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Abstract

Objectives: In many families, multiple caregivers support older adults living with dementia. Studying collaboration among
caregivers requires consideration of conceptual and methodological issues that have not been fully explored. This study pre-
sents a framework for conceptualizing caregiver collaboration and an index that captures variation in collaboration among
multiple caregivers within care networks.

Methods: We used data from the 2015 waves of the National Health and Aging Trends Study and National Study of
Caregiving (NSOC) to operationalize collaboration among multiple caregivers (N = 1,298) of 552 care recipients
(M, =83.69,8D =7.73; 71.6% women; 47.9% possible/probable dementia; 38.9% people of color).

Results: The care collaboration index considered individual and overlapping contributions while controlling for the size
of the care network (caregivers in network responding to NSOC survey) and total network size (number of caregivers in
network) in the statistical model. Larger care networks enabled more collaboration, both in general and across most types
of tasks (Bs > 0.38). Collaboration was greater among those caring for a Black or Hispanic care recipient, both in general
and for household and medical/health tasks specifically (Bs > 0.11). Collaboration was also greater among those caring
for recipients with probable dementia, both in general and for most tasks (fs > 0.11) but not transportation-related tasks
(p =.219).

Discussion: Results are examined in the context of care network dynamics and proposed mechanisms linking care collabo-
ration to outcomes for caregivers and recipients. Strengths and limitations of our conceptualization and operationalization
of collaboration are discussed.

Keywords: Alzheimer’s disease, Caregiving, Collaboration, Social networks

It is estimated that in 2021, 6.2 million people in the most common cause of dementia, and this number is pro-
United States will be living with Alzheimer’s disease, the jected to increase to 12.7 million in 2050 (Alzheimer’s
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Association, 2020). Most individuals with dementia reside
in communities with the support of friend or family care-
givers (Hebert et al., 2013). While networks of individuals
often share care responsibilities (Usita et al., 2004), few
studies consider the conceptual and methodological impli-
cations of these care dynamics (Feld et al., 2006; Lingler
et al., 2008). In this study, we present a framework for con-
ceptualizing collaboration in care networks, operationalize
collaboration, and examine variation in collaboration ac-
cording to care network and care recipient characteristics.

Primary Caregivers Versus Care Networks

Dementia caregiving research and practice primarily focus
on a single family/friend caregiver as the main or most
important person providing informal care (Keith, 1995).
There are concerns, however, that contributions and con-
sequences of caregiving from other family members/friends
are underestimated (Esandi et al., 2021; Keith, 1995).
Multiple caregivers are often involved in supporting care
recipients and are affected by the illness (Qualls, 2014).
As such, more than one individual may self-identify as a
primary caregiver because of their own perceptions of role
fulfillment and caregiving demands (Marcum et al., 2020).

Individuals may also share care responsibilities due to
the progression of dementia and the complex care require-
ments of older adults living with dementia (Gongalves-
Pereira et al., 2020; Koehly et al., 2015). Care networks
vary in size and dynamics (Ponnala et al., 2018), their
size typically increasing with greater care recipient needs
(Andersson & Monin, 2018), particularly medical, mo-
bility, or self-care tasks (Spillman et al., 2020), or ineffec-
tive coordination among caregivers (Andersson & Monin,
2018). A greater understanding of the collaboration that
occurs within these networks, including factors that influ-
ence collaboration, is needed.

Collaboration in Care Networks

Collaboration has been studied across disciplines and set-
tings with variations in its conceptualization. Drawing on
literature from several fields, Bedwell and colleagues (2012)
defined collaboration as “an evolving process whereby two
or more social entities actively and reciprocally engage in
joint activities aimed at achieving at least one shared goal”
(p. 130). In line with this definition, this study conceptual-
izes collaboration in care networks as a process whereby
two or more informal caregivers engage in activities to
achieve the collective goal of care provision for an identi-
fied care recipient. Effective collaboration requires varying
levels of coordination, which refers to how activities are
completed. For example, caregivers may independently
perform activities (e.g., one person drives the care recip-
ient places, another handles finances), work together to
complete an activity (e.g., each person administers medica-
tions), or sequence their efforts (e.g., one person schedules

appointments, another accompanies care recipient to ap-
pointments; Bedwell et al., 2012). Moreover, some care
networks may include specialist caregivers who assist with
a single domain of tasks and generalist caregivers who as-
sist with multiple domains of tasks (Spillman et al., 2020).
The process of collaboration can elicit positive feelings and
amicable interactions but can also include the presence of
negative feelings and interactions. To this end, many the-
ories have also examined cooperation as an important
attitudinal construct that can aid effective collaborations
(Bedwell et al., 2012). While care networks low in coor-
dination and cooperation could be viewed as working in
collaboration given our definition, the care provided may
be less effective and inefficient for care provision.

Collaborative care networks have been investigated via
task-specific models that distinguish between the support
provided to the care recipient, the proximity and availa-
bility of the caregiver(s), the fit between needed care as-
sistance, and the length of commitment to caregiving
(Litwak, 1985; Litwak et al., 1990; Messeri et al., 1993).
Hierarchical and compensatory models emphasizing the re-
lationship between the caregiver and recipient also explore
this phenomenon (Cantor, 1979; Freedman & Spillman,
2014; Spillman et al., 2020). Despite the contributions of
this body of research, we know relatively little about the
collaborative processes among multiple caregivers in care
networks, including potential routes to and circumstances
surrounding collaboration. A collaboration-specific model,
which centers the interdependent interactions of caregivers
(vs a task-centered approach), may enhance understanding
of this process.

Multilevel Conceptual Framework of Care
Network Collaboration

We propose a multilevel conceptual framework to guide
this area of research (see Figure 1) adapted from models of
collaboration (Bedwell et al., 2012; Wood & Gray, 1991).
The framework offers four key collaboration dimensions:
context, preconditions, processes, and outcomes. The
framework is centered on the work of the care network to
identify and engage in tasks that serve the goal of providing
care, ultimately contribute to caregiver, care recipient, and
network-level health outcomes.

Context

Political (Dawson et al., 2020) and sociocultural (Knight
& Sayegh, 2010) orientations to caregiving, social deter-
minants of health (Young et al., 2020), and health across
the life span affect resources and constraints at community,
family, and care network levels. Norms within community
and family contexts of caregivers and care recipients re-
garding communication, trust, reciprocity, and expecta-
tions of mutuality and interdependence likely influence care
network functioning (Thomson et al., 2007) and may differ
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Figure 1. Conceptual model of collaboration among multiple caregivers.

depending on the relationships represented within a net-
work (e.g., spouse vs neighbor vs adult child). Our model
considers the broader family context as well as the care
network context as key components, the latter of which
is comprised of individual family/friend caregivers. Shared
family history of caregiving and collaboration may also
influence collaboration norms and expectations (Marek
et al., 2015). Collectively, these elements set the stage for
care network formation and functioning. The care network
context includes several factors, such as network size, rela-
tionship composition (e.g., spousal, friend), geographic dis-
tance between the recipient and network members, time in
caregiver/recipient roles, and density (e.g., familiarity and
regularity of contact network members; Fast et al., 2004;
Marcum et al., 2020). Gender composition is another fea-
ture of the care network—women tend to provide more
hours of care and assist with more complex tasks than men
(AARP & National Alliance for Caregiving, 2020).

Preconditions

Preconditions of collaboration define the boundaries of
care needs and possibilities for care collaboration given
the caregivers involved. These preconditions include
sociodemographic characteristics of the care recipient and
personal and health characteristics that necessitate care, in-
cluding dementia status and functional abilities. Caring for
someone with dementia is often more intensive and exten-
sive compared to caring for someone without cognitive im-
pairment (Friedman et al., 2015), and may lead to greater
subjective burden (Karg et al., 2018) and physical difficul-
ties (Parker et al., 2021). Caregiver-specific preconditions
include sociodemographic characteristics and psychoso-
cial factors, including an individual’s previous caregiving

experience (Dilworth-Anderson et al., 2020). The social
positionality of care recipients and caregivers, including is-
sues of marginalization and racialized status, are also im-
portant to consider (Dilworth-Anderson et al., 2002).

Processes

Collaboration processes consist of task identification, task
engagement, and individual and network dynamics under-
lying care provision. Task identification involves individual
caregiver and care network knowledge of recipient needs
and resources to meet those needs, attitudes regarding the
completion of care tasks, and related cognitive appraisals
(Hall et al., 2018). Task engagement involves the comple-
tion of tasks at the individual level and network level; in-
dividual caregivers might complete one or more care tasks
in several domains, while network-level considerations
involve how tasks are distributed across a network and
overlap in the tasks of individual caregivers (Hall et al.,
2018). Behaviors critical to the process of engagement in-
clude adaptation, information processing, leadership, and
sense-making (Bedwell et al., 2012). Reappraisals within
task engagement consist of perceived benefits of collabo-
ration (e.g., personal gain, improved relationship quality)
and costs (e.g., stress, strained social roles). Collaboration
capacity refers to strengths and limitations of caregivers
(individually) and care networks (collectively) that affect
their ability to work together (Foster-Fishman et al., 2001).
Finally, individual caregiver and collective care network
dynamics facilitate or impede task identification and task
engagement and include coordination, cooperation, max-
imization of network resources, relationship management,
subjective assessments of fair share, communication, (dis-)
agreements about tasks, and overall care.
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Outcomes

The framework focuses on collaboration’s influence on the
health of the care recipient, individual caregivers, and the
overall care network. Broader family health outcomes are
also appropriate to consider as a collaboration outcome.
Taken together, applying theories used to describe organ-
izational behavior and investigating collaboration as the
central phenomena of interest among care networks helps
to delineate opportunities for research and intervention on
an understudied issue.

Study Purpose

Before formally testing the full conceptual framework
presented in Figure 1, basic descriptive research that op-
erationalizes collaboration is needed. We operationalized
collaboration among care networks and provided an in-
itial proof-of-concept examining variation in collabo-
ration to identify contexts where collaboration is most
needed and, potentially, most consequential for care recip-
ient and caregiver outcomes. We built a measure of task
overlap among care networks—a task engagement-related
collaboration process—using multiple informants from a
large study of care networks. We calculated individual
care contributions, weighed by the number of care tasks
required, and summed these contributions across individ-
uals to yield a single, linear combination of collaboration
for the care network.

We also examined whether care network size—a com-
ponent of the care network context in our conceptual
framework—and preconditions of collaboration (race/
ethnicity and dementia status) were associated with ob-
served collaboration. We hypothesized that, if more care-
givers were present, the opportunities for task overlap
within the care network would be greater. This intuition
came from health services research demonstrating more
collaboration among larger groups (Stommel et al., 1995).
Whether racial or ethnic differences in collaboration
would be seen was less clear. Because Black and Hispanic
individuals are at higher risk for Alzheimer’s disease and
other chronic health conditions (Barnes, 2008; Barnes &
Bennett, 2014), and racial and ethnic disparities exist in
the quality of medical care (Mateo & Williams, 2021),
their care networks might engage in greater collabora-
tion to meet mounting health needs and challenges. Other
research suggests that caregiving might have similar con-
sequences for families regardless of race/ethnicity (Haley
et al., 1995). Thus, although we tested for racial or ethnic
differences in collaboration, we had no formal or direc-
tional hypotheses. Finally, we hypothesized that collab-
oration would be higher among care networks caring
for individuals with dementia because of the increased
burden and associated physical costs accompanying this
condition (Ducharme et al., 2011).

Method

Data and Sample

This study uses data from the 2015 National Health and
Aging Trends Study (NHATS) and the National Study of
Caregiving (NSOC), two linked surveys of the nationally
representative Medicare population aged 65 and older and
their caregivers (Freedman et al., 2019). NHATS captures
a detailed picture of daily functioning among older adults,
types of help received, and service environments where
they lived. NSOC surveys individuals identified from the
NHATS helper roster as a family member or an unpaid
helper, assisting with mobility, self-care support, house-
hold activities, transportation, banking, or medical activ-
ities (Freedman et al., 2019). Up to five eligible caregivers
for each older adult completed telephone interviews. For
older adults with more than five eligible helpers, five were
selected at random.

Of 7,499 NHATS participants living in the community
or in a residential care facility in 2015, 2,417 were included
in the NSOC sampling frame (NHATS and NSOC partici-
pants were linked via a common ID variable; “spid™); 5,212
caregivers met eligibility criteria for the NSOC. NHATS
participants did not provide contact information for 1,711
eligible caregivers, and 1,297 of the remaining 3,501 eli-
gible caregivers could not be located or refused to respond,
yielding a 67.2% first-stage response rate and a 63.0%
second-stage response rate. In total, 2,204 caregivers of
1,458 older adults responded to the NSOC in 2015. We
excluded 906 caregivers who were the single caregivers to
the care recipient because collaboration cannot be assessed.
The final sample includes 1,298 caregivers within 552 care
networks: 397 include two caregivers, 120 include three
caregivers, 31 include four caregivers, and 4 include five
caregivers.

Measures

Caregiving tasks

We categorized caregiving tasks into five domains: house-
hold activities, medical care, mobility activities, transporta-
tion, and social service utilization. See Supplementary Table 1
for a full list of caregiving tasks. As expected, Cronbach’s
alphas were related to the number of tasks in each group:
household activities (7 = 3 tasks; o = 0.56), medical care
(n = 12 tasks; a = 0.81), mobility activities (7 = 4 tasks;
o = 0.64), transportation (z = 2 tasks; o = 0.08), and social
service utilization tasks (7 = 4 tasks; o = 0.48). Cronbach’s
alpha for all tasks was 0.84.

Care collaboration index

We developed a care collaboration index for each care net-
work. There are many different approaches to operation-
alizing how people might collaborate in caregiving. Most
research has focused on task-related measures. Specifically,
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these approaches involve an examination of tasks being
done (e.g., do at least two people do one task? Does one
person [vs many]| tend to do most tasks?). In the current
study, we instead focused on caregivers rather than tasks.
This focus shifts the study of collaboration to a discussion
of caregiver experiences, their reported share of the tasks,
and potential overlaps in collaboration. Summaries and
examples of task-focused operationalizations of care net-
works can be found elsewhere (Ali et al., 2022; Spillman
et al., 2020). Our approach leverages a major strength of
the NSOC data—each caregiver’s report of their care—to
create an omnibus measure of care collaboration across
people that is largely agnostic regarding the specific tasks
completed.

To characterize caregiving activities in terms of sharing
tasks and care scope, we identified (1) the number of care-
givers providing NSOC data in each network (i.e., care
network size), (2) the total number of care tasks for each
recipient, and (3) the number of tasks each individual
caregiver engaged in within the network. For example,
caregivers might undertake different tasks or jointly take
on the same tasks within a domain. After calculating these
three indicators, we divided the number of tasks each
caregiver completed by the total number of care tasks for
the recipient. We then summed these values across care-
givers within the network to create the index score. This
index is continuous such that higher numbers indicate
more overlap in task completion; we computed an overall
collaboration score for each network across all tasks and
separate collaboration scores for the five task domains
(see Supplementary Table 2 for examples of care network
collaboration and associated index scores).

Dementia status of care recipient

NHATS classified respondents into three groups—no de-
mentia, possible dementia, and probable dementia—based
on the self-reported diagnosis of dementia or Alzheimer’s
disease, an AD8 Dementia Screening Interview, and cog-
nitive tests (Kasper et al., 2013). Cognitive tests assessed
three domains of cognitive functioning: memory, orienta-
tion, and executive functioning. NHATS participants were
classified as probable dementia if they (a) reported a diag-
nosis of dementia or Alzheimer’s disease from a doctor, (b)
scored 2 or more on the AD8 Dementia Screening Interview
by proxies, or (c) scored <1.5 SD below the mean for self-
respondents on at least two cognitive domains. Scores <1.5
SD below the mean in one cognitive domain indicated pos-
sible dementia.

Analytical Strategies

Using the care collaboration index, we estimated a series
of regression models with weights to examine (1) whether
care collaboration differed for older adults by key pre-
dictors and (2) if the association between care collab-
oration and predictors varied across the five domains of

care tasks. Our primary outcome was care collaboration
(total and across the five domains). Our primary predictors
were two indicators of network size, race/ethnicity (White,
Black, Hispanic, Other), and dementia status (no dementia,
possible dementia, and probable dementia). One indicator
of network size (total network size) represented the total
number of caregivers within a care recipient’s network.
The second indicator (care network size) represented the
number of caregivers who responded to the NSOC and
is the number of caregivers upon which the collaboration
measure was built. Both size measures were included be-
cause the collaboration measure depends on the number
of caregivers sampled (care network size), and the NSOC
sampling frame is relatively agnostic to the broader care
network because it can only sample up to five individuals.
Controlling and not controlling for these size variables did
not significantly affect the results, so we ultimately decided
to keep them in the models.

We controlled for a set of sociodemographic characteris-
tics and health conditions of care recipients. Demographic
information was assessed by age (in years), gender (fe-
male = 1, male = 0), marital status (married/partnered = 1,
widowed/divorced/never married = 0), and race/ethnicity
(non-Hispanic White, non-Hispanic Black, Hispanic, and
Other). To measure socioeconomic status, we used the
highest educational attainment (i.e., less than high school,
high school graduate, and some college but no degree, or
college graduate) and total household income (a compre-
hensive measure of respondent earnings, spousal earnings,
capital income, pensions and annuities, and other income;
log-transformed). Health conditions of older adults were
the number of chronic disease diagnoses (e.g., heart dis-
eases, diabetes).

Results

Sample Characteristics

Table 1 presents descriptive statistics of care recipient char-
acteristics for the total sample and by care network size.
Results indicate older adults cared for by multiple care-
givers were relatively older (mean age = 84), most were
women (72%), and more than 90% of them were either
Black or White. Nearly half of care recipients had cognitive
impairment or dementia. The total number of caregivers
included in this study (care network size) was smaller
than the number who actually aided care recipients (total
network size).

Variation in Collaboration

As seen in Table 2 (see Author Note 1), larger care
networks reported more collaboration overall (§ = 0.62,
p < .001). Larger care networks reported more collabo-
ration for household (f = 0.52, p < .001), medical/health
care (f = 0.38, p < .001), mobility-related care (f = 0.44,
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Table 1. Care Recipient and Care Network Demographics and Characteristics

Care recipients (all;
N =522)

Care recipients by care network size

2-person (N = 397)

3-person (N = 120)

4- or S-person
(N =35)

Mean (SD) or %

Mean (SD) or %

Mean (SD) or %

Mean (SD) or %

Age 83.69 (7.73)
Gender (male) 28.40%
Race/ethnicity
White 61.10%
Black 32.00%
Hispanic 4.50%
Other 2.40%
Relationship status (partnered) 34.60%
Education
High school diploma or equivalent 62.90%
Some college/associate’s degree 20.60%
Bachelor’s degree 8.80%
Graduate/professional degree 7.50%
Income
<$15,000 31.00%
$15,001-$29,999 34.10%
$30,000-$99,999 29.90%
$100,000+ 5.10%
Chronic illnesses 1.28 (1.68)
Dementia status
No dementia 52.10%
Possible 13.70%
Probable 34.20%
Care network size 2.35(0.62)
Total network size 2.93 (1.49)
Collaboration indices
Overall 1.48 (0.36)
Household 1.63 (0.56)
Medical/health 1.30 (0.44)
Mobility 1.46 (0.69)
Transportation 1.40 (0.81)
Social service utilization 0.69 (0.73)

83.44 (7.78) 84.30 (7.44) 84.46 (8.14)
29.20% 27.50% 22.90%
60.00% 64.10% 62.90%
32.90% 29.20% 31.40%
5.10% 2.50% 5.70%
2.00% 4.20% 0.00%
34.80% 35.00% 31.40%
62.70% 63.90% 64.70%
21.70% 17.60% 17.60%
7.90% 12.60% 5.90%
7.70% 5.90% 11.80%
30.00% 34.20% 31.40%
34.30% 33.30% 34.30%
29.50% 30.00% 34.30%
6.30% 2.50% 0.00%
1.31 (1.72) 1.07 (1.48) 1.63 (1.85)
50.60% 56.30% 54.30%
13.90% 14.30% 8.60%
35.40% 29.40% 37.10%
2.00 (0.00) 3.00 (0.00) 4.11(0.32)
2.58 (1.36) 3.62 (1.42) 4.46 (1.29)
1.34 (0.22) 1.73 (0.34) 2.19 (0.45)
1.45 (0.37) 1.96 (0.57) 2.60 (0.81)
1.19 (0.37) 1.51 (0.43) 1.81 (0.53)
1.25 (0.54) 1.84 (0.63) 2.57 (0.84)
1.21 (0.69) 1.74 (0.81) 2.43(0.98)
0.63 (0.66) 0.74 (0.79) 1.22 (1.03)

Notes: Descriptive statistics for care recipients (all) and averages/percentages of care recipients with different-sized care networks (2-person, 3-person, and 4- or

S-person) are provided.

p <.001), and transportation-related (f = 0.52,p <.001),
but not for social service utilization care tasks (f = 0.10,
p = .077; see Supplementary Tables 3-7 for full results
by task domain). Total network size was not significantly
associated with collaboration overall, or collaboration
on household or medical/health care tasks (ps > .469).
Total network size was associated with greater collabo-
ration on mobility-related (§ = 0.12, p = .005) and so-
cial service utilization tasks (f = 0.11, p = .034) and less
collaboration on transportation-related tasks (§ = -0.19,
p <.001).

Relative to White care recipients, Black care recipients
garnered more collaboration overall (f = 0.11, p = .002),
for household tasks (B = 0.19, p < .001), and for medical/

health care tasks ( = 0.11, p = .001). Relative to White
care recipients, care recipients in the “Other” race/ethnicity
category garnered more collaboration overall (§ = 0.07,
p =.027) and collaboration for household tasks ( = 0.08,
p = .013) and mobility tasks (f = 0.04, p = .045); care re-
cipients in the “Other” race/ethnicity category garnered less
collaboration for social service utilization tasks (f = -0.08,
p = .021). Hispanic care recipients garnered more collab-
oration for household ( = 0.05, p = .038) and medical/
health care tasks (f = 0.05, p = .043) compared to White
care recipients. The Black, Hispanic, and “Other” groups
largely did not differ from each other (ps > .061); the few
exceptions were that Hispanic participants received less
total collaboration relative to Black participants ( = -0.05,
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Table 2. Regression Analyses Predicting Total Collaboration

95% confidence interval

b SE B t » LB UB

Intercept 1.409 0.024 59.033 <.001 1.361 1.457
Total network size 0.005 0.010 0.020 0.486 .629 -0.015 0.025
Care network size 0.363 0.023 0.622 16.058 <.001 0.318 0.408
Race/ethnicity (White is reference)

Black 0.081 0.025 0.105 3.236 .002 0.031 0.132

Hispanic -0.006 0.034 -0.004 -0.188 851 -0.075 0.062

Other 0.155 0.068 0.065 2.284 .027 0.019 0.291
Dementia status (no dementia is reference)

Possible dementia 0.069 0.038 0.066 1.818 075 -0.007 0.146

Probable dementia 0.142 0.028 0.186 5.046 <.001 0.085 0.198
Age -0.005 0.002 -0.110 -3.185 .002 -0.008 -0.002
Male 0.016 0.031 0.020 0.518 .607 -0.046 0.078
Partnered -0.076 0.033 -0.100 -2.300 .026 -0.142 -0.010
Chronic illness 0.003 0.006 0.013 0.433 667 -0.010 0.016
Education -0.008 0.005 -0.050 -1.659 .103 -0.019 0.002
Income 0.015 0.009 0.058 1.693 .097 -0.003 0.033

Notes: R* = 0.484. LB = Lower Bound; UB = Upper Bound.

p = .018). Also, “Other” recipients received more collabo-
ration overall (f = 0.07, p = .038, compared to Hispanic
participants) and on mobility tasks (f = 0.05, p = .020,
compared to Black recipients; § = 0.07, p = .024, compared
to Hispanic recipients) but less collaboration on social
service utilization tasks (§ = -0.08, p = .038, compared to
Black recipients).

Relative to recipients without dementia, recipients with
probable dementia garnered more collaboration overall
(p=0.19,p <.001), and for household (f = 0.11,p <.001),
medical/health care (§ = 0.26, p < .001), mobility-related
(p =0.18,p < .001), and social service utilization care tasks
(p = 0.16, p = .004) but not transportation-related tasks
(p = .219). Recipients with possible dementia garnered
more collaboration for medical/health care tasks (f = 0.11,
p = .002) but not in other domains or overall (ps > .075).
Those with possible and probable dementia largely did not
differ from each other on any of the collaboration variables
(ps >.060). The only exceptions are that, compared to those
with possible dementia, those with probable dementia gar-
nered more collaboration overall (f = 0.10, p = .041) and
for medical/health care tasks (§ = 0.11, p = .023; see Author
Note 2).

Discussion

Dementia is a progressive neurological condition. Increasing
disability and mounting recipient needs translate into more
caregiving demands (Schulz et al., 2020) and the sharing of
caregiving responsibilities among individuals (Gongalves-
Pereira et al., 2020; Koehly et al., 2015). Previous research
with multiple caregivers has examined issues such as
tasks completed for recipients (Spillman et al., 2020), care

network types and structures (Ali et al., 2022; Friedman
& Kennedy, 2021), caregiver burden (Xu et al., 2021), and
recipient psychological well-being (Andersson & Monin,
2018). However, limited attention has been given to collab-
oration as a critical process among multiple caregivers. The
current study aimed to add to this growing body of literature
by presenting a conceptual framework to aid investigations
of the context and drivers of collaboration among multiple
caregivers and create an index that provides a measure of
collaboration in care networks. Guided by our conceptual
framework, we investigated how network size, an aspect
of the care network context, and preconditions influenced
observed collaboration. Findings indicated more collabora-
tion among recipients with probable or possible dementia,
which could reflect a lack of supportive resources for de-
mentia care available to care networks and care recipients
with unmet needs (Black et al., 2019). More collaboration
was also observed in larger care network and among Black,
Hispanic, or Other (non-White) care recipients.

Study findings highlight the importance of culturally in-
formed care network interventions. Normative beliefs re-
garding kinship reciprocity and an obligation to provide
care are often observed among Black, Hispanic, and other
populations of color (Dilworth-Anderson et al., 2002).
These values are not as commonly identified among White
caregivers and may help explain the increased use of in-
formal support among these groups (Dilworth-Anderson
et al., 2002). National estimates indicate 76 % of caregivers
live with or within 20 min, with populations of color more
likely to have live-in caregivers (AARP & National Alliance
for Caregiving, 2020). Evidence suggests less reliance on
formal caregiver support among populations of color can
be attributed in part to past negative experiences and less
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culturally responsive support (Navaie-Waliser et al., 2001).
Health disparities that increase the likelihood and severity
of needed care (Young et al., 2020) also contribute to ra-
cial/ethnic variation in care network collaboration and
functioning.

Future work should test the proposed conceptual frame-
work more fully (Figure 1), including examining how other
characteristics of both caregivers and caregiver network in-
fluence collaboration. Research indicates caregiver demo-
graphic and contextual factors influence caregiver/recipient
outcomes (Pearlin et al., 1990). For example, caregivers
reporting incomes less than $50,000/year are more likely
to coreside with care recipients compared to caregivers re-
porting higher incomes (AARP & National Alliance for
Caregiving, 2020b). Caregivers with fewer resources who
coreside with their recipients may report more generalist
caregiving functions such as assisting across multiple activi-
ties of daily living and instrumental activities of daily living
needs due to their close proximity to the care recipient,
which could influence collaboration within the network.

Additionally, the relational functioning of individuals
involved within the care network can influence their ability
to collaborate and subsequently, caregiver and care recip-
ient outcomes. As proposed in the caregiver stress process
model, family and social support systems can serve as either
sources of strain or mediators of support—outcome associ-
ations (Pearlin et al., 1990). As such, communication pat-
terns, roles and organization within the support network,
subjective assessments of fair share, and motivation to pro-
vide care may predict how well a caregiver network func-
tions (Esandi et al., 2021). Future studies should explore
how these factors, which fall under collaboration processes
in our framework (e.g., attitudes, appraisals), influence care
network functioning and collaboration patterns. Moreover,
given the use of cross-sectional data in the current study,
future research should also examine whether collaboration
increases over time in step with recipient needs or is influ-
enced by other supportive resources.

Positive and negative feelings can arise within collab-
orative caregiving situations. It is possible that conflict or
lack of coordination among caregivers results in larger
caregiving networks. These larger network sizes might,
in themselves, also be fraught with conflict, and with a
lack of effective coordination, might hinder care recipient
well-being (Andersson & Monin, 2018). Future studies
should assess the bidirectional relationships between net-
work size and collaborations. In addition, network dy-
namics such as how caregivers are added to and/or dropped
from caregiving networks over time is an important area to
consider that may influence caregiver behavior and beliefs
about collaboration capacity.

Limitations and Future Directions

First, the operationalization of collaboration was a linear
combination of tasks completed across caregivers. However,
caregivers can also play complementary roles, where one

caregiver specializes in completing certain tasks, allowing
another caregiver to dedicate efforts elsewhere. This comple-
mentary collaboration can occur both within (i.e., you order
medications, and I care for a recipient’s dental care) and
across domains (i.e., you handle the medical/health tasks, and
I will handle transportation). There are yet other illustrations
and characterizations of caregiving collaboration that focus
on particular (or sets of) tasks (e.g., some tasks are completed
by at least two people, clusters of tasks done by some in-
dividuals and not others; Ali et al., 2022). Future work can
explore additional ways to operationalize collaboration, such
as examining the number of tasks shared by two or more
caregivers, calculating a different measure of task overlap,
and addressing the issue that the proposed collaboration
score will be related to network size, which we controlled for.
Subjective measures and network analysis measures that take
a network measurement approach are promising directions.

It is necessary to take into account the broader context
of the care network when operationalizing care network
collaborations, as we articulated in Figure 1. Part of this
consideration around how caregivers collaborate with each
other are practical constraints, such as whether or not care-
givers coreside with care recipients, live nearby, or coordi-
nate their efforts from afar. Nearly 90% of caregivers live
within 1 hr of the care recipient (AARP & National Alliance
for Caregiving, 2020). As limited care network context data
were collected in NSOC, we were not able to examine
broader contexts of the care network, such as physical dis-
tance of caregivers from care recipients, time in caregiver/
recipient roles, and closeness among care network members.
For future research, we advocate for more contextual in-
formation of care network arrangements to be collected.

Second, when NHATS respondents listed more than
five caregivers, five caregivers were randomly selected for
participation. Among all eligible caregivers for NSOC, ap-
proximately half completed an interview. While the most
active caregivers might respond to NSOC, and the number
of NSOC respondents and nominated total care network
members is correlated (r = .388, p <.001), the care collabo-
ration captured in this study may only represent coordina-
tion among caregivers who are more selective with respect
to the involvement in care tasks.

Third, there is a relative imbalance of care tasks across
domains in the data, with most tasks related to medical/
health management. Further, there are also tasks that
share very close overlap that could be combined or con-
solidated in reasonable ways (e.g., making medical ap-
pointments and talking with medical providers probably
overlap but other tasks can be ambiguous in how much
they overlap). We thematically grouped the tasks into what
we considered conceptually meaningful domains under the
constraints of task information collected by NSOC. By op-
erationalizing collaboration as an overlapped share of the
task completion and controlling for some variables system-
atically related to the diversity of tasks (e.g., people with
probable dementia likely require certain types of care that
others do not), we partially accounted for this limitation.
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Nevertheless, it is a practical constraint that needs to be
addressed in future work. Additionally, future research
incorporating additional caregiving tasks may be useful for
investigating aspects of the conceptual framework related
to task identification and engagement, including variation
in domain-specific collaboration.

Lastly, NSOC focuses mostly on informal caregivers. It is
expected, however, that mixed care networks—with informal
and formal caregivers co-facilitating care—will support an
increasing number of community-dwelling older adults in
the coming years. Future studies should investigate precon-
ditions, processes, and outcomes of collaboration when in-
formal care networks function alongside formal paid care.

Conclusion

For progressive diseases like dementia, identification of
the key factors influencing collaboration can be helpful
for targeting barriers and facilitators to future care coor-
dination needs. This work highlights several important
conceptual and methodological considerations for future
research, including novel methods of measuring collabo-
ration. Research formally testing and refining conceptual
frameworks of caregiving and comparing measures of col-
laboration is warranted.

Supplementary Material

Supplementary data are available at The Journals of
Gerontology, Series B: Psychological Sciences and Social
Sciences online.
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