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Methodological challenges in studying the chronically ill elderly: Ethical 
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In low- and middle-income countries, caring for the elderly is a responsibility that is undertaken within households with minimal 
institutional support from the community or structural support from the state [1,2]. Usually, this responsibility is shared within 
the home, with the physical and emotional work of caring falling to the one who does not have too many extra-residential 
responsibilities. The gendered nature of caring responsibility is such that, usually it is women who are not in the formal or 
informal labour markets who share the responsibility [2,3].

Need to recognise care-giving burden

Care work changes over time, in terms of the nature of care and the work involved. As the elderly person ages further, the 
responsibilities of the carer increase. But as this increasing carer responsibility is a slow process, the increasing dependence of 
the elder on the carer is not recognised, even within the household. In addition, with time, as the elderly get confined to limited 
spaces and may get bed-ridden, due to age or illness, the carer also gets confined to that space [4,5]. In the process, identities 
and needs of the carer and the person cared for merge. Within a household, the carer gradually becomes the “expert” in care, and 
therefore, for household efficiency and maximising utility, it suits a household to “enable” this caring role. The demands of the 
role increase to become a full-time responsibility for the carer. When the care giving role falls to women, as it often does, 
gendered norms and values prevailing in our communities (and our homes), ensure that women take it on as their routine 
responsibility. Gradually, a majority of the carers identify with the object of care, the interests of the elderly person, excluding 
themselves from the frame of reference for well-being; and so do other family members. Often, such carers are not without 
individual resources or agency. However, as the process of caregiving gets prolonged due to the chronicity of the condition, 
caregivers may eventually stop recognising their own interests and start prioritising those of the elder they are caring for  [6,7]. 
The caregivers try to satisfy their caring obligation by using their own resources because their caregiver identity is linked to their 
sense of self-worth. So, they are reluctant to use their social capital in the context of some of their caring responsibilities. It is 
more likely that the caregiver will not be able to fulfil the reciprocity obligations of any help they receive, because of their caring 
responsibilities. Thus, they also have a tendency to take on personal care obligations, and this results in longer hours of care 
burden [8].

Thus, the carer burden tends to leave women, more often than men, with limited time and resources (both material and human) 
for pursuing personal goals. For the household and community, it is convenient for this person to continue in that caring role 
and thus optimise household efficiency. This is not without a cost, but the cost to the carer is subsumed within the overall 
household utility. When one person (usually a woman), takes on the carer’s responsibility, it leaves all others free to work for their 
own welfare. Thus, collectively, other household members benefit, but the individual carer actually suffers losses. When the carer 
role is withdrawn due to death or greater mobility of the elder, the carer may have no fulfilling role or identity left to claim as 
their own. And in the process of becoming an “expert carer”, he/she has no remaining self-identified goals, save those associated 
with the elder person who was the object of care. It should also be remembered that such carers are also frequently elderly 
themselves [2,3].

Consequences of excluding social costs of care-giving while examining elder healthcare

The caring role taken on by persons within households and its cost has implications for the methodologies employed to study 
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elderly patients of chronic diseases. Their inability to self-manage could be due to the nature of the condition, the cultural 
factors that facilitate or hinder self-care, the institutional arrangements that they obtain, and the structural factors that operate 
on the elderly and their care. However, these are subsumed under the broad rubric of expenditure involved in medical and 
other management, which very often ignores the human costs involved. For instance, examining the elderly patient and their 
management may require inputs from the primary care giver. Alternatively, the trade-offs among various members of the family 
may assign specific individuals to take on the role of caregiver. The resources available to the patient and the caregiver to 
manage care depend on the socio-structural factors such as type of household, household incomes, educational resources 
available to the patient and the carer. For some chronic conditions, other material resources that can be accessed, such as 
transport for travel to hospitals, the ability to negotiate the hospital’s requirements, are all incumbent upon the accompanying 
person’s ability to manage the required resources.

Research on chronic care involves several layers of complexity. Chronic care comprises the entire care-giving unit which involves 
the patient, the primary carer, the immediate family, the other social supports and the health system. Therefore, the process of 
chronic care involves interactions of these members with the patient and among themselves. Most analyses of chronic care 
tend to overlook the skills, resources and costs to the care-giver and other components of the care-giving unit in the process of 
caring.

Therefore, information collected from the elderly patient alone may be incomplete or at times even erroneous [9,10]. On the 
other hand, the resources that the patient utilises may be those that are available to the caregiver and not directly accessible to 
the patient. The costs of care that go beyond the material may also include opportunity costs incurred by the carers. Therefore, 
the patient management group needs to be treated as a single unit for analysis and the roles and responsibilities of individuals 
within it, including the primary caregiver, need to be carefully delineated for any specific analysis. Sometimes the costing of 
care-giving must also account for all the social capital that it draws upon, including physical, informational, financial and 
emotional social supports.

Such research needs to treat the intra-household and social exchanges and burdens as variables in the analysis. But often, by 
individualising the management of care and its costs, the hidden costs to the society, the household and the carer are ignored 
[11,12]. In such processes, we also tend to ignore the potential for privileging certain types of elderly over other elderly within 
the society and even within the same household. There could be a potential for economies of scale operating to minimise the 
care burden, or it is possible that the trade-offs between the privileged elderly and others within a household leave some 
elderly bereft of appropriate care.

Methodologies that could facilitate the processes of counting the care-giving costs

In most surveys, we tend to select a specific elderly individual using a random selection process and describe their health and 
healthcare costs [13]. Once one person is selected, all specific details pertain to that selected individual. It is expected that the 
random selection of individual elderly within households will enable us to capture the varying nature of elderly care and its 
burden.  However, such a process misses out on the intra-household transactions and trade-offs which result in privileging some 
elderly or depriving some. Not only is this research finding inaccurate, it is also unjust because it fails to represent the 
experiences of the more vulnerable care givers.

We need to evolve research methods which allow for multiple respondents to report on their contributions to care so that each 
of these can be counted. To initiate such work, perhaps we can make a start by counting the number of elderly within 
households and determine their positions in the hierarchies of care and care burdens while examining the health of the elderly 
and healthcare. Using the theory of dyadic illness management which recognises the interdependence of this team may help to 
identify the nature of the functioning of the dyad [10].  For example, such an approach may help to identify the carers and their 
opportunity costs as an important area of research, as these opportunity costs could involve deferred care of the caregiver who 
may choose to postpone their own much needed care. 

The intra-household distribution of care burdens can be accounted for in research. Capturing these burdens cannot be done 
using conventional surveys of individuals within households but calls for sampling across types of households, elderly burdens 
and care arrangements.  We need to develop methods of data collection and also the means to do so ethically without violating 
individual rights to privacy and confidentiality. Such research processes are not only methodologically challenging but could 
also be ethically challenging. For example, how can one collect data on the elderly and the carer if their interests do not 
converge? The very process of data collection from the caregiver could contribute to alienating them from the household if they 
are known to report distress due to the caregiving role. The caregiver may not recognise their burdens or may experience 
extreme guilt in reporting the compromise of their personal interests and comforts. This may either make them undergo 
emotional trauma, or they may suppress the expression of these experiences for fear of being judged [8,14]. Either way, the 
research could further burden the caregivers with distress caused by the research process. How does one alert the carer to these 
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possibilities through the informed consent process? Is it ethical to inform and/or educate the carer, or would it be better to leave 
them to their own agency to recognise and negotiate their needs? The ethical requirements for such research also need to bear 
upon the nature and type of methodologies used for data collection and analysis. But, ethical research in this context needs to 
tread this ground for better understanding of elderly and disabled care burdens to emerge.  There are methodologies both 
analytical [8, 15] and conceptual [10], that are emerging to facilitate such explorations.

Acknowledgements: This editorial is based on a panel presentation made at the International Conference on Caring for Older Adults 
amidst Covid19, organised by the International Institute of Migration and Development (IIMAD), Thiruvananthapuram in December, 

2022. We thank Dr Vijayaprasad Gopichandran for valuable inputs on an earlier draft and Dr Sunu C Thomas for her advice to focus on 

methodological  and  ethical  needs  for  research.  We  are  grateful  to  the  two  reviewers  who  helped  provide  a  carefully  nuanced 

representation of caregiver burdens.

References

1. Philip RR, Philip S, Tripathy JP, Manima A, Venables E. Twenty years of home-based palliative care in Malappuram, Kerala, India: a descriptive study of 
patients and their care-givers. BMC Palliat Care. 2018 Feb 14;17(1):26. https://doi.org/10.1186/s12904-018-0278-4 

2. Ugargol A, Bailey A. Family caregiving for older adults: gendered roles and caregiver burden in emigrant households of Kerala, India. Asian Popul 
Stud. 2018 May 4; 14:2, 194-210.  https://doi.org/10.1080/17441730.2017.1412593 

3. Ugargol A, Bailey A.  Reciprocity between older adults and their care-givers in emigrant households of Kerala, India. Ageing & Society. 2021;41(8), 
1699-1725. https://doi.org/10.1017/S0144686X19001685 

4. Shaji, KS, Smitha K, Lal KP, Prince MJ. Caregivers of people with Alzheimer’s disease: a qualitative study from the Indian 10/66 Dementia Research 
Network. Int J Geriatr Psychiatry. 2002;18(1), 1–6. https://doi.org/10.1002/gps.649 

5. Bierhals CCBK, Low G, Paskulin L M. Quality of life perceptions of family caregivers of older adults stroke survivors: A longitudinal study. Appl Nurs Res. 
2019 Jun; 47: 57-62. https://doi.org/10.1016/j.apnr.2019.05.003  

6. Lynch J, Cahalan R. The impact of spinal cord injury on the quality of life of primary family caregivers: a literature review. Spinal Cord. 2017 Nov; 
55(11): 964–978. https://doi.org/10.1038/sc.2017.56 

7. Weaver R, O’Connor M, Golding RM, Gibson C, White R, Jackson M, et al. “My life’s not my own”: A qualitative study into the expectations of head and 
neck cancer carers. Support Care Cancer. 2022 May; 30(5):4073–4080. https://doi.org/10.1007/s00520-021-06761-1 

8. Revenson TA, Griva K, Luszczynska A, Morrison V, Panagopoulou E, Vilchinsky N, Hagedoorn M. Chapter 5. Gender and caregiving: The costs of 
caregiving for women. In: Caregiving in the Illness Context. Basingstoke: Palgrave Macmillan. https://doi.org/10.1057/9781137558985.0008    

9. Pucciarelli G, Lommi M, Magwood GS, Simeone S, Colaceci S, Vellone E, Alvaro R.  Effectiveness of dyadic interventions to improve stroke patient–
caregiver dyads’ outcomes after discharge: A systematic review and meta-analysis study. Eur  J  Cardiovasc Nurs. 2021 Jan 1; 20(1), 14-33. https://
doi.org/10.1177/1474515120926069 

10. Lyons KS, Lee CS. The theory of dyadic illness management. J Fam Nurs. 2018 Feb; 24(1), 8-28. https://doi.org/10.1177/1074840717745669 
11. Jacobs JC, Van Houtven CH, Tanielian T, Ramchand R. Economic Spillover Effects of Intensive Unpaid Caregiving. Pharmacoeconomics. 2019 Apr; 37(4): 

553–562. https://doi.org/10.1007/s40273-019-00784-7 
12. Bishop CE, Nitz LH, Interest Group Session - Economics of aging: economic impacts of caregiving: individual and social opportunity cost. Innovation 

in Aging. 2018 Nov; 2(Suppl 1): 580. https://doi.org/10.1093/geroni/igy023.2148 
13. Chari AV, Engberg J, Ray KN, Mehrotra A. The opportunity costs of informal elder-care in the United States: new estimates from the American Time 

Use Survey. Health Serv Res. 2015 Jun;50(3):871-82. https://doi.org/10.1111/1475-6773.12238 
14. O’Connor DL. Self-identifying as a caregiver: Exploring the positioning process. J Aging Studies. 2007 Apr 1; 21(2): 165-174. https://doi.org/10.1016/

j.jaging.2006.06.002 
15. Miller B, Cafasso L. Gender differences in caregiving: Fact or artifact? Gerontologist. 1992 Aug; 32 (4): 498-507. https://doi.org/10.1093/geront/

32.4.498




