75 + 440 (29%) 492 (28%)

Women 827 (54%) 1 073 (61%)

Geographic Region

 Urban 1244 (81%) 1401 (80%)

Cultural background

 White 1475 (96%) 1695 (97%)

Household Income

 Less than $20,000 150 (9.8%) 199 (11%)

 $20,000 to $50,000 477 (31%) 549 (31%)

 $50,000 to $100,000 463 (30%) 485 (28%)

 $100,000 to $150,000 187 (12%) 237 (14%)

 $150,000 or more 148 (9.6%) 149 (8.5%)

Education

 Less than high school 158 (10%) 198 (11%)

 High school graduation 185 (12%) 211 (12%)

 Some post-secondary education 142 (9.3%) 152 (8.7%)

 Post-secondary degree/diploma 1046 (68%) 1184 (68%)

Marital status

 Single 129 (8.4%) 168 (9.6%)

 Married/Common-law 993 (65%) 960 (55%)

 Widowed 210 (14%) 325 (19%)

 Divorced/separated 202 (13%) 299 (17%)

Retirement status

 Completely retired 885 (58%) 982 (56%)

 Partly retired 115 (7.5%) 145 (8.3%)

 Employed 431 (28%) 439 (25%)

 Not retired or employed 96 (6.3%) 175 (10.0%)

Self-rated general health

 Excellent/Very good 599 (39%) 564 (32%)

 Good/Fair 793 (52%) 1011 (58%)

 Poor 139 (9.1%) 173 (9.9%)

Number of chronic conditions

 0 47 (3.1%) 49 (2.8%)

 1 111 (7.2%) 111 (6.3%)

 2 162 (11%) 137 (7.8%)

 3 183 (12%) 207 (12%)

 4 212 (14%) 220 (13%)

 5 + 819 (53%) 1028 (59%)

Functional impairment status

 None 1025 (67%) 1014 (58%)

 Mild or moderate 454 (30%) 640 (37%)

 Severe or total 37 (2.4%) 62 (3.5%)
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Table 3 Descriptive characteristics of CLSA respondents who identify as both a caregiver and a care receiver

a Mean (SD); n (%)

Both a caregiver and a care receiver N = 2634

Reciprocal care spouse Care chain Compound care chain

N =  127a N =  513a N =  1993a

Age 65.99 (9.81) 64.01 (9.98) 62.29 (10.53)

Age group

 45–54 22 (17%) 107 (21%) 583 (29%)

 55–64 36 (28%) 169 (33%) 645 (32%)

 65–74 36 (28%) 140 (27%) 406 (20%)

 75 + 33 (26%) 97 (19%) 359 (18%)

Sex

 Women 46 (36%) 326 (64%) 1322 (66%)

Geographic Region

 Urban 108 (85%) 420 (82%) 1583 (79%)

Cultural background

 White 122 (96%) 502 (98%) 1934 (97%)

Household Income

 Less than $20,000 3 (2.4%) 43 (8.4%) 192 (9.6%)

 $20,000 to $50,000 22 (17%) 155 (30%) 546 (27%)

 $50,000 to $100,000 55 (43%) 157 (31%) 638 (32%)

 $100,000 to $150,000 27 (21%) 70 (14%) 278 (14%)

 $150,000 or more 16 (13%) 44 (8.6%) 209 (10%)

Education

 Less than high school 11 (8.7%) 35 (6.8%) 135 (6.8%)

 High school graduation 10 (7.9%) 72 (14%) 203 (10%)

 Some post-secondary education 8 (6.3%) 44 (8.6%) 198 (9.9%)

 Post-secondary degree/diploma 97 (76%) 360 (70%) 1452 (73%)

Marital status

 Single 1 (0.8%) 50 (9.7%) 201 (10%)

 Married/Common-law 124 (98%) 333 (65%) 1216 (61%)

 Widowed 0 (0%) 54 (11%) 247 (12%)

 Divorced/separated 2 (1.6%) 76 (15%) 329 (17%)

Retirement status

 Completely retired 71 (56%) 279 (54%) 952 (48%)

 Partly retired 22 (17%) 54 (11%) 203 (10%)

 Employed 29 (23%) 132 (26%) 642 (32%)

 Not retired or employed 4 (3.1%) 46 (9.0%) 190 (9.5%)

Self-rated general health

 Excellent/Very good 59 (46%) 214 (42%) 746 (37%)

 Good/Fair 60 (47%) 277 (54%) 1110 (56%)

 Poor 6 (4.7%) 21 (4.1%) 136 (6.8%)

Number of chronic conditions

 0 5 (3.9%) 12 (2.3%) 44 (2.2%)

 1 6 (4.7%) 37 (7.2%) 125 (6.3%)

 2 15 (12%) 46 (9.0%) 207 (10%)

 3 11 (8.7%) 55 (11%) 260 (13%)

 4 21 (17%) 62 (12%) 261 (13%)

 5 + 69 (54%) 301 (59%) 1096 (55%)

Functional impairment status

 None 100 (79%) 383 (75%) 1377 (69%)

 Mild or moderate 26 (20%) 124 (24%) 582 (29%)

 Severe or total 1 (0.8%) 2 (0.4%) 16 (0.8%)
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reported having a woman caregiver more frequently (70 
vs 40%).

Compound care chains
In their role as care receivers, median number of hours 
per week and weeks per year (4 h and 4 weeks, respec-
tively) were similar for both men and women. Men were 
more likely to live with their caregiver (54 vs 42%) and 
to receive care from their spouse (47 vs 33%), whereas 
women reported their child (23 vs 17%) or friend (19 
vs 15%) providing care more than men did. Women 
reported more frequently receiving assistance with meal 
preparation compared to men, whereas men reported 
medical care and managing care more frequently than 
women. Men more often reported having a woman car-
egiver compared to women respondents (68 vs 45%).

Discussion
We found that 38.8% of CLSA participants identi-
fied as caregivers, 6.4% identified as care receivers, and 
5.1% identified as both a caregiver and care receiver. As 
expected, CLSA participants who identified as caregivers 
were slightly younger, in better self-reported health, and 
had fewer physical limitations than those who identified 
as care receivers. Also as expected, differences in car-
egiving and care receiving were observed between men 
and women, with women more frequently identifying 
as caregivers and care receivers in all relationship types 
except reciprocal spousal dyads. Moreover, nearly half 
of all CLSA participants who identified as either a car-
egiver and/or care receiver reported that their caregiving 

relationship was more complex than a unidirectional 
dyadic relationship.

Not surprisingly, gender differences were seen 
throughout our findings. Women more frequently 
identified as caregivers and care receivers than men. 
Women caregivers reported providing care to a wider 
range of primary care recipients and women care 
receivers reported receiving care from a wider range 
of primary caregivers than men. On the other hand, 
men were most likely to report receiving care from and 
providing care to a spouse, and they more frequently 
provided household maintenance. Our findings are 
consistent with prior research, including studies using 
CLSA data, those focusing on care networks, and those 
that have shown women to more frequently take on car-
egiving roles to provide personal care support as well 
as studies that have shown women to be more likely 
to rely on adult children while men rely on spouses [9, 
11, 25]. Studies have also shown that women caregiv-
ers experience more caregiver stress and burden due 
to multiple factors such as gender roles, care burden, 
and caregiving motivations [26]. At the same time, our 
findings, like theirs, show that the gendering of car-
egiving is quite nuanced. In our sample, nearly 40% of 
men reported providing care to more than one person 
and men spent only slightly less time than women on 
caregiving. Women and men experience caregiving 
and care receiving in different ways, which has trickle 
down implications for their supportive care needs. 
While there is substantial literature on the gendered 
nature of caregiving, future research should consider a 
more detailed exploration of differences between men 

Fig. 3 Relationship to care receiver, as reported by caregivers, stratified by care relationship type
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and women in care tasks and perceptions of caregiving 
work. It will be important to consider these differences 
in the context of changing gender norms and demo-
graphic patterns and future policy and program needs.

We found that spouses and first-degree relatives repre-
sented the majority of caregivers but that others, includ-
ing friends and other relatives, still represent a large 
proportion of caregivers overall. Among the CLSA sam-
ple, nearly 40% of all caregivers reported providing care 
to a non-first degree relative or other (including friends) 
while nearly one-quarter of care recipients reported their 
primary caregiver among the same. Research on and con-
sideration of non-kin caregivers for policy and practice 
will be increasingly important as family structures con-
tinue to change and “chosen family” networks become 
more prevalent. Older adults without either a spouse 
or children are most likely to use paid care, experience 
“care gaps”, and to reside in a nursing home relative to 
those with either [27]. Informal non-kin only care net-
works have been identified as less reliable, a dimension 
of care quality, than other care network types; a finding 
that likely reflects how the expectations of different rela-
tionship types influences care and support activities [28]. 
Expanding care relationship frameworks to incorporate 
caregiving and care receiving roles may be especially sali-
ent to accommodate non-kin networks where members 
are of similar ages.

We also found that a considerable minority of car-
egiving reported in the CLSA was non-dyadic and that 
the majority of care receiving was best characterized as 
through a network. Approximately 40% of caregivers 
reported providing care to more than one person (34% 
among caregivers who also received care). Meanwhile, 
53% of care receivers reported receiving care from 
more than one person while compound care chains 
accounted for most of the care relationships described 
by care receivers who also provided care. This speaks 
to a need to broaden the conceptualization of caregiv-
ing away from a one caregiver and one care receiver 
paradigm. As noted by others, this has important impli-
cations for research practice and how evidence is sub-
sequently used to inform policy and support service 
delivery [29]. Frameworks such as the Convoys of Social 
Support and Social Care Model both allow for multiple 
caregivers with varying levels of proximity to the care 
receiver yet relatively little research has implemented 
either despite evidence to support their relevance [16, 
30, 31]. While concepts such as double-duty caregiv-
ing and “sandwich” generation caregiving have both 
received attention, neither describe the multiple non-
professional, non-parenting caregiving roles found in 
this study nor do they capture the simultaneous experi-
ence of providing and receiving care [32, 33]. Further 

research is needed to better characterize how peo-
ple understand and carry out their multiple roles and 
responsibilities within caring networks and subsequent 
needs for supportive services. Of particular interest is 
research to describe the circumstances within which 
older men and women continue to provide care while 
receiving care, including implications for their own 
health outcomes as well as those they support.

Limitations
Our study has limitations to consider. First, we have only 
a single informant’s perspective on the care relation-
ships as the CLSA only obtains information from the 
single interviewed individual. Further, although there 
are several items in the CLSA surveys on caregiving and 
receiving, many only ask about the primary relationship 
(including relationship and gender) and together, these 
issues limit our ability to fully characterize caring rela-
tionships and capture the broader landscape of caregiv-
ing networks. Others have shown that a multi-informant 
approach offers a fuller opportunity to describe networks 
and their function [14]. The CLSA sample is generally 
healthy, living in the community and able to provide their 
own baseline data and therefore likely underrepresents 
care receiving, especially among the older segment of the 
sample. Finally, the CLSA sample is predominantly white, 
English or French speaking, and relatively affluent, which 
limits characterization of variations in caring relation-
ships across race, ethnicity, or other social descriptors or 
the extent to which their intersections with gender can be 
explored. In this study, we used CLSA Baseline data, col-
lected between 2011 and 2015, as it was the most com-
plete. While we do not anticipate large scale changes 
in caregiving patterns since then, we have additional 
research planned that will describe changes in caregiv-
ing relationships with more recently conducted waves of 
CLSA data. Despite these limitations, the CLSA offers a 
large sample with multiple options for exploring caregiv-
ing and receiving, as well as potential to study changes in 
care relationships over time. Additional future research 
is needed, though, to deepen our understanding of care 
networks and optimal strategies to support them through 
policy and practice.

Conclusion
Using baseline data from the CLSA, we found diverse 
care relationships that were often best characterized as 
networks and that often included non-kin and extended 
relatives. We further found that gender played a signifi-
cant role in both who provided and who received care 
but also that nuance is required in describing the differ-
ent patterns of care taken on by women and men. Our 
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findings speak to the importance of broadening the gen-
eral conceptualization from one caregiver to one care 
receiver all within the same family. Frameworks that 
capture the networked nature of caring relationships, the 
potential for one individual to hold multiple roles, and 
shifting family structures are needed to advance the ways 
in which we think and talk about caregiving.
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