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ABSTRACT 

The purpose of this study was to explore the relationship of family spiritual 

interdependence to the well-being of elders and their family caregivers within Korean 

family caregiving situations. The correlation of spirituality and well-being between elders 

and caregivers and the actor and partner effect of spirituality on well-being were 

examined in terms of how family members’ spirituality influences their own and 

partners’ well-being. 

One hundred fifty-seven Korean elder-family caregiver dyads in Seoul, Korea 

participated and completed independently three spirituality instruments and four well-

being instruments: the Spiritual Perspective Scale (Reed, 1987), the Self-Transcendence 

Scale (Reed, 1986) and the Purpose in Life (Crumbaugh, 1968), Center for 

Epidemiological Studies-Depression Scale (Radloff, 1977), the Satisfaction With Life 

Scale (Diener, et al., 1985) and the Positive And Negative Affect Schedules (Watson et 

al., 1988).  

Correlations were performed to identify whether demographic variables 

significantly related to study variables. Several variables regarding family and social 

interactions related significantly to spirituality and well-being in both elder and caregiver 

group.  

The correlations of spirituality and well-being between elders and caregivers 

reported that elders’ spirituality significantly related to caregivers’ spirituality and 

caregivers’ well-being significantly related to elders’ well-being. 
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The actor and partner effects of spirituality on well-being between elders and 

caregivers were tested using the Actor-Partner-Interdependence Model (Kashy & Kenny, 

2000; Kenny, 1996). The results found that there were significant actor effects.  First, 

spiritual perspective negatively influenced their own positive affect. Self-transcendence 

positively predicted their own depression and negative affect. Also, Self-transcendence 

positively predicted their satisfaction with life and positive affect. In addition, purpose in 

life negatively influenced their own depression and negative affect. Purpose in life 

positively influenced their own satisfaction with life and positive affect. 

There was a significant partner affect. Self-transcendence positively predicted 

their partner’s depression. Also, self-transcendence positively influenced their partner’s 

positive and negative affect. There were no significant partner effects from spiritual 

perspective and purpose in life on well-being. These findings indicated that the health and 

well-being of family members may be best understood within a context that includes the 

spiritual dimension of caregiving, particularly the concept of self-transcendence as it 

relates to several well-being factors. 
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CHAPTER ONE: STATEMENT OF THE PROBLEM 

As the third millennium (A.D. 2001) begins, spirituality has been important to 

people in many countries around the world (Hang, 1998; Koenig & Larson, 2001; 

MacLaren, 2004; Miller & Thoresen, 2003; Musick, Traphagan, Koeing & Larson, 

2000). There is abundant literature that indicated that spirituality plays an important role 

in the lives of older adults, in the dying process and in their pursuit of physical and 

psychological well-being (Atchley, 2005; Bosworth, Park, McQuoid, Hays & Steffens, 

2003; Emery & Pargament, 2004; Fry, 2000; Kirby, Coleman & Daley, 2004; Krause, 

2004; Levin, 1994; Mackenzie, Rajagopal, Meibohm, Lavizzo-Mourey, 2000; Oman & 

Reed, 1998; Reed, 1987). 

While many have regarded spirituality as a strong individualistic and private 

matter, they generally have neglected research of spirituality in relationship to families, 

communities and the environment (Goddard, 2000; Tanyi, 2002; Wright, 2005). 

Spirituality may be better understood in relationship with others because relationships are 

integral to one’s experience of spirituality (Burkhardt, 1994; Chao, Chen & Yen, 2002; 

Reed, 1992; Stoll, 1989; Wright, 2005). This study will examine the relationship of 

family spiritual interdependence to the well-being of elders and their family caregivers in 

the context of family caregiving. 

Background and Significance 

As people are living longer than ever before, the number of older people has been 

continuously increasing all over the world. In 2000, there were 600 million people aged 

60 and over; by 2025 the number will be 1.2 billion and by 2050 it will be 2 billion. By 



 
 
 

17

2050, one out of five persons will be over age 60 (WHO, 2006). Of special interest, in 

Korea as in most other countries, the over 65 population has been growing rapidly. In 

2005, there were more than 4 million people age 65 and over, about 8.7 percent of the 

Korean population. The proportion of those 65 years and older will quickly rise to over 

20 percent by 2025 and to over 37.3 percent by 2050. By 2050, the population over 65 in 

Korea will be one out of three people (Korean ministry of Health and Social Welfare, 

2006). 

Korea has the fastest aging society compared with other countries due to 

decreased birth rates and increased longevity. As in other countries, Korean women are 

having fewer babies, mainly due to the development of effective contraceptive methods 

and improvement in women’s educational and occupational status. In 1983, the fertility 

rate was 2.1 percent but declined to 1.08 percent in 2006. It is the lowest rate in the 

world. Moreover, new health technologies and social environments have improved the 

longevity of both Korean men and women. In 2000 the average life expectancy was 75.9 

years. By 2020 it is predicted to increase to 80.7 years and it is projected to increase 

further to 83 years by 2050 (Korean Ministry of Health and Social Welfare, 2006; WHO, 

2006). 

Due to the rapidly changing demographics of the elder population, caregiving for 

elders has become a pressing health care issue in all countries. Recently, family members 

are increasingly assuming the major responsibility for care and support for older people 

to maintain their health (Chang, 1999; Fawdry, 2001; WHO, 2000). In Korea, the 

majority of elderly people, even those with dementia, chronic illness and physical 
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disabilities, live at home with families and receive help from family members at home 

rather than in institutions or nursing homes. According to Confucianism and traditions of 

filial piety and familialism, a son, particularly the eldest, is obligated to care for his 

elderly parents; the son’s caring obligations extend to his wife, the daughter-in-law 

(DIL). The DIL, particularly the first DIL (the oldest son’s wife), is socially expected to 

be the caregiver for her elderly parents-in-law (PILs) (Kim & Lee, 2003; Lee, Kim & 

You, 1997). 

Family members are by definition interdependent and affect one another in 

various ways, particularly in situations where a family member is providing essential 

caregiving for an elder family member (Bookwala & Schulz, 1996; Gavaghan & Carroll, 

2002; Ingoldsby, Smith & Miller, 2004; Segrin et al., 2005). In particular, many studies 

related to family caregiving for elders revealed that the elder’s depression or negative 

mood reduced the family caregiver’s quality of life (Given et al., 1993; Sewitch, 

McCusker, Dendukuri & Yaffe, 2004). 

Traditionally, Koreans especially value the family and consider self within 

interdependent relationships in the family (Markus & Kitayama, 1994; Shin, 2001). Many 

research studies reported that family support, family relationships, the happiness of their 

families, children and spouses were the most important predictors to determine Korean 

elders’ well-being and quality of life (An, 2005; Choi, 2005; Choi, 2000; Jeon, 2004; 

Kang, 2000; Moon, 2001; Shin, 2000). 

Furthermore, many research studies indicated that spirituality/religion buffered 

the effects of depression on subjective well-being and contributed positively to 
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psychological well-being (Diener, Shu, Lucas & Smith, 1999; Fry, 2000; Koening, 

George & Titus, 2004; Mackenzie et al., 2000). Several researchers have found that 

spirituality significantly influenced Korean elders’ quality of life and well-being (Jang & 

Kim, 2003; Jeon, 2003; Lee & Oh, 2003; Shin, 2002; Sung, 1998). Some research 

reported that spiritual well-being was positively related to family support and social 

support, but negatively related to loneliness (Jang & Kim, 2003; Lee, 2002; Lee, 2003). 

However, spirituality should be investigated from a family perspective because 

the family becomes a key to the experience and practice of spirituality as well as the 

major source of care and support to enhance elders’ health and well-being (WHO, 2000; 

Wright, 2005). Also, family spirituality or religion strengthened family relationships, 

provided resources for family coping and enhanced family well-being (Chang, Noonan & 

Tennstedt, 1998; Friedemann, Mouch & Racey, 2002; Kloosterhouse & Ames, 2002; 

Theis, Biordi, Coeling, Nalepka & Miller, 2003; Treloar, 2002; Wright, 2005). Thus, the 

degree of congruence in spiritual views may influence the well-being of the older adult. 

However, there is a dearth of published research into the potentially important question 

regarding the concept of ‘family spirituality’ and the degree to which congruence 

between family caregiver and elder spirituality is related to the well-being of the elder. 

Purpose of Study 

The purpose of this study was to explore family interdependence related to 

spirituality and well-being among elders and their family caregivers in the context of 

Korean family caregiving. This study tested Kim’s (2006) Family Spiritual 

Interdependence Model to investigate the actor and partner effects of spirituality on well-
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being: how the elders’ and caregivers’ spirituality influenced their own and their partner’s 

well-being. In addition, correlatoins between elders' and caregivers' spirituality and 

between elders' and caregivers' well-being were examined. 

Nursing Philosophy 

The investigator’s nursing philosophy provided perspectives about the nature of 

human beings, health and the human-environment relationship, the nature of knowledge 

and truth and the nature of nursing science. Also, nursing philosophy influences theory 

development as well as research design (DeGroot, 1988; Fawcett, 1993). The theory of 

family spiritual interdependence was derived from several philosophic sources: 

Newman’s (1992) interactive-integrative paradigm, Parse’s (1987) simultaneity 

worldview, postmodern perspectives (Reed, 1995; Watson, 1995), and Martin Buber’s 

philosophy of Human Relationships (1958), including his concepts of I-Thou and I-It as 

well as several Eastern philosophies. 

Human Beings 

The family spiritual interdependence theory focused on metaparadigm concepts of 

human beings and their interdependent relationships with others. Based on Newman’s 

(1992) interactive-integrative paradigm, Parse’s (1987) simultaneity worldview and 

several Eastern philosophies, human beings are defined as holistic and have continuously 

mutual and interactive relationships with other human beings, with their environments 

and with God. Human beings freely choose personal meaning in the intersubjective 

process of living and are continuously changing in becoming and achieving balance and 

harmony in body, mind and spirit (Parse, 1987). Especially, through Korean traditional 
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philosophies based in Shamanism, Buddhism, Confucianism and Taoism, human beings 

regard the self in relationship to and interdependent with other people, rather than 

emphasizing an individual’s uniqueness which differentiates self from others (Markus & 

Kitayama, 1998; Shin, 2001). 

Also, Martin Buber (1958)’s ideas provided a philosophical basis to understand an 

interdependent relationship between caregivers and recipients; caregivers influence and 

are influenced by recipients. The theologian-philosopher Martin Buber (1958) explicated 

human existence in human relationships founded on his concepts of the ‘I-Thou’ and ‘I-

It’ relationships (Friedman, 1960; Hanson & Taylor, 2000; Schmidt, 2000). In an I-Thou 

relationship, both caregivers and recipients enter into an intersubjective and 

interdependent relationship with their innermost and whole being and open their hearts, 

share each others’ viewpoints and come to a mutual understanding. Then, both persons 

discover and create new meaning in their conversation which allows change. As a result, 

one human being affects and is affected by others (Jans, 1999; Schmidt, 2000; Scholz, 

1998; Smith, 2000). 

Health and Nursing 

Newman’s (1992) interactive-integrative paradigm, Parse’s (1987) simultaneity 

worldview, Martin Buber’s philosophy of Human Relationships (1958) and several 

Eastern philosophies have influenced the definition of health, disease and nursing. In 

these theories, health was defined as maintaining harmony, having balanced meaningful 

relationships with others, nature and God and changing continuously in becoming like 

God. Health was not defined merely as physical health and was not limited to the 
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condition of the body, but it included having close relationships with people as well as 

with God. If human beings successfully established meaningful relationships which may 

have an impact on the process by which they maintain harmony in body, mind and spirit, 

they may find meaning and purpose in their lives. 

In contrast, if humans cannot successfully establish relationships with other 

people and God, they cannot maintain balance in body, mind and spirit and grow in 

God’s image. This is viewed as disease which originates from a patient’s state of mind 

and from broken relationships. Nurses need to help patients’ thoughts and minds to 

transcend illness, suffering and pain. Also, nurses need to assist and guide patients to find 

meaning and purpose in illness, to maintain and create harmony with others and 

moreover, to keep continuously becoming more in God’s image through interactive 

relationships with God. 

Knowledge and Truth 

Postmodernism has influenced perspectives about the nature of knowledge and 

truth and the process of theory development.  It rejects the modernist idea that there is a 

single truth or a single meaning of reality and challenges the ideas of a single correct 

approach to knowledge development. Instead, postmodernism views truth as a social 

reality which leads to the concept of the relativity of truth. Thus, postmodernists accept 

multiple meanings and multiple ways of knowing truth (Reed, 1995; Watson, 1995). 

Moreover, postmodernism emphasizes wholeness, connectedness, multiplicity, 

ambiguity and deconstruction-reconstruction of ideas (Reed, 1995; Watson, 1995). 

Postmodernism offers the opportunity to understand that spirituality is defined and 
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experienced in relationship to God, to others and to creation in a dynamic way that can 

change over time and depending upon a family’s needs. Thus, the theory of family 

spiritual interdependence explicitly describes spirituality not as isolated elements that 

each of us develops alone, but as inseparable and interrelated dimensions of a single 

whole of the family (Grenz, 1997; O’Mathuna, 2004). 

Theoretical Framework 

A new model, Kim’s (2006) Family Spiritual Interdependence Model, has been 

developed to test actor and partner effects of spirituality on well-being and investigate the 

correlations of spirituality and well-being between elders and their family caregivers 

within the context of family caregiving. This model was applicable to a dyad consisting 

of a caregiver and care receiver, particularly in situations where a family member was 

providing essential caregiving for an elder family member. A retroductive strategy of 

theory development was used in which both deductive and inductive approaches were 

employed. 

 

 

FIGURE 1. Kim’s (2006) Family Spiritual Interdependence Model 
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The concept of family interdependence was derived from family system theory, 

the Actor-Partner Interdependence Model (APIM: Kashy & Kenny, 2000; Kenny, 1996) 

and Watson’s Human Science and Human Caring Theory (1988). The concept of 

spirituality and well-being was defined through analyzing and synthesizing other theories 

and research and propositions between two concepts were identified from quantitative 

and qualitative research findings. Kim’s (2007) conceptual framework of family spiritual 

interdependence has three major concepts: family interdependence, spirituality and well-

being. 

Family Interdependence 

Family interdependence is the major concept of the theory. Family 

interdependence is the direct and indirect influence among family members. It assumes 

that one person’s emotion, cognition, or behavior affects the emotion, cognition, or 

behavior of a partner in two-person relationships. It was derived from Family System 

Theory Watson’s Human Science and Human Caring Theory (1988) and the Actor-

Partner Interdependence Model (APIM: Kashy & Kenny, 2000; Kenny, 1996). 

Based on Family System Theory, family is viewed as an interdependent system in 

which each family member has psychological influence over another (Gavaghan & 

Carroll, 2002; Ingoldsby et al., 2004). Change in one family member causes change in 

other family members. The illness of a family member which causes physical and 

financial strain on family members influences the quality of life of elders and other 

family members alike. Likewise, the health of an individual, as a member of a family, is 

affected by other family members. Family members, in turn, have a strong influence on 
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an elder’s psychological adjustment and management of illness (Bradshaw, 1998; 

Martire, Lusting, Schulz, Miller & Helgeson, 2004; Turk & Kerns, 1985). 

Also, Watson’s Human Science and Human Caring Theory (1988) particularly 

help to understand interdependent influence between caregivers and elders in situations 

where a family member is providing essential caregiving for an elder family member. Her 

theory defines transpersonal care as the capacity of one human being to receive another 

human being's expression of feeling and to experience those feelings oneself (Walker, 

1996). The transpersonal caring relationship was described as an intersubjective human-

to-human relationship in which the caregiver affects and is affected by the elder in caring 

moments (Bernick, 2004; Hilton, 1997; McEwen & Wills, 2002). In a caring moment, the 

experience and its meaning of both the elder and the caregiver come together and become 

part of each other’s life history. Thus, both the elder and the caregiver in a caring moment 

have the opportunity to learn from each other how to be human and are in the process of 

being and becoming (Falk Rafael, 2000; Walker, 1996). 

Furthermore, the Actor-Partner-Interdependence Model (APIM; Kashy & Kenny, 

2000; Kenny, 1996) provided both a conceptual and methodological view for 

understanding interdependent influences within dyadic relationships. It assumes that one 

person affects a partner in two-person relationships (Cook & Kenny, 2005; Kashy & 

Kenny, 2000). The three components of the APIM: the actor and the partner effect and 

non-independence are used to test dyadic interdependence. An actor effect refers to the 

impact a person has on his or her own outcome, whereas a partner effect refers to the 

impact a member of a dyad has on his or her partner’s outcome. Non-independence refers 
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to the degree of similarity between the two members of the dyad on outcome variable 

(Campbell & Kashy, 2002; Rayens & Svavarsdottir, 2003). 

Kim’s (2006) Family Spiritual Interdependence Model explicitly describes family 

interdependence related to spirituality and well-being in a family caring relationship. 

Thus, in Kim’s model, the actor effect is explained in terms of how the spirituality of 

elders and their family caregivers influences their own well-being, while the partner 

effect is explained in terms of how the spirituality of elders influences the well-being of 

their partner, family caregivers and vise versa. Also, non-independence is explained in 

terms of how elders’ well-being is similar to caregivers’ well-being and elder’s 

spirituality is similar to caregivers’ spirituality. 

Spirituality 

A second major concept of the theory is spirituality. Spirituality is a common 

human experience that forms an integral part of every person’s search for meaning and 

purpose in life, suffering and illness (Swinton, 2001; Tanyi, 2002). It is the outward 

expression about an intra, inter and transpersonal experience of the inner workings of the 

human spirit (Reed, 1992, Swinton, 2001). “The inner workings of the human spirit” is 

presented as an underlying assumption of spirituality (Swinton, 2001). 

It was theorized that the level of spirituality between caregivers and elders is 

congruent in the caring relationship. Watson’s Human Science and Human Caring 

Theory (1988) was foundational in formulating the assumption, the congruence of 

spirituality between caregivers and elders. In her theory, the spiritual union of souls was 

emphasized as having the potential for self-healing and transcendence to higher levels of 
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consciousness (Martsolf & Mickley, 1998; Walker, 1996). “Self-healing” refers to a 

person’s ability to gain a sense of well-being or overall contentment with oneself 

regardless of a particular medical prognosis or diagnosis. “Transcendence” is evident 

when caregivers and elders engage each other in personal, social, moral and spiritual 

dimensions in a transpersonal caring relationship and experience the connectedness 

among self, others, world and God or Higher being (Falk Rafael, 2000; Martsolf & 

Mickley, 1998). Furthermore, this connectedness has the potential to expand both the 

caregiver’s and the elder’s lived experience in metaphysical, spiritual and transpersonal 

ways. Especially, the spiritual connectedness allows both elders and caregivers to extend 

self-transcendence to search for meaning and purpose in their existence, suffering and 

disharmony and to potentiate self-healing (Bernick, 2004; Martsolf & Mickley, 1998; 

Walker, 1996). 

The concept of spirituality includes multiple dimensions which may have 

different meanings and interpretations. However, spirituality is usually observed in 

individuals’, families,’ and communities’ thoughts, behaviors and languages that are 

assumed to emanate from their intra, inter and transpersonal experiences with spirit 

(Swinton, 2001). Intrapersonal refers to a connectedness within oneself and focuses on 

the potential of the self and the resource of inner strength. Interpersonal represents the 

connectedness with others and environments. Transpersonal refers to a sense of 

connectedness with God or a ‘higher’ power other than the self and ordinary resources 

(Reed, 1992). Also, spirituality strives to answer deep existential questions pertaining to 

the meaning of life, suffering, illness and so forth. It helps to recognize the need for 
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human interconnectivity and the desire to transcend the self in meaningful ways and 

motivates us to choose meaningful relationships (Stoll, 1989; Swinton, 2001). 

Moreover, spirituality can be measured by diverse indicators. For example, 

indicators of spirituality include the Spiritual Perspective Scale (SPS: Reed, 1987), Self-

Transcendence Scale (STS; Reed, 1986) and The Purpose in Life (PIL; Crumbaugh, 

1968). 

Well-Being 

Another key concept in the theory is well-being. Well-being is an individual’s 

satisfaction with life and with the cultural and intellectual conditions under which he/she 

lives and with goals, expectations and concerns (Diener et al., 1999). Each individual and 

family makes broad judgments about his or her life as a whole, as well as about domains 

such as marriage and work. Thus, the measure of well-being includes several dimensions: 

life satisfaction (global judgments of one’s life), satisfaction with important domains 

(e.g., work satisfaction), positive affect (experiencing many pleasant emotions and 

moods) and low levels of negative affect (experiencing few unpleasant emotions and 

moods) (Diener, 2000). In many studies, diverse indicators of well-being including 

Depression (CES-D; Radloff, 1977), the Satisfaction With Life Scale (SWLS; Diener, et 

al., 1985) and the Positive and Negative Affect Schedules (PANAS; Watson, Clark & 

Telegen, 1988) were used to measure well-being. Also, well-being was theorized to be a 

correlate and an outcome of spirituality. 
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Relationships Among the Concepts: The Conceptual Framework 

Figure 1 represents the conceptual model of Family Spiritual Interdependence by 

the diagram. Among the concepts, there are four basic sets of relationships that have been 

identified from quantitative and qualitative research findings. 

First, it is proposed by arrow ‘a’ that there are correlates between elders’ and 

family caregivers’ levels of spirituality. There have been no studies on the correlation of 

spirituality between elders and their family caregivers. However, many researchers 

mentioned that there may be a spiritual bonding between caregiver and care receiver that 

possibly leads to better caregiving outcomes (Forbes, 1994; Friedemann et al., 2002; 

Walsh, 1999). In addition, the philosophy underlying this study conceptualizes human 

beings in interaction with their environment, influenced by significant others. In addition 

the beliefs and feelings of a family member may be related to those of another family 

member. Moreover, Watson (1988), in her Human Science and Human Caring Theory, 

emphasized the spiritual connectedness between care recipients and caregivers in a 

transpersonal caring relationship which extends self-transcendence, searches for meaning 

and purpose in their existence, suffering and disharmony and potentiates self-healing 

(Bernick, 2004; Martsolf & Mickley, 1998; Walker, 1996). 

Second, it is proposed by arrow ‘b’ that the well-being of elders and family 

caregiver are correlated. This is supported theoretically, in part, by the philosophic 

perspective of Newman’s (1992) interactive-integrative paradigmatic view of human 

beings. In addition, several studies showed there was a correlation of emotional well-

being between patients and family caregivers, in particular, through close relationships; 
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patient’s well-being significantly affected caregivers’ well-being (Given et al., 1993; 

Segrin et al., 2005; Sewitch, McCusker, Dendukuri & Yaffe, 2004). Furthermore, other 

studies have observed the similarities of well-being between older married couples; in 

particular, depressive symptoms of older couples directly influenced other family 

members (Bookwala & Schulz, 1996; Tower & Kasl, 1995, 1996; Townsend, Miller and 

Guo, 2001). 

Third, it is proposed by arrows ‘c’ and ‘d’ that there are significant actor affects; 

the elder’s spirituality influences the well-being of the elder and a caregiver’s spirituality 

influences the well-being of the caregiver. There is preponderant evidence in the 

literature that demonstrates actor affects relationships between spirituality and well-being 

among elders and their family caregivers. In particular, several studies indicated that 

spirituality buffered the affects of depression on subjective well-being and contributed 

positively to psychological well-being (Diener et al., 1999; Fry, 2000; Koenig et al., 

2004; Mackenzie et al., 2000). Moreover, various researchers suggested that spirituality 

which provided meaning for caring and a psychological resource to help cope with the 

stress among caregivers enhanced family caregiver’s well-being (Kloosterhouse & Ames, 

2002; Koenig, 2005). 

Fourth, it is proposed by arrows ‘e’ and ‘f’ that there are significant partner 

affects; the caregiver’s spirituality influences the well-being of the elder and the elder’s 

spirituality influences the well-being of the caregiver. Given that spirituality and well-

being consistently have been found to relate to each other in the same person, the 

interactive-integrative view of human beings lends support to the idea that these variables 
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may be related across individuals who have a close relationship. There are no studies that 

examine the partner affect of family interdependence of spirituality and well-being 

among the elder and their family caregiver in the context of family caregiving. Only a 

few studies reported that the spirituality of both patients and their family caregivers 

provided them meaning and support to cope positively with trial and difficulty (Theis et 

al., 2003; Treloar, 2002). Moreover, family spirituality has strengthened family 

relationships between elders and family caregivers which were associated with low levels 

of depression and role submersion and increased family well-being and functioning 

(Chang, Noonan & Tennstedt, 1998; Gallup Surveys, 1996). 

Demographic and Health Related Factors 

The demographic and health-related variables are also important to consider in 

understanding the relationship between spirituality and well-being. Researchers have 

reported that significant correlates of Korean elders’ spirituality were religion, family 

support and physical health (Fry, 2000; Jang & Kim, 2003; Koenig et al., 2004; Lee, 

2002). Important factors of caregivers’ spirituality were religion, family support and 

social support (Arcuray, Quandt & Bell, 2001; Chang et al., 1998; Treloar, 2002; 

Hihtikka et al, 2000). 

Several studies found that family support, family relationships, social support and 

activities were important predictors or correlates of Korean elders’ well-being (An, 2005; 

Choi, 2000: Choi, 2005; Jeon, 2004; Joo & Park, 2001; Kang, 2000; Kim, 2005; Kim & 

Choi, 2001; Lee, 2004; Lim and Lee, 2003; Moon, 2001; Park, 2002; Shin, 2000). In 

addition, many researchers suggested that a wide variety of variables were related to 
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subjective well-being in elders including aging, functional health problems, death of 

spouse, retirement, social support, depression, spirituality/religiosity, dwelling conditions 

and sociocultural factors (Bennett, 2005; Bisconti, Bergeman & Boker, 2004; Bookwala 

& Schulz, 1996; Fernandez-Ballesteros, 2002; Kunzmann et al., 2000; Sparks, Zehr & 

Painter, 2004; Westerhof & Barrett, 2005). A few studies indicated that important 

predictors of caregivers’ well-being were caregiver burden, elder’s cognitive impairment, 

poor family income, financial responsibility, caregiver’s health condition and daily 

caregiving hours (Cho, 1993; Kim & Lee, 2003, Lee et al., 1997). Therefore, several 

demographic and health-related variables were included in this study as potential factors 

that may further understand the relationships among the main study variables, spirituality 

and well-being. 

Research Questions and Hypotheses 

Kim’s (2006) Family Spiritual Interdependence Model was tested and refined in 

this study. The correlations between elders’ and family caregivers’ spirituality and 

between elders’ and family caregivers’ well-being were investigated. The actor and 

partner affects of spirituality on well-being were examined. The relationships of various 

demographic variables of Korean elders and their family caregivers on spirituality and 

well-being were identified. 

The specific research questions were as follows: 

1. What is the relationship of the demographic variables to spirituality and well-

being of Korean elders and caregivers? 
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2. What is the degree of correlation between Korean elders’ and family caregivers’ 

spirituality (spiritual perspective, self-transcendence and purpose in life)? 

3. What is the degree of correlation between Korean elders’ and family caregivers’ 

well-being (depression, life satisfaction and positive and negative affect)? 

4. Are there actor affects such that the elder’s spirituality predicts the well-being of 

the elder and a caregiver’s spirituality predicts the well-being of the caregiver? 

5. Are there partner affects such that the caregiver’s spirituality predicts the well-

being of the elder and the elder’s spirituality predicts the well-being of the 

caregiver? 

The following four hypotheses were developed to test the theoretical model of 

family spiritual interdependence: 

1. There would be a correlation between elders’ spirituality and the family 

caregivers’ spirituality. 

2. There would be a correlation between elders’ well-being and the family 

caregivers’ well-being. 

3. There would be significant actor effects: the elder’s spirituality would predict the 

well-being of the elder and a caregiver’s spirituality would predict the well-being 

of the caregiver. 

4. There would be significant partner effects: the caregiver’s spirituality would 

predict the well-being of the elder and the elder’s spirituality would predict the 

well-being of the caregiver. 
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CHAPTER TWO: LITERATURE REVIEW 

This chapter reviews the literature on family interdependence of spirituality and 

well-being and the relationship of spirituality (spiritual perspective, self-transcendence 

and purpose in life) to well-being (depression, life satisfaction and positive and negative 

affect). Especially, family interdependence related spirituality and well-being among 

elders and their family caregivers is emphasized. The literature reviewed focuses on the 

qualitative and quantitative research studies on Korean elders and their caregivers in 

family caring relationships. 

The literature review is organized by Korean and non-Korean research in the 

following areas: (1) Family Interdependence (including spirituality and well-being), (2) 

Elder’s Well-Being, (3) Caregiver’s Well-Being, (4) Elder’s Spirituality and Well-Being, 

and (5) Caregiver’s Spirituality and Well-Being. Overall, the literature reviews verifies 

the proposed relationships of this study. 

Family Interdependence 

Family interdependence is a concept that assumes that family members are 

connected rather than separated from each other; moreover each family member has a 

psychological influence on other family members. Several theoretical perspectives such 

as Family System Theory, Watson’s Human Science and Caring Theory (1988) and the 

Actor-Partner Interdependence Model (APIM; Kashy & Kenny, 2000; Kenny, 1996a) 

explicitly describe family interdependence between caregivers and care recipients within 

family caring relationships. 
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However, there has been a paucity of studies exploring family interdependence 

mainly because studying family interdependence and the family is a complex 

phenomenon which presents researchers with several conceptual and methodological 

challenges (Rayens & Svavarsdottir, 2003). The most important issue in studies of family 

interdependence is the common absence of separate and independent data collected from 

family members (Tower & Kasl, 1995). Despite this limitation, the research literature on 

family interdependence of spirituality and well-being is reviewed. 

Family Interdependence - Focus on Korean Family Interdependence 

Traditionally, Koreans consider self within interdependent relationships in the 

family (Markus & Kitayama, 1994; Shin, 2001). Although family interdependence is 

crucial to understanding Korean elders and their family caregivers, there has been no 

research examining Korean family interdependence between elders and their family 

caregivers. 

Korean History, Culture and Philosophy 

Considering Korean history, culture and philosophy, Korea has a history of 5,000 

years. Located in Asia, it has as neighbors China to the north and Japan to the northeast. 

With this geographical location, Korea was greatly influenced by Indian Buddhism and 

by Chinese Taoism and Confucianism (Shin, 2001). According to Korean traditional 

thoughts or philosophies based in Shamanism, Buddhism, Confucianism and Taoism, a 

human being is considered a part of nature; a human being is born from nature, lives in 

nature and returns to nature. Koreans value harmony between human beings and nature. 

Health is viewed as harmonizing with nature and having balanced human relationships in 
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nature and society. Also, many Koreans view disease as originating from a state of mind. 

Therefore, it is important to control thinking to preserve health and to keep an open mind 

to foster health (Shin, 2001; Whall, Shin & Colling, 1999). 

Moreover, Koreans do not regard self as distinct from other (Markus & Kitayama, 

1994). Instead of emphasizing an individual’s unique set of internal traits, values and 

emotions which differentiate self from others, Koreans focus on the self in relationship to 

and interdependent with other people (Markus & Kitayama, 1998; Shin, 2001). Koreans 

especially value the family. They are concerned about the family and care more for 

family members within the context of the family than for individuals in the family. Thus, 

a health problem of a family member is regarded as a problem for the whole family. If 

someone in the family has a disease, all members of the family address this member’s 

care together rather than completely depending on community facilities or outside 

services (Whall et al., 1999). 

Caring for Elders in Korean Families 

In Korea, the majority of elderly people, even those with dementia, chronic illness 

and physical disabilities, live at home with families and receive help from family 

members at home rather than in institutions or nursing homes. According to 

Confucianism and traditions of filial piety and familialism, a son, particularly the eldest, 

is obligated to care for his elderly parents; the son’s caring obligations extend to his wife 

and daughter-in-law (DIL). The DIL, particularly the first DIL (the oldest son’s wife), is 

socially expected to be the caregiver for her elderly parents-in-law (PILs) (Kim & Lee, 

2003; Lee, Kim & You, 1997). 
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Studying Korean Family Interdependence 

There has been no research to examine Korean family interdependence. Many 

studies suggested that family support and family relationships were the most important 

factors to determine Korean elders’ well-being. Ryff (1995) found in a qualitative study 

that when comparing Koreans and Americans, the well-being of others (e.g., their 

children) played a more crucial role in determining the well-being of Koreans than it did 

for Americans. 

Summary 

Although understanding family interdependence is crucial in caring for Korean 

elders at homes, there has been no study to examine Korean family interdependence 

between elders and their family caregivers. Thus, this current study will become the first 

to explore family interdependence relating spirituality and well-being among elders and 

their family caregivers in Korea. 

The Family Interdependence of Spirituality 

While many have regarded spirituality as an individualistic and private matter 

such as studying elders’ spirituality, they generally have neglected the research of the 

spirituality in relationship to families, communities and the environment (Goddard, 2000; 

Tanyi, 2002; Wright, 2005). However, spirituality may be better understood in 

relationships because relationship/connectedness with God or Higher Being, other and 

self is a core characteristic of spirituality (Burkhardt, 1994; Chao et al., 2002; Reed, 

1992; Stoll, 1989; Wright, 2005). 
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For most people, the family becomes a key to both the experience and practice of 

spirituality (Walsh, 1999; Wright, 2005). Grennan (2002) said that 85% of his research 

participants reported that they first learned about their faith from their families. Families 

experience God in and through ordinary relationships and events of family life and 

express and nurture spirituality in a myriad of ways in the home (Chesto, 2002; Grennan, 

2002). Moreover, a family’s religious/spiritual beliefs are shared with each other in the 

family schema such as shared values, goals, beliefs and priorities (Kloosterhouse & 

Ames, 2002). 

The Congruence of Spirituality 

Watson (1988) emphasized the spiritual connectedness between care recipients 

and caregivers in a transpersonal caring relationship which extends self-transcendence, 

searches for meaning and purpose in their existence, suffering and disharmony and 

potentates self-healing in her Human Science and Human Caring Theory (Bernick, 2004; 

Martsolf & Mickley, 1998; Walker, 1996). 

However, there is a paucity of studies on the congruence of spirituality between 

family members. Forbes (1994) examined spirituality in caregivers and care recipients 

and mentioned that there may be a spiritual bonding that takes place between caregiver 

and care recipients, possibly leading to better caregiving outcomes. 

Walsh (1999) suggested that caring bonds with partners, family members and 

close friends may nourish spiritual well-being and in turn spirituality deepens and 

expands connections with others. It can be a spiritual experience to share physical and 
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emotional intimacy, to give birth, to care for a frail elder, to befriend strangers, or to 

receive the loving-kindness of others. 

Also, Friedemann et al. (2002) mentioned that coherence within the family 

which represents true togetherness in which family member’s experience each other as 

connected parts of a whole can be gained through spiritual activities such as religious 

practices, meaningful relationship with others, music and the arts or experiencing the 

beauty of nature. 

Spirituality Between Caregivers and Care Recipients 

There are only a few studies on spirituality in family caring relationships; they 

revealed that spirituality in family relationships became a significant coping mechanism 

to provide meaning and support to both patients and caregivers during trying and difficult 

times. Theis et al (2003) examined spirituality in 60 elder-family caregiver dyads using a 

qualitative study and reported that family caregivers and care recipients defined 

spirituality as coping (formal religion and social support) and meaningful (positive 

attitudes, retribution or reward and all encompassing). Both elders and caregivers used 

formal religion and social support from churches to help them cope with the tasks and 

stress of giving and receiving care. Also, they mentioned that spirituality gave them a 

positive attitude which helped them with their role as caregiver or care recipient: it was a 

reward paying back for the good life or punishment from God and was all encompassing 

and the most important thing in their lives. 

Also, Treloar (2002) explored in a qualitative study how 13 people with 

disabilities and 9 family members found that their spiritual beliefs stabilized their lives, 
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provided meaning for the experience of disability, decreased spiritual distress and 

provided religious support in trying or difficult times. Trial and difficulty contributed to 

spiritual challenge, which led to personal brokenness and reliance on God, and 

strengthened faith in God. 

Family Spirituality, Relationships and Family Well-Being 

A few studies have demonstrated that family spirituality strengthened family 

relationships between elders and family caregivers which may be related to family well-

being. Chang et al. (1998) examined how religious/spiritual coping was related to 

caregiving and psychological distress among 127 community residing disabled elder-

family caregiver dyads and found that religious/spiritual coping influenced caregiver 

distress indirectly through the quality of the relationship between caregivers and elders. 

Caregivers who used religious or spiritual beliefs to cope with caregiving distress had a 

better relationship with elders, which was associated with low levels of depression and 

role submersion. 

Gallup Surveys (1996) found that nearly 75% of respondents reported that their 

family relationships had been strengthened by religion in the home. More than 80% say 

that religion was important in their family when they were growing up; notably, they 

were significantly more likely to report that religion strengthened current family 

relationships a great deal. 

Simons, Simons and Conger (2004) examined how parental religiosity either 

directly or indirectly influenced the deviant behavior of offspring among 451 White and 

867 African American children and their primary caregivers. They found parents’ 



 
 
 

41

religiosity was strongly related to children’s religiosity and to quality of parenting. 

Children’s religiosity was linked to delinquent behavior indirectly through traditional 

moral beliefs and affiliation with deviant peers. 

Summary 

A few studies demonstrated that spirituality in family caring relationships 

provided meaning and support to both elders and caregivers to cope positively in times of 

trial and difficulty. Thus, family spirituality reduced family conflicts between elders and 

family caregivers which may have increased family well-being and functioning. 

However, there is no empirical research on the relationship of family spirituality 

interdependence to well-being of elders and family caregivers. Therefore, this study 

explored the congruence between family caregivers’ and elders’ spirituality and its 

relationship to the well-being of the elder and their family caregiver. 

The Family Interdependence of Well-Being - Including the Context of Caregiving 

Many studies reported that family members influenced each other’s well-being 

both directly and indirectly. However, only a few studied the family interdependence of 

well-being. 

The Similarity of Well-Being Between Older Spouses 

The similarities of well-being and health behavior between older married couples 

were explored. Bookwala and Schulz (1996) investigated 1,040 elderly married couples 

and found that the well-being of one spouse significantly correlated with the well-being 

of the other spouse using multiple indicators of well-being such as perceived health, 

depressive symptoms, feelings about life as a whole and satisfaction with life which was 
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associated with meaning and purpose. Also, the well-being of one spouse was 

significantly predicted by the other spouse’s well-being. Interestingly, husbands’ 

depressive symptoms were most strongly correlated with wives’ depressive symptoms. 

Also, Conn and Armer (1995) examined the similarity of health-promoting 

behaviors (exercise, nutrition, stress management, health responsibility, self-actualization 

and interpersonal support) of 52 elderly married couples and found low and moderate 

similarities of health behaviors among older married persons. Thus, they suggested that 

family interdependence and individual ability should be considered to maintain health. 

The Similarity of Depression in Older Spouses and Their Relationship 

Moreover, several studies have observed that the mood or affective state of older 

couples influenced directly other family members, in particular, married, older couples 

and indirectly through qualities of the relationship that the couple created. Townsend et 

al. (2001) examined 5,423 White, Black and Mexican American married couples and 

found that in middle-aged and older married couples there was a correlation between 

husbands’ and wives’ depressive symptoms. 

Tower and Kasl (1995) investigated 317 community-dwelling older couples and 

reported that depressive symptoms in one spouse had a significant impact on depressive 

symptoms in the other spouse. But, closeness between spouses moderated the effect of 

emotional transmission for both husbands and wives. In couples who were mutually 

close, one spouse’s depressive symptoms were more strongly associated with those of the 

other than in couples in which only one spouse felt close to the other or in which either 

spouse felt close. Furthermore, longitudinally, they found that changes in depressive 
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symptoms in one older spouse contributed to changes in depressive symptoms in the 

other (Tower & Kasl, 1996). 

Family Interdependence in the Context of Family Caregiving 

The literature on family caregivers reported that family interdependence more 

likely occurred when people cared for, or felt responsible for, each other (Bookwala & 

Schulz, 1996; Segrin et al., 2005). Most studies found a relationship between depressive 

symptom of family caregivers and care recipients and reported that care 

recipients’depression or negative mood reduced family caregivers’ quality of life. 

In 1993, Given et al. used 196 cancer patients-caregiver dyads and revealed that 

cancer produced an emotional strain on both the patient and the family and affected the 

mental health of the family, particularly the primary caregiver. Especially, they reported 

that cancer patients’ levels of depression were related to those of their caregivers. 

Segrin et al. (2005) explored interdependence on quality of life factors for 48 

women with breast cancer and their partners (husbands, daughters, friends, or other 

relations) using the APIM model and found significant partner effects from stress and 

negative affects in women with breast cancer to their partners’ depression; stress and 

negative affect in women with breast cancer significantly influenced their partners’ 

depression. Also, they reported that over time, the quality of life between patients and 

partners showed a similar trajectory; the emotional well-being of women with breast 

cancer improved or deteriorated with that of their partners.’ 

In addition, Sewitch et al. (2004) examined the relationship between depression 

among medically ill, frail elders’ and family caregivers’ quality of life and health status 
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with 193 family caregivers of elders treated in the emergency department. They found 

that caregivers’ poor quality of life and mental health were associated with elders’ 

depression and not with disability or cognitive impairment. 

Particularly, some studies found that close relationships between caregivers and 

care recipients moderated the effect of bad family interdependence. Lyons, Zarit, Sayer 

and Whitlatch (2002) examined 63 elder-family caregiver dyads to investigate an 

association between the elder’s well-being (depression, health and relationship strain) and 

the caregiver’s well-being (depression, health, activity restriction and relationship strain) 

and found that no significant association was found between caregivers and elders’ well-

being. However, caregiver relationship strain was negatively associated with health and 

depression. 

Martire et al. (2004) examined 70 post-MI patients and Alzheimer’s disease 

patients in hospital and their family members and found family interventions involving a 

family member, especially a spouse, successfully reduced patients’ and family members’ 

depressive symptoms in comparison with the usual medical care. Also, family 

interventions significantly reduced anxiety and family burden which related to the 

relationship with patients. 

Summary 

Several studies showed there were similarities in emotional well-being between 

care recipients and family caregivers, especially in close relationships. Also, a few 

studies reported the partner effect of well-being in the context of family caring that 

patients’ stress, depression or negative mood deteriorated caregivers’ well-being. 
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However, there were no findings that caregiver’s stress, depression or negative mood 

reduced elders’ well-being. Thus this study investigates the similarities in well-being 

between elders and family caregivers and the partner effects of how the caregiver’s 

spirituality influences the well-being of the elder and how the elder’s spirituality 

influences the well-being of the caregiver. 

Well-Being 

Well-being is a complex, abstract and multidimensional concept that has various 

conceptual and operational definitions (Hellstrom, Persson & Hallberg, 2004; Keister & 

Blixen, 1998; Lee, Ko & Lee, 2006; Kunzmann, Little & Smith, 2000). In more recent 

studies, the broad concepts of subjective well-being have been measured using three 

scales such as the Satisfaction with Life Scale (SWLS; Diener et al., 1985), the Positive 

Affect/Negative Affect Scales (PANAS; Watson et al., 1988), and the Center for 

Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977). 

Korean Elder’s Well-Being 

Several studies have explored the factors that impact well-being in Korean older 

people and reported that family support, family relationships, social support and activities 

and spirituality/religion were important predictors of Korean elders’ well-being (An, 

2005; Choi, 2000: Choi, 2005; Jeon, 2004; Joo & Park, 2001; Kang, 2000; Kim, 2005; 

Kim & Choi, 2001; Lee, 2004; Lim and Lee, 2003; Moon, 2001; Park, 2002; Shin, 2000). 
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Family Relationships and Support 

The most important and significant predictor of a Korean elder’s well-being is 

family relationships and family support. Choi (2000) explored important factors of 

quality of life among 290 people over 60 years old in Seoul, Korea and found they 

considered relationship with children and spouse to be more significant than health status, 

economic status, religious activity, family support, relative relationships, elder public 

facilities and decision-making ability in the family. Also, they found that participants 

professed there were several purposes in life such as happiness of the family, children 

and spouse, health and comfortable life, preparation for death, faithfulness in life, 

economic abundance, self-achievement, satisfaction with older life and religious activity. 

However, the foremost purpose in life was happiness of family, children and spouse. 

In 2005, Choi conducted a correlational study of 131 elders over 65 in Seoul, 

Korea, using a Short Form-36 Quality Of Life scale by Wares and Sherbourne (1993). 

The results revealed that the quality of life was significantly correlated with family 

support and morale. Notably, the level of family support was significantly different 

according to religion: Catholic, Buddhism, Christian and no religion. Family support was 

of primary importance to maintain and promote the quality of elders’ life. 

Kang (2000) explored the relationship between stress experience and coping 

methods among 110 older adults over 65 years old in Taegu, Korea and found elders 

living with their spouses experienced less stress than those living with their children or 

living alone. Also, less education and less income were related to a high stress experience 

of elders. 
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Social Support 

In 2000, Shin conducted a correlational study of 93 elders over 65 in Seoul, Korea 

and investigated the relationship of perceived social support and mental health of the 

elderly. The results indicated that higher social support of older adults was significantly 

related to mental health. Higher social support related to living with family members, 

especially with elders’ spouses. 

Jeon (2004) examined the relationship between subjective well-being and the 

exchange of social support among 246 elders over 60 in Daegu, Korea. To measure 

subjective well-being, the authors used Diener et al. (1985)’s life satisfaction scales and 

Watson et al (1988)’s PANAS scales. Findings indicated that elders who provided and 

received more social support, especially from a child, had higher levels of life satisfaction 

and positive affect. Also, a balanced exchang of social support with spouses was 

associated with subjective well-being. 

An (2005) investigated the quality of life and social support among 122 married 

couples and 111 single elders above 65 years in Busan Metropolitan City. Two major 

aspects of social support were considered: emotional support and instrumental support. 

The quality of life was examined in four areas: physical, psychological, economical and 

social aspects. The major findings were that married elders were more likely to receive 

social support from diverse support systems than single elders and had higher levels of 

quality of life than single elders. 

In another study, Lim and Lee (2003) investigated the effects of physical ability, 

depression and social support on quality of life among 142 elders over 65 in Korea. 
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Quality of life scores correlated negatively with depression scores and positively with 

physical health and social support. Moreover, depression predicted a more strongly 

negative quality of life, physical health, and social support.  

Kim (2005) investigated the effects of social support and stress coping on the 

subjective well-being among 185 elders over 65 in Seoul, Korea. The subjective well-

being scales included life satisfaction scales developed by Choi (1986) and happiness 

scales by Harold Dupay (1978), translated by Won, (2003). She found that social support 

was negatively related to stress and positively related to subjective well-being while 

stress was negatively related to subjective well-being. Also, a SEM analysis revealed that 

the stress level of elders reduced subjective well-being, but social support mediated the 

effect of stress and increased subjective well-being. 

Jang (2001) investigated the factors influencing Well-Being among 136 elders 

over age of 65 in Seoul, Korea. The findings reported that the well-being of elders was 

positively correlated with social support, self-integrity, self-efficacy, Generalized 

Contentment Scale (GCS) and ADLs (Activities of Daily Living); and the predictor of 

well-being was GCS, self-integrity, social support and ADL. The relationships between 

the general characteristics of subjects and well-being showed significant differences 

according to age, married state, educational level, religion, number of sons, number of 

family numbers, monthly income, amount of available money for current use, sources of 

money and health status. 
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Social Activity 

Lee (2004) examined the relationship between leisure activity participation and 

quality of life of elders in Korea and found that elders who participated in leisure sports 

had higher levels of the satisfaction of life than those who did not. In Park (2002)’s study, 

the effect of leisure resources, health perception, leisure attitude, leisure satisfaction on 

the quality of life were explored in 208 elders over 65 in Korea. The results indicated that 

elders who had higher leisure resources and a positive perception of health and attitude to 

leisure showed higher leisure satisfaction, and leisure satisfaction positively predicted 

quality of life. 

Joo and Park (2001) explored the effect of dance sports on physiological 

variables, depression and quality of life among 47 elders in Korea and reported that 

elders who participated in dance sports had lower heart rates, lower depression scores and 

higher quality of life scores than the control group who didn’t participate in dance sports. 

In another study, Kim & Choi (2001) investigated factors influencing health 

behavior and well-being in 106 elders over 60, in Chungnam, Korea. The results showed 

that an elder’s health behavior increased well-being. For example, social activity and self-

efficacy increased health behavior and health behavior, physical health and social support 

increased well-being. 

Physical Health 

Moon (2001) investigated the relationship between instrumental activities of daily 

living (IADL) and quality of life among 150 elders at home in Korea and found that there 
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was a significant positive correlation between IADL and quality of life. Also, neighbor 

relationship and family relationships greatly influenced IADL and Quality of life. 

Kim and Park (2001) investigated the effect of perceived knowledge of health and 

daily health behavior on quality of life in 62 rural male and 421 female elders in 

Chonnam, Korea. The findings showed that health behaviors were positively correlated 

with individual health perception, and quality of life was positively correlated with the 

practice of health behaviors, especially, in emotional aspects which were characterized by 

'having spent a day joyfully' and 'having a quiet and easy life'. Also, levels of health 

behavior practice and quality of life were higher when the elders were younger, more 

educated, religious, employed and living together with family members. 

Non-Korean Elders’ Well-Being 

During the past several decades, many researchers have devoted considerable 

effort studying subjective well-being in later life and to explore the factors that impact the 

quality of life of elders (Diener et al., 1999; Keister & Blixen, 1998; Phillips, Siu, Yeh & 

Cheng, 2005; Westerhof & Barrett, 2005). A wide variety of predictors of subjective 

well-being in elders has been revealed including aging, functional health problems, death 

of spouse, retirement, less social support, depression, low level of spirituality/religiosity, 

poor dwelling conditions and sociocultural factors (Bennett, 2005; Bisconti, Bergeman & 

Boker, 2004; Bookwala & Schulz, 1996; Fernandez-Ballesteros, 2002; Kunzmann et al., 

2000; Sparks, Zehr & Painter, 2004; Westerhof & Barrett, 2005). 
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Aging 

With advancing age, people experience increased functional health problems that 

likely affect their subjective well-being (Kunzmann et al., 2000; Westerhof & Barrett, 

2005). Kunzmann et al. (2000) found that the more people were confronted with 

functional health limitations, the more likely they were to report low positive affect and 

to show decline in positive affect over the following years. Functional health problems 

primarily restrict elders’ interactions with the external world, such as being together with 

friends or engaging in leisure activities. Thus, elders encountering functional health 

problems are at risk for experiencing declined subjective well-being. 

The Death of a Spouse 

The death of a spouse in later life negatively influenced the subjective well-being 

of elders (Bennett, 2005; Bisconti et al., 2004; Kunzmann et al., 2000). Many researchers 

reported that marital status, especially spouse loss, decreased well-being in later life 

(Bennett, 2005; Bisconti et al., 2004). Although old age is a period of life experiencing 

multiple losses, the death of a spouse was consistently rated as the most stressful 

normative in later life (Bisconti et al., 2004; Kunzmann et al., 2000). 

Retirement 

The retirement experience was related to psychological well-being. Westerhof and 

Barrett (2005) reported that the subjective well-being of elders was negatively affected by 

age-related losses of roles and relationships. Also, Kim and Moen (2002) investigated the 

relationship between retirement transitions and the subsequent psychological well-being 

of elders and found that the retirement experience within the last 2 years was associated 
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with higher levels of morale for men, whereas continuous retirement was related to 

greater depression among men. 

Family Support 

Family support increased elders’ well-being. Fernandez-Ballesteros (2002) 

reported having “good relationships with family and friends” was the most important 

ingredient of the quality of life of elders in Spain. Reitzes and Mutran (2004) investigated 

the relationship between grandparent identity and well-being among grandmothers and 

grandfathers and found that grandparent identity was positively related to well-being, 

increased self-esteem and decreased depressive symptoms. 

Social Support 

Social support and network is essential for elders in maintaining optimal well-

being. Sparks et al. (2004) found the best predictor of life satisfaction was social 

interaction, older community-dwelling elders interacting with others and their 

surroundings. Also, Greenfield and Marks (2004) reported that formal volunteering 

predicted positive well-being in elders. Furthermore, volunteering moderated the negative 

effect of major role-identity absences on psychological well-being. 

Depression 

Depression negatively affected quality of life. Beekman, Penninx, Deeg and 

Beurs et al. (2002) found depressive symptoms negatively impacted the well-being, 

disability and service utilization of elders in the Netherlands. Depression is the most 

common mental health problem in later life. But, elderly depression frequently remains 

undetected because the symptoms are often dismissed as a part of aging. Untreated 
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depression in many elders is a cause of significant health problems such as increased 

suicides and decreased quality of life (Edwards, 2004; Hickling, 2004; Hope, 2003; 

Loughlin, 2004; Weeks Anderson, Harmon & Michaels, 2005). 

Elder’s Dwelling Environments 

Elder’s dwelling environments also influenced their well-being. Phillips et al. 

(2005) found that environmental dwelling conditions mainly affected an older person’s 

subjective well-being indirectly and residential satisfaction mediated the effect of interior 

and exterior environment on subjective well-being in Hong Kong’s elders. 

Culture 

Furthermore, many researchers suggested that examining the cultures and 

contextual surroundings of elders was very important to understand their dynamic 

relationship with subjective well-being (Kim and Moen, 2002; Westerhof & Barrett, 

2005). Despite an increase in risks and losses with advancing age, some researches found 

that there were not strong relationships between age and subjective well-being 

(Kunzmann et al., 2000). 

Age Identity 

Instead of age, Westerhof and Barrett (2005) found that age identity in cultural 

contexts among elders was an important predictor of subjective well-being. They reported 

that maintaining a more youthful identity was associated with higher levels of subjective 

well-being, even when controlling for chronological age, gender, socioeconomic status, 

marital and employment status and objective and subjective health. Moreover, age 

identity was more strongly related to subjective well-being in the USA than in Germany. 
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In a more youth-centered culture, age identity was strongly related to subjective well-

being. 

Summary 

Many research studies indicated that aging, functional health problems, death of 

spouse, retirement, less social support, depression, low level of spirituality/religiosity, 

poor dwelling conditions and sociocultural factors were predictors of subjective well-

being in older adults. In particular, family support, family relationships, social support 

and activities and spirituality/religion were important predictors of Korean elders’ well-

being. Thus, this current study will investigate these factors briefly through demographic 

information. 

Korean Family Caregiver’s Well-Being 

Few studies have been conducted on the impact of Korean family caregivers 

caring for elders. Choi (1993) investigated the determining variables of caregiver burden 

among 169 primary family caregivers of Korean elders with functional and cognitive 

impairment. The important predictors of caregiver burden were poor family income and 

financial responsibility, caregiver’s health condition and daily caregiving hours. 

In 2003, Kim and Lee examined the relationships between depression and 

physical health of 120 daughter and daughter-in-law caregivers who cared for cognitively 

and functionally impaired elders in Korea. Caregivers’ depression was measured by the 

CES-D (Radloff, 1977). They found that elders with higher levels of cognitive 

impairment and lower family incomes positively predicted caregivers’ depression which 

significantly influenced poor physical health of caregivers. 
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Also, Lee, Kim and You (1997) compared the positive and negative meaning and 

outcomes of 24 caregivers who had admitted elders with dementia to a nursing home with 

30 caregivers who had cared for elders at home. Most caregivers were daughter-in-laws 

and daughters. Those who cared for elders at home reported more difficulties from 

disturbed sleep, disturbed children’s studies and limited personal life. But they had 

significantly greater satisfaction when they saw themselves serving as a model or 

exemplar for their children and practicing religion as well as having better relationships 

with elders. 

Summary 

Only a few studies mentioned that Korean caregivers caring for elders 

experienced burden and depression in Korean caregivers but, at the same time, could 

experience satisfaction and reward depending on individual perception of experiences 

and individual appraisal of ability to meet the demands of caregiving.  

Non-Korean Family Caregiver’s Well-Being 

With the rapidly growing aging population, the numbers of family members who 

have major responsibility for elder care have been increasing tremendously (Crist, 2005; 

Fawdry, 2001). Family caregiving is a complex biopsychosocial process whose outcomes 

depend on an individuals’ perception of their experiences and their appraisal of their 

ability to meet the demands of caregiving (Carter, 2003; Pot et al., 1998). If caregivers 

cannot find meaning in their caring roles, they may find it an extremely stressful 

experience or caregiving burden (Huges et al., 1999; Lyons et al., 2002). 
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Caregiving Burden and Well-Being 

Numerous studies have reported that family caregiver burden affects physical and 

mental health status (Gallicchio, Siddiqi, Langenberg & Baumgarten, 2002; Hughes, 

Giobbie-Hurder, Weaver, Kubal & Henderson, 1999; Wright, Hickey, Buckwalter, 

Hendrix & Kelechi, 1999). Hughes et al. (1999) tested the relationship between caregiver 

burden and health-related quality of life among 1,594 caregivers of veterans. They 

identified formal home care and found that poor family relationships, low income and 

burden were associated with poor quality of life in caregivers. Moreover, poor family 

relationships with the care recipients, especially spouse relationships were associated 

significantly and positively with higher caregiver burden and poor quality of life. 

Miura, Arai and Yamasaki (2005) examined the relationship between caregiver 

burden and health-related quality of life among 85 family caregivers caring for impaired 

elders in Japan. The results indicated that there was a significant and negative association 

between burden and quality of life, especially when related to mental health. 

Furthermore, satisfaction with verbal communication with the family was negatively 

related to caregiver’s burden. 

In 2004, Heru, Ryan and Iqbal explored the relationship between family 

relationship and caregiver burden in 38 family members caring for a relative with 

dementia and found that caregivers who reported poor family relationships had higher 

caregiver burden. 

Croog (2001) examined the relationships between patients with behavior 

problems due to Alzheimer’s disease and the emotional health of their spouse caregivers. 
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Participants included 199 men and women Alzheimer’s patients over 50 and 119 wife 

and 80 husband caregivers. The results indicated that patients’ behavior problem were 

negatively associated with female caregivers’ well-being (anxiety, depressive symptoms, 

positive well-being, vitality and general health). 

In addition, Ory, Hoffman, Yee, Tennstedt and Schulz (1999)’s study investigated 

the differences between dementia caregivers and non-dementia caregivers and whether 

the differences influenced caregiver strain among 1,500 family caregivers. Findings 

showed that dementia caregivers spent significantly more hours per week providing care 

than did non-dementia caregivers. They also reported greater impact in terms of 

employment complications, caregiver strain, mental and physical health problems, time 

for leisure and other family members, and family conflicts. 

Depression 

Caring for a family member with Alzheimer’s disease is associated with increased 

depressive symptoms in caregivers. Beeson (2003) investigated loneliness and depression 

between 49 spousal caregiver of patients with Alzheimer’s disease and 52 non caregiving 

spouses. Finding showed that caregiving spouses had significantly higher levels of 

loneliness and depression than did non-caregiving spouses. Also, caregiving wives 

reported greater loss of self, loneliness and depression than did caregiving husbands. 

Moreover, loneliness predicted significantly caregivers’ depression. 

Callicchio et al. (2002) tested whether there were gender differences in the 

prevalence of burden and depression among 259 female and 68 male informal caregivers 

of community-residing dementia patients in Canada. Depressive symptoms were 
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measured using the CES-D depression scale. They reported that there were gender 

differences in the caregiver population with respect to burden, but not with respect to 

depressive symptoms. Female caregivers experienced more burden than male caregivers 

did. 

Powers et al. (2002) examined the longitudinal relationship between depressive 

symptoms and coping strategies (cognitive, behavioral and avoidant coping strategies) 

among 51 primary caregivers of noninstitutionalized Alzheimer’s older adults. Coping 

and depression were measured four times at approximately six months apart. The results 

indicated that the caregiver’s coping strategies and depressive symptoms were stable over 

time, but avoidance coping strategy was associated positively with depressive symptoms. 

However, Wright et al. (1999)’s study reported that providing care for patients of 

Alzheimer’s disease and stroke deteriorated caregivers’ depression over time. They 

conducted a longitudinal study to test changes in caregiver’s emotional and physical 

health three times at six month intervals and found that caregivers’ depression increased 

significantly from moderate to severe depression during the first six months. Also, there 

was significant race effect; white caregivers’ depression increased over time, while 

African American caregivers’ depression decreased. However, their physical health was 

not significantly different and remained stable over time. 

Caregiving Appraisal 

Pot, Deeg, Dyck and Jonker (1998) investigated the mediator effects of caregiving 

appraisal on the relationship between stressors in the caregiving situation and caregivers’ 

psychological well-being among 175 demented elders and their informal caregivers. They 
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found that the perceived pressure from caring for elders mediated the effects of 

caregiving stressors (elders’ behavior problems) on caregivers’ psychological well-being. 

Also, Beeson (2003) mentioned that the subjective perception of the elders’ 

caregiving situation rather than the objective stressors determined the mental health status 

or depression of caregivers. 

In 2003, Yamanoto-Mitani, Ishigaki, Kawahara-Maekawa, Kuniyoshi, Hayashi et 

al. examined factors of positive appraisal of care among 276 Japanese family caregivers 

of older adults and reported that social support and caregiver beliefs in caregiving great 

affected the positive appraisal of care (relationship satisfaction, consequential gain, role 

confidence and normative fulfillment). 

Summary 

Many studies demonstrated that caring for elders with Alzheimer’s disease, 

dementia, Parkinson’s disease and behavioral problems was associated with greater 

burden and depression. However, if caregivers can find meaning in their caring roles and 

have good family relationships, they may perceive caregiving as more reward than 

burden although elders may be moderately disabled. Thus, nurses should develop 

appropriate nursing interventions to help caregivers successfully manage the caregiving 

role while minimizing the caregiving burden and depression. 
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Spirituality 

Spirituality is a broad and multidimensional concept which has may different 

meanings and interpretations (Baker, 2003; Coyle, 2002, Reed, 1998; Swinton, 2001). 

Many research studies used spirituality and religiosity interchangeably (Baldacchino & 

Draper, 2001; Carr, 2000; Hodge, 2000; Musick et al, 2000; Tanyi, 2002). Although 

spirituality and religion are intimately interconnected through overlapping concepts, 

spirituality is a much broader concept than religion (Goddard, 2000; Hodge, 2000; 

Swinton, 2001; Tanyi, 2002; Wright, 2000). The literature related to both religiosity and 

spirituality is reviewed. 

Korean Elder’s Spirituality and Well-Being 

Religiosity/spirituality is important to Korean elders. Many studies indicated that 

religion/ spirituality were positively related to acceptance of death (Shin, 2002), quality 

of life (Jeon, 2003) and spiritual well-being in Korean elders (Jang & Kim, 2003). Shin 

(2002) examined the correlation between participation in religion and an accepting 

attitude toward death among 291 elders over 60 in Cheongju, Korea. They found that 

elders’ participation in religion had a significant positive correlation with acceptance of 

death. It revealed that hope for a future life after death was strongly related to 

participation in religious activities, and the more sincerely the elderly participated in 

religion, the more positively they accepted death. 

In 2003, Jeon investigated the relationship between the meaning of life and 

quality of life in 409 elders over 60 old in Seoul, Gwangju, Ansan and Goheung, Korea 
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and found that the meaning of life and the quality of life in old people were positively 

correlated. 

Spiritual Well-being 

Several studies on Korean elder’s spirituality using spiritual well-being scales by 

Paloutzian and Ellison (1982) indicated that spiritual well-being was positively related 

with physical function, health promoting behaviors, satisfaction of life, hope and family 

support (Jang & Kim, 2003; Lee, 2002; Lee, 2003; Lee & Oh, 2003; Sung, 1998). 

Lee and Oh (2003) examined the correlations between spiritual well-being, 

physical function and health promoting behaviors and explored the effects of spiritual 

well-being and physical function on the health promoting behavior among 102 elders in 

Korea. The results showed that spiritual well-being and physical function had a 

significant effect on health promoting behavior. Of special note, the health promotion 

behavior was significantly related to religion, number of times the elder participated in 

religious ceremonies, physical condition and housing. 

In 2003, Jang and Kim investigated factors which influenced spiritual well-being 

among 382 elders over 65 in Gwangju and Kyungsang, Korea and found that religion, 

satisfaction of life and physical health significantly influenced spiritual well-being. The 

results showed that spiritual well-being was positively related in women; having religious 

beliefs, especially Protestants or Catholics; participating in religious services; being 

financially stable, satisfied with life, and having better function of daily life activities, 

less physical pain or discomfort, better perception of their physical condition, more 
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opportunities for conversation, higher recreational activity and higher satisfaction with 

social interaction. 

According to Lee’s (2003) study, the relationship among spiritual well-being and 

loneliness and life satisfaction was examined in 143 elders over 65 years who 

participated in local churches in Busan, Korea. This study used three instruments, a 

spiritual well-being scale developed by Palutzian and Ellison (1983), translated by Choi 

(1990) and corrected and modified by Seong (1998); a UCLA loneliness scale revised by 

Russell, Peplau and Cutrona (1980), translated and used by Kim and Kim (1989); and a 

life satisfaction scale developed by Yoon (1982). Lee found spiritual well-being was 

positively related with life satisfaction, but negatively correlated with loneliness. 

Sung (1998) investigated the relationships among spiritual well-being, hope and 

perceived health status of 195 elders living at home and 148 elders living in institutions, 

such as nursing homes and rehabilitation facilities. Paloutzian and Ellison’s (1982) 

spiritual well-being scale, Nowotny’s (1989) hope and Northern Illinois University’s 

health self rating scale were used. She found that there were positive correlations between 

spiritual well-being and hope, between spiritual well-being and perceived health status 

and between hope and perceived health status. 

In addition, Lee (2002) investigated the relationship between family support and 

spiritual well-being among 100 elders over 65 years old in Seoul, Korea and found there 

was a positive correlation between spiritual well-being and family support. 
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Summary 

Many research studies demonstrated that religiosity/spirituality was crucial to 

Korean elders’ quality of life and well-being. Spiritual well-being positively influenced 

their physical function, health promoting behaviors, satisfaction of life, hope and family 

support. However, the study was limited in that it did not measure a multi-dimensional 

spirituality because there were no Korean instruments to measure spirituality such as 

found in American studies. Thus, this current study used several American instruments to 

measure Korean spirituality, including the Spiritual Perspective Scale (SPS: Reed, 1987), 

the Self-Transcendence Scale (STS; Reed, 1986) and the Purpose in Life (PIL; 

Crumbaugh, 1968). 

Non-Korean Elder’s Spirituality and Well-Being 

Religiosity/spirituality is more important to elders than to younger adults (Cohen 

& Koenig, 2003; Emery & Pargament, 2004). Several studies found that religion/ 

spirituality are playing an important role in the lives of elders (Atchley, 2005; Fry, 2000), 

in the dying process (Reed, 1987) and in their pursuit of physical and psychological well-

being (Fry, 2000). Gallup poll data indicated that religion was rated the top priority in life 

for 46% of young adults (age 18-29), 67% of middle-aged adults (age 50-64) and more 

than 70% of elders (age 65+) (Gallup & Lindsay, 1999). 

Spirituality and Well-Being 

Moreover, many research studies indicated that spirituality/ religion has been 

positively correlated with physical health, mental health, well-being and lower levels of 

mortality and depression among elders. 
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Oman and Reed (1998) investigated the association between religious attendance 

and mortality over 5 years among 1,931 community dwelling elders and reported that 

elders who attended religious services had lower mortality than those who did not and 

religious attendance tended to be slightly more protective for those with high social 

support. This study demonstrated that religious attendance provided a persistent 

protective effect against mortality in an elderly population. 

Koenig, George and Titus (2004) examined the effect of religion and spirituality 

on social support, psychological functioning and physical health in mentally ill 

hospitalized elders. Their measures of religion included organizational religious activity, 

non-organizational religious activity, intrinsic religiosity, self-rated religiousness and 

observer-rated religiousness. Measures of spirituality were self-rated spirituality, 

observer-rated spirituality and daily spiritual experiences. They found religious activities, 

attitudes and spiritual experiences predicted greater social support, better psychological 

health (fewer depressive symptoms, better cognitive function and greater 

cooperativeness) and to some extent, better physical health. 

According to Fry’s (2000) study, the relevant variables of religion and spirituality 

such as personal meaning, religious involvement, spiritual practices, religious salience, 

inner peace and religious resources were significant predictors of well-being among 

community-living and institutionalized adults between the ages of 60 and 90. In addition, 

the effects of these religious and spiritual variables on well-being were stronger in the 

institutionalized sample than in the community sample. Moreover, these variables were 
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better predictors of well-being than variables such as physical health, stressful life events 

and social support. 

Krause (2004) found that religious activity and beliefs contributed positively to 

subjective well-being (life satisfaction) among 521 older African Americans. Coke 

(1992) showed that among 166 African Americans in New York, ranging in age from 65-

88, self-rated religiosity was the strongest predictor of life satisfaction. 

Kirby, Coleman and Daley (2004) reported that spiritual beliefs was a significant 

predictor of psychological well-being among 233 frail and non-frail elders in Britain and 

moderated the negative effect of frailty on psychological well-being. They suggested that 

spirituality was a resource in maintaining psychological well-being and that it was more 

significant for elders with greater levels of frailty. 

Reed (1987) examined the significance of spirituality and the relationship of 

spirituality and well-being among 300 participants of three groups: hospitalized 

terminally ill, non-hospitalized terminally ill and healthy adults and found that terminally 

ill hospitalized adults had greater spiritual perspective than both non-terminally ill 

hospitalized adults and healthy adults and that there was a positive relationship between 

spiritual perspective and well-being among terminally ill hospitalized adults. Also, in 

1991, Reed found that self-transcendence was significantly related to mental health 

among 55 oldest-old elders, ages 80 to 97. Also, the patterns of self-transcendence were 

identified qualitatively as generativity, introjectivity, temporal integration and body-

transcendence. 
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Mackenzie, Rajagopal, Meibohm and Lavizzo-Mourey (2000), using qualitative 

research, explored how religious belief and activity and spiritual support of elders 

contributed to enhance psychological well-being among 41 elders and found that 

spirituality had a significant influence on the psychological well-being of elders and the 

subjective experience of spiritual support formed the core of the spirituality-health 

connection. In this study, religious activity included attending services and Bible study 

and religious belief consisted of prayer or inner attitudes. Most of the elders believed that 

a higher power (God) supported them constantly, protecting, guiding, teaching, helping 

and healing. Three major conceptual categories that emerged from the qualitative analysis 

were: 1) religious belief fosters a feeling of receiving spiritual support; 2) prayer is 

experienced as linking the mundane world with a higher power; and 3) religion, 

spirituality and health interact in important ways. The finding of this study suggested that 

for elders with a preexisting religious belief system, spiritual faith played an enormous 

role in how they perceive health, illness, loss, purpose in life, suffering and meaning. 

Religious coping with negative life events fosters feelings of optimism, hope and 

meaning, which in turn may speed healing by acting as a buffer against stress. Positive 

life events reinforce the religious belief system, the existence of a benevolent of prayer 

and the sense of being cared for by God. 

In 2004, Emery and Pargament reviewed the literature on links between religious 

coping and health and well-being for elders and found that most elders reported that 

spirituality/religion were potential resources to cope with the many challenges of late life. 

First, religion may offer elders a source of personal stability and a source of intimacy and 
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belonging. Second, elders can draw on spiritual support from the Supreme Being of their 

religious traditions. Third, religious systems of belief can affirm the significance and 

indeed sacredness, of the individual and life, in spite of social, physical and psychological 

change and loss. Finally, religion represents a source of power and mastery at a time 

when elders may feel their own personal powers ebbing. Cohen and Koenig (2003) 

reviewed evidence on religiosity/spirituality and health and reported a positive 

association between religiosity/spirituality and mental and physical health in elders, also 

that members of different religious groups differed in levels of health. 

Spirituality and Depression 

Bosworth, Park, McQuoid et al. (2003) examined the relationship of religiousness 

with depression among 114 elderly depressive patients over 60 in a longitudinal study of 

six months. They found that public religious practice, but not private religious practice 

was significantly related to lower depression. Also, both positive and negative religious 

coping were significantly related to lower depression, that especially positive religious 

coping was related to lower depression six months later and that mean positive religious 

coping predicted longitudinal levels of depression in this group.  

Summary 

In many studies, the broad concepts of spirituality have been measured using 

several scales including the Spiritual Perspective Scale (SPS: Reed, 1987), the Self-

Transcendence Scale (STS; Reed, 1986) and The Purpose in Life (PIL; Crumbaugh, 

1968). Also, much research indicated that spirituality/religion buffered the effects of 

depression on subjective well-being and contributed positively to psychological well-



 
 
 

68

being (Diener et al., 1999; Fry, 2000; Koening, George & Titus, 2004; Mackenzie, 

Rajagopal, Meibohm & Lavizzo-Mourey, 2000). 

Korean Caregivers’ Spirituality and Well-Being 

No studies were found that investigated the relationship between spirituality and 

well-being among Korean family caregivers of elders. 

Non-Korean Caregivers’ Spirituality and Well-Being 

There is a paucity of studies that explored caregivers’ spirituality. Actor and 

Miller (2003) investigated spiritual meaning in nine caregivers of family members with 

dementia using a qualitative study. Caregivers described spirituality as a connection 

between a higher power, others and oneself that resulted from patterns of process, 

communication and discovery. 

Also, Koenig (2005), using a qualitative study, examined how female caregivers 

of frail elders used spirituality in addressing ethnical dilemmas. All caregivers used 

spirituality as a philosophy of life, (e.g., "This is what you do when you're family"); an 

aid to decision-making, (e.g., through the use of prayer); and/or a way to transcend 

dilemmas, (e.g., "no choice is hard.") 

In 2002, Treloar, in a qualitative study, explored how family members used their 

spiritual beliefs to establish meaning for disability and to respond to the challenges of the 

lived experience with disability among 30 family caregivers of disabled patients. 

Findings indicated that trials or difficulties contributed to spiritual challenge, which led to 

personal brokenness, reliance on God, and strengthened faith in God. Moreover, their 

spiritual beliefs stabilized their lives, provided meaning for the experience of disability 
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and assisted with coping and other benefits. Also, they chose to live with thankfulness 

and joy despite difficulties common to experiencing disability, and requested increased 

assistance by the church in promoting theological understanding of disability and 

religious support using a continuing model of caring. 

Kloosterhouse and Ames (2002) investigated the relationship between the use of 

religion/spirituality as a psychosocial resource and the ability of the family to cope with 

the stress of child hospitalization among 69 family caregivers of hospitalized ill children 

using multiple indicators of spirituality (spiritual practice, beliefs and affiliation). They 

reported that religious/spiritual beliefs and practice had a significantly positive 

relationship to families’ use of religion/spirituality as a psychological resource to help 

cope with the stress of having a child in the hospital. A family’s religious/spirituality was 

a source of strength, which helped a family to appraise a stressful situation, to determine 

what resources the family chose to deal with a stressor and to attach meaning, purpose 

and hope in life as well as to the stressful situation. Also, a family who was able to 

identify and use resistance resources, such as religious/spirituality, had a greater chance 

of improving the family unit’s sense of coherence, decreasing strain tension and moving 

closer to the ease end of the health continuum. 

Summary 

Research suggested that spirituality provided a meaning for caring and a 

psychological resource to help cope with stress among caregivers. Although caring for 

elders is a stressful experience that may erode psychological well-being, caregiver’s 
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spirituality can strengthen family relationships, provide resources for family coping and 

enhance family caregivers’ well-being. 

Summary of Literature Review 

The relationships proposed for the current study are compatible with Kim’s 

(2006) Family Spiritual Interdependence Model outlined in Chapter 1 and supported by 

the evidence found in the literature review in Chapter 2. It is proposed that there will be a 

correlation between elders’ and caregivers’ spirituality and between elders’ and 

caregivers’ well-being. It is expected that elders’ spirituality (spiritual perspective, self-

transcendence and purpose in life) will be related to caregivers’ spirituality and that 

elders’ well-being (depression, life satisfaction and positive and negative affect) will be 

related to caregivers’ well-being. Also, it is proposed that in measuring family 

interdependence between elders and caregivers there will be significant actor effects: the 

elder’s spirituality will be related to the well-being of the elder and the caregiver’s 

spirituality will be related to the well-being of the caregiver. Moreover, it is expected that 

there will be significant partner effects: the caregiver’s spirituality may influence their 

partner’s (elders’) well-being and the elder’s spirituality may influence their partner’s 

(caregiver’s) well-being. 

No study was found that examined the correlation of spirituality (spiritual 

perspective, self-transcendence and purpose in life) between Korean elders and family 

caregivers. However, Forbes (1994) suggested that there may be a spiritual bonding 

between caregiver and care receiver, possibly leading to better caregiving outcomes. 

Human Science and Human Caring Theory by Watson (1988) emphasized the spiritual 
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connectedness between care recipients and caregivers in a transpersonal caring 

relationship which extends self-transcendence, searches for meaning and purpose in their 

existence, suffering and disharmony and potentiates self-healing (Bernick, 2004; Martsolf 

& Mickley, 1998; Walker, 1996). 

There has been a paucity of studies exploring the correlation of well-being 

between Korean elders and caregivers. Only Ryff (1995) found in a qualitative study that 

the well-being of others (e.g., their children) played a crucial role in determining the 

well-being of Koreans. However, previous research on non-Korean populations 

supported that there is a similarity of well-being between elders and family caregivers as 

well as between older married couples. 

There is preponderant evidence in the literature that demonstrates actor effects, 

relationships between spirituality (spiritual perspective, self-transcendence and purpose 

in life) and well-being (depression, life satisfaction and positive and negative affect) 

among elders and their family caregivers. However, there is a paucity of studies that 

examine the partner effects of family interdependence. Therefore, this will be the first 

study to explore the relationship of family spiritual interdependence to well-being 

between elders and family caregivers in the context of Korean family caregiving. 
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CHAPTER THREE: METHOD 

This chapter describes the research design, subjects, human subject’s protection, 

recruitment and data collection procedures, instrumentation and data analyses procedures 

to examine Korean family interdependence related to spirituality and well-being among 

older adults and their family caregivers. 

Research Design 

In this quantitative study, the investigator used a descriptive correlational design 

to examine the relationship of family spiritual interdependence to well-being of both 

elders and their family caregivers in the context of Korean family caregiving. It was a 

cross-sectional study that measured the spirituality and the well-being of elders and their 

family caregivers at the same time point. 

Sample 

This study used a convenience sample of 157 Korean elder-family caregiver 

dyads in Seoul, Korea. Kenny (2003) suggested that over 80 dyads are needed for enough 

power to test a correlation between dyad members who are not independent. 

The target population in this study was both elders living with their families and 

their family caregivers. The inclusion criteria for elders were: (1) 60 years of age or 

older; (2) born and raised in Korea; (3) able to read or speak Korean; (4) absence of a 

serious cognitive disorder and ability to communicate clearly with a interviewer or to do 

self-report to compete questionnaires; (5) living with family members and receiving 

family caregiving; and (6) willing to participate in the study. 
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The criteria for caregivers’ selection were: (1) 20 years of age or older; (2) 

defined self as primary caregivers of eligible elders; (3) born and raised in Korea; (4) able 

to read or speak Korean to complete questionnaires; (5) co-residing with the elder and 

identified as the primary caregiver of that elder; and (6) willing to participate in the study. 

Protection of Human Subjects 

The Institutional Review Board (IRB) Human Subjects Committee of the 

University of Arizona reviewed this study to assess confidentiality, safety issues and 

potential risks of the study for approval to conduct the study. The subjects’ consent form 

was provided to participants at the first meeting and prior to initiating completing the 

questionnaires (see Appendix A). At the same time, the primary investigator (PI) 

explained the purpose of the study, procedures for completing the questionnaires and 

potential risks and benefits of the study. 

Moreover, participants were informed that they could withdraw from the study at 

any time. Also, they were informed of the procedures for maintaining their 

confidentiality. Only the PI and her advisor had access to questionnaire data. Identifying 

information was kept separate from data and could be accessed only by the PI. The PI 

would have provided identifying information for an appropriate referral if concerns about 

mental or physical health or elder abus had arisen. However, the PI did not provide any 

identifying information because there were no participants who had serious suicide 

thoughts or signs of physical abuse. Name or other identifying information will not be 

published in scientific or community meetings, publications, or reports. 
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Furthermore, the consent forms are stored in a locked cabinet of the research 

office, the University of Arizona, College of Nursing, separate from the data. The data 

were set up by the PI for each subject by code number using SPSS and Excel software 

program. After the data had been coded, the study data analyzed and the study completed, 

the coded study data were stored in SPSS files and identifying information were stored 

separately in an Excel file with limited access. It will be used for a secondary analysis or 

further research (longitudinal study) with participants’ and IRB approval (see Appendix 

A). 

Procedures 

Recruitment 

Subjects were recruited from senior welfare centers, elderly community halls, 

churches, temples and continuous snowballing recruitment in Seoul Korea using flyers 

and announcements in their bulletins. The senior welfare centers and elderly community 

halls are good places to recruit elders who are living with family in the community 

because they provide several senior leisure classes such as singing, dancing, sports 

dancing and exercise classes in the day time. Seoul Senior Welfare Center and Seocho 

Senior Welfare Center which are the two biggest senior centers in Seoul gave permission 

to recruit participants (Letters of approval from Senior Welfare Center, see Appendix B). 

The PI explained the purpose of study, the sample inclusion criteria, confidentiality issues 

and potential benefits and risks of the study in flyers distributed in several senior leisure 

classes (flyer, see Appendix B). After elders who were interested in joining the study 

were asked to contact the PI, the PI contacted the elders to verify their eligibility to 
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participate in the study and to ask them to have their family caregiver contact the PI and 

made an appointment for a telephone interview. 

Moreover, in Seoul, there are many large churches, Catholic churches and temples 

which are useful places to obtain dyads of older adults and their family caregivers 

because many elders and their family members attend religious services every Sunday. 

Shinbanpo church, Namseoul church, Seocho Catholic church and Gue-Ryong Sa 

allowed an announcement in their church and temple bulletins (Letters of approval from 

the minister and the monk, Appendix B, draft of announcement, Appendix B). The PI set 

up booths outside after services to answer any questions and to provide flyers about the 

study if anyone would like to talk to her, ask questions, or get more information about the 

study. Interested potential participants contacted the PI using the contact information on 

the flyer and the PI verified eligible subjects for both elders and family caregivers and 

made appointments for telephone interviews. 

Lastly, the method of snowballing was used to reach additional elders and their 

family caregivers who might be potential subjects. At the end of each data collection 

session, participants were asked if they knew of other dyads that might wish to participate 

in the study. Also, participants were given the flyer for this study and asked to share it 

with anyone that they believed might want to participate. The flyer asked that potential 

subjects call the PI if they were interested in joining the study. 

Data Collection 

Data was collected from March 1, 2007 to June 30, 2007. Initial contact was made 

by a telephone interview after a participant indicated an interest in participating in the 
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study. In the telephone interview, dyads of elders and family caregivers were screened 

based on the sample inclusion criteria: they were excluded if they did not meet the 

criteria. The PI asked a caregiver whether an elder could communicate clearly or do a 

self-report to complete questionnaires to assess the elder’s cognitive ability. Also, the PI 

explained the purpose of study, the inclusion criteria, confidentiality issues, potential 

benefits and risks of the study and the data collection procedure, including the number of 

questionnaires and estimated time necessary for completing them. 

Through the telephone interview, the PI arranged an appointment at a date, time 

and place convenient to the participant to administer the questionnaires. Data was 

collected through a self-administration method for the caregiver and semi-structured 

interview method using structured questionnaires for the elder if needed. At this time, the 

participant was informed of the instructions and procedure for answering the 

questionnaires. Data were collected separately from elders and family caregivers and 

each data set was independently managed. Also, if an eligible family caregiver could not 

meet with the PI to complete the questionnaires, the PI sent a study packet containing the 

cover letter, a consent form, the demographic data sheet and questionnaires in the mail. 

Then, participants answered the questionnaires and returned the survey packet to the 

researcher by mail. 

The consent form, three spirituality instruments, four well-being instruments and 

a demographic sheet were in the packet. The participants were instructed to read carefully 

the consent form and sign it if they agreed to participate in the study. Also, he/she was 
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instructed to read and follow the instructions for answering each questionnaire. All 

questionnaires took approximately 30 to 40 minutes to complete. 

Measures 

Spirituality and well-being were measured independently for the elders and their 

caregivers, using three spirituality instruments, four well-being instruments and eighteen 

demographic questions (see Appendix C). Permission to use all the instruments was 

obtained (see Appendix C). 

Demographic Questionnaire 

The demographic questionnaire was developed for this study to obtain 

information from participants concerning variables found to be related to spirituality and 

well-being. The demographic questionnaire consisted of eighteen questions, including 

age, gender, ethnicity, religion, education level and family relationships as well as 

general health-related questions. 

Spirituality Instruments 

Spirituality was defined as a common human experience that forms an integral 

part of every person’s search for meaning and purpose in life, suffering and illness and 

the outward expression about an intra, inter and transpersonal experience of the 

individual (Reed, 1992, Tanyi, 2002; Swinton, 2001). 

Spirituality is a multi-dimensional concept which has various conceptual and 

operational definitions. Thus, in this study, the concept of spirituality was empirically 

observable by three indicators: the Spiritual Perspective Scale (SPS: Reed, 1987), the 

Self-Transcendence Scale (STS; Reed, 1986) and the Purpose in Life (PIL; Crumbaugh, 
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1968). Because three spirituality instruments were originally developed in English, a 

Korean version of three spirituality scales was translated from English to Korean by the 

PI and used in this study to measure the spirituality of Korean elders and family 

caregivers. 

Translation Procedure 

In Kim’s (2006) pilot study, three spirituality instruments were translated from 

English into Korean using an adaptation of Brislin’s (1976) model for cross-cultural 

research. According to this model, first, translators 1 and 2 who were bilingual in Korean 

and English with bicultural backgrounds independently but simultaneously translated the 

instruments from English into Korean; second, two translated Korean versions of the 

instruments were blindly back-translated into English versions by translators 3 and 4. 

Third, translators 1, 2, 3 and 4 including the investigator reviewed the two back-

translations to identify differences in meaning and to adapt the Korean versions into the 

most accurate and easily comprehensive instrument. Fourth, the newly adapted Korean 

version of the instruments was independently back-translated by translator 5 and 6. Fifth, 

translators 1, 2, 3 and 4 including the investigator had a second meeting to review the 

new back translations. Finally, both the original English versions and the newly translated 

Korean versions were administered to 71 (Male: 38/ Female: 33) bilingual (English/ 

Korean) persons who were 21 years of age or older to test their reliability and validity. 

Translation Results 

The internal consistency assessed by Cronbach’s alpha for the Korean and 

English versions of SPS, STS, PIL were.96, .96 and .77, .77 and .87, .87 respectively, 
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which indicated satisfactory reliability of the Korean versions of the three spirituality 

instruments (SPS, STS, PIL). 

Findings of equivalence between the Korean and English versions of SPS, STS, 

PIL reported that responses on each Korean scale were significantly correlated with 

responses on the English scales: SPS (r =.996, p <.01), STS (r =.95, p <.01), PIL (r =.97, 

p <.01). Also, the mean of responses were compared by Paired sample t tests and 

indicated that there were no significant differences between the Korean and English 

versions of SPS, STS and PIL. Findings supported equivalence between the English 

version and Korean version. 

Finally, Pearson correlations were used to test the theorized relationships. Two 

relationships were significant and positive as theorized; SPS significantly related to STS 

(r = .52, p <.01) and STS significantly related to PIL (r = .50, p <.01). A third 

relationship was not significant but in the expected direction: SPS did not significantly 

relate to PIL (r =.18, p=.14). This finding supported construct validity of the instruments. 

The Spiritual Perspective Scale (SPS) 

The Spiritual Perspective Scale (SPS), developed by Reed (1987) was used to 

measure the saliency of spiritual perspective and practices in a person’s life. The 10 items 

of the SPS elicit a subject’s perceptions of spiritual views and spiritual-related activities. 

A 6-point Likert-type scale was used and was scored by calculating the mean across all 

items. The total scores range from 1.0 to 6.0; higher scores indicate a greater spiritual 

perspective. 
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Reliability of the SPS was estimated by Cronbach’s alpha at .90 with healthy, 

hospitalized and seriously ill adults (Reed, 1987). The SPS has been widely used in 

numerous studies with elders, caregivers and patients with various chronic illnesses and 

has maintained reliability of .92 to .94 (Larson, 2004; Pullen, Tuck & Mix, 1996; Reed, 

1986, 1987; Robinson & Kaye, 1994; Tuck, Pullen & Wallace, 2001). The translated 

Korean version of SPS (SPS-K) by Kim (2006) applied to Korean American adults, 

calculated by Cronbach’s alpha at .96 and .96 for the reliability of the Korean and for 

American versions respectively (Kim, 2006). 

Self-Transcendence Scale (STS) 

The Self-Transcendence Scale (STS) was developed by Reed (1986) from the 

Developmental Resources of Later Adulthood (DRLA). The STS consists of 15 items to 

measure self-transcendence, the capacity of individuals to expand self-boundaries 

inwardly in introspective activities, outwardly in concern for other and temporally as the 

past and present enhance the present. The STS uses a 4-point Likert-type scale and is 

scored by averaging all responses. Possible scores range from 1.0 to 4.0; a higher score 

indicates greater self-transcendence. 

Reliability was estimated by a Cronbach’s alpha of .80 in elders (Reed, 1991). 

Many researches have used the STS with elders, caregivers and breast cancer patients and 

reliability was estimated by Cronbach’s alpha with ranges from .80 to .88 (Larson, 2004; 

Reed, 1991; Coward, 1991). The translated Korean version of the SPS (STS-K) by Kim 

(2006) applied to Korean American adults, have a Cronbach’s alpha of .77 and .77 for the 
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reliability of the Korean and for American version respectively (Kim, 2006). The alpha 

coefficient, above .70, is acceptable for a new scale. 

The Purpose In Life Test (PIL) 

The Purpose in Life Test (PIL) was developed by Crumbaugh (1968) to measure 

the degree to which a person experiences a sense of meaning and purpose in life; it is 

based on the existential philosophy of Frankl (1967). The PIL comprises 20 items using a 

7-point Likert-type scale. Individual items are summed for a total score ranging from 20 

to 140; higher scores suggest greater purpose in life. Scores above 112 indicate definite 

presence of purpose and meaning, scores between 92 and 112 are indeterminate and 

scores below 92 reveal a lack of purpose and meaning in life. 

The PIL has been investigated in many studies over the decades and maintained a 

reliability coefficient for PIL from .80 and .90 in samples of patients, students and 

caregivers (Edwards & Holden, 2003; Schnoll, Harlow & Brower, 2000). The translated 

Korean version of SPS (PIL-K) by Kim (2006) applied to Korean American adults, has a 

Cronbach’s alpha of .87 and .87 for the reliability of the Korean and for American 

versions respectively (Kim, 2006). 

Well-Being Instruments 

Well-being is defined as an individual’s satisfaction in life and with cultural and 

intellectual conditions under which he/she lives and with goals, expectations and 

concerns (Diener et al., 1999). Well-being is a multi-dimensional concept which has 

various conceptual and operational definitions. Each individual and family makes broad 

judgments about his or her life as a whole, as well as about domains such as marriage and 
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work. Thus, the measure of well-being includes several dimensions: life satisfaction 

(global judgments of one’s life), satisfaction with important domains (e.g., work 

satisfaction), positive affect (experiencing many pleasant emotions and moods) and low 

levels of negative affect (experiencing few unpleasant emotions and moods) (Diener, 

2000). 

In this study, well-being was measured using four well-being scales: the Cho and 

Kim (1998)’s translation of the Center for Epidemiological Studies-Depression Scale 

(CES-D; Radloff, 1977), Kim & Kim (1997)’s translation of the Satisfaction With Life 

Scale (SWLS; Diener, et al., 1985) and Lee et al. (2003)’s translation of the Positive and 

Negative Affect Schedules (PANAS; Watson et al., 1988). Because four well-being 

instruments were originally developed in English, the Korean versions of four well-being 

scales which were translated by other Korean researchers were used in this study. 

The Center for Epidemiological Studies-Depression Scale (CES-D) 

The Center for Epidemiological Studies-Depression Scale (CES-D) was 

developed by Radloff (1977) to measure the current level of depression and a broad range 

of depressive symptoms experienced over a period of the latest 7 days. The CES-D 

consists of 20 items, using a 4-point Likert-type scale. The score of 20 items are summed 

to yield a total depressive symptom score. Total scores range from 0 to 60; higher scores 

indicate greater experience of depressive symptoms during the previous week. Scores of 

16 or above indicates that an individual is at risk for clinical depression. 

The Korean version of the CES-D (CES-D-K) was translated and revised by Cho 

and Kim (1998). The reliability of the CES-D-K was Cronbach’s alpha of .89 and the 
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validity was tested to measure its correlation with three other depression scales; BDI, DSI 

and HRSD. There was a strong positive correlation among the three depression scales 

(p<.001). 

The Satisfaction With Life Scale (SWLS) 

The Satisfaction with Life Scale (SWLS) was developed by Diener et al. (1985) to 

measure global life satisfaction as a cognitive-judgmental process. The SWLS contains 

five items that are scored in a 7-point Likert-type scale. The score of five items are 

summed to yield a total life satisfaction score. Total scores range from 0 to 35; higher 

scores indicate higher satisfaction. 

The SWLS was translated into Korean by Kim and Kim (1997) and revised in a 5-

point Likert-type scale for Korean elders. Thus, total scores range from 0 to 25; higher 

scores indicate higher satisfaction. The reliability was Cronbach’s alpha at .83 (Jeon, 

2004), and .79 (Kim, 2004) with Korean elders. 

The Positive and Negative Affect Schedules (PANAS) 

The Positive and Negative Affect Schedules (PANAS) was developed by Watson 

et al. (1988) to measure individuals’ emotional states in general, at this moment, over 24 

hours and various time frames. The PANAS consists of 10 adjectives connoting high 

activation positive emotions (e.g., enthusiastic, excited, proud) and 10 adjectives 

signifying high-activation negative emotions (e.g., distressed, afraid, upset). The total 

scores of positive and negative affect are individually summed with each item using a 5-

point Likert-type scale. Total scores range from 10 to 50; higher scores reflect greater 

positive or negative affect. 
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The Korean version of PANAS was translated by Lee (1994) and re-translated by 

Lee, Kim, and Lee (2003). Then, the positive emotion of ‘alert’ was added to the negative 

affection because it was negatively related with other positive emotions through factor 

analysis. Cronbach’s alpha was .84 and .87 for the positive affect and negative affect 

indexes, respectively (Lee et al., 2003). The translated Korean version of the SWLS was 

used with Korean elders, and Cronbach’s alpha was .84 and .79 for positive and negative 

affect (Jeon, 2004). 

Data Analysis 

A descriptive analysis was conducted to examine the sample distribution of the 

demographic variables of elders and caregivers. Group scores and standard deviations, 

reliability coefficients and bivariate correlations were computed on the three spirituality 

instruments and four well-being instruments to examine the psychometric properties of 

the instruments and to evaluate the statistical assumptions regarding the sample prior to 

analyzing the research questions. 

The specific research questions were as follows; 

(1) What is the relationship of the demographic variables to spirituality and well-

being of Korean elders and caregivers? 

(2) What is the degree of correlation between Korean elders’ and family 

caregivers’ spirituality (spiritual perspective, self-transcendence and purpose in 

life)? 
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(3) What is the degree of correlation between Korean elders’ and family 

caregivers’ well-being (depression, life satisfaction and positive and negative 

affect)? 

(4) Are there actor effects such that the elder’s spirituality predicts the well-being 

of the elder and a caregiver’s spirituality predicts the well-being of the caregiver? 

(5) Are there partner effects such that the caregiver’s spirituality predicts the 

well-being of the elder and the elder’s spirituality predicts the well-being of the 

caregiver? 

For question one, bivariate correlations were performed to identify whether the 

demographic variables of Korean elders and their family caregivers significantly 

correlated with the study variables, three indicators of spirituality and four indicators of 

well-being. For additional analyses to better clarify which of the several demographic 

variables were significantly related to the study variables, step-wise multiple regression 

analyses were used to determine which demographic variables of the Korean elders and 

their family caregivers together best explained the variance in each of the study variables. 

Research questions two and three regarding the correlations between elders’ 

caregivers’ spirituality and between elders’ well-being (see Figure 2) were examined 

using the standard Pearson correlation coefficient. In this study, since the members of the 

dyads were distinguishable, i.e. elder-caregiver couples, rather than using the Intra-Class 

Correlation (ICC) coefficient, the standard Pearson correlation coefficient was used to 

examine non-independence which assumed that the scores of the two persons were likely 

to be correlated in two-person relationships (Kenny, 1996a). 
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In Figure 2, question two is indicated by arrow ‘a’ about whether there would be a 

correlation between elders’ and caregivers’ spirituality (spiritual perspective, self-

transcendence and purpose in life). Question three is indicated by arrow ‘b’ about 

whether there would be a correlation between elders’ well-being and caregivers’ well-

being (depression, life satisfaction and positive and negative affect). 

 

FIGURE 2. Testing the Non-Independence Between Elders and Caregivers 

Questions four and five regarding actor effects and partner effects were tested 

using the Actor-Partner-Interdependence Model (APIM: Kashy & Kenny, 2000; Kenny, 

1996). PROC MIXED in SAS were used to test Kim’s (2006) Family Spiritual 

Interdependence Model between elders and caregivers. In this study, the actor effect 

measured how much the elder’s or caregiver’s spirituality affected their own well-being. 

The partner effects examined how much the elder’s or caregiver’s spirituality affected 

their partner’s well-being. Figure 3 indicates that arrows ‘c’ and‘d’ refer to actor effects 

and arrows ‘e’ and ‘f’  refer to partner effects. Also, arrow ‘b’ refers to non-independence 
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on the outcome variables of well-being between elders and caregivers. Four models of 

actor and partner effects of spirituality on well-being were examined using three 

spirituality indicators (spiritual perspective, self-transcendence and purpose in life) and 

four well-being indicators (depression, life satisfaction and positive and negative affect) 

separately. 

 

FIGURE 3. Testing Spiritual Interdependence Model 
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CHAPTER FOUR: RESULTS 

Chapter Four includes a description of the sample, the mean scores and standard 

deviations for each variable in the research questions, the Cronbach’s alpha reliability 

coefficients of the instruments and bivariate correlations to evaluate the statistical 

assumptions regarding the sample prior to analyzing the research questions. Lastly, the 

results from analysis of the study’s questions are described. 

Description of the Sample 

One hundred fifty-seven Korean elder-family caregiver dyads in Seoul, Korea 

participated. They consisted of both elders 60 years or older who lived with family 

members receiving family caregiving and family caregivers 20 years or older who lived 

with the elder and identified themselves as the primary caregiver of that elder. They were 

all born and raised in Korea, able to read or speak Korean, absent of a serious cognitive 

disorder and able to communicate clearly with an interviewer or to do a self-report to 

compete questionnaires and willing to participate in the study. 

The sample was recruited from senior welfare centers, elderly community halls, 

religious institutions (churches, catholic churches and temples) and continuous 

snowballing recruitment in Seoul, Korea using flyers and announcements in their 

bulletins. Two hundred and thirty Korean elder-family caregiver dyads contacted the PI. 

Of the 192 who met the study criteria, 157 dyads (82%) returned completed 

questionnaires. Twenty-one elders could not complete the questionnaires due to 

exhaustion and 14 caregivers did not return questionnaires. Therefore, 35 dyads were 

excluded. The total dyads who complete questionnaires were 82% of the total dyads who 
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initially contacted the PI. Table 1 displays the recruitment site of dyads that completed 

the questionnaires. Sixty (38.2%) were from churches, 56 (35.7%) were from continuous 

snowballing recruitment from churches, temples and community centers, 21 (13.4%) 

were from elderly community halls, 14 (8.9%) were from temples and 6 (3.8%) were 

from senior welfare center. 

TABLE 1. Recruitment Site 
 

Recruitment Places N % 
Senior welfare centers 6 3.8 
Elderly community halls 21 13.4 
Churches 60 38.2 
Temples 14 8.9 
Continuous snowballing 56 35.7 

Total 157 100 
 

Description of Korean Elder Participants 

In describing Korean elders and their family caregivers, means, standard 

deviations and frequencies were computed for the demographic variables. One hundred 

fifty-seven Korean elders participated in this study, which included 86 males (54.8%) and 

71 females (45.2%). The age of elders ranged from 60 to 94 years with a mean age of 68 

(SD=7.24). Seventy-seven (49%) elders were aged 60 to 65, 20.4% were between 66 and 

70, 15.9% were between 71 and 75, 8.3% were between 76 and 80 and 6.3% were older 

than 81. The majority (75.8%) of the elders was married, 23.6% were widowed and 0.6% 

were divorced. The sample was religiously diverse: the majority (52.2%) indicated they 

were Protestant, 20.4% were Buddhist, 14.6% professed no religion, 12.1% were 

Catholic and 0.6 % were Confucianists (Table 2). 



 
 
 

90

TABLE 2. Description of Elders’ Various Demographics (N = 157) 
 

 Frequency % 
Gender   

Male 86 54.8 
Female 71 45.2 

Age                   (M=67.99, SD=7.24)   
60-65 77 49 
66-70 32 20.4 
71-75 25 15.9 
76-80 13 8.3 
Older than 81 10 6.3 

Marital Status   
Married 119 75.8 
Divorced 1 0.6 
Widowed 37 23.6 

Education Level  (M=12.25, SD=5.55)   
No education 11 7.0 
Elementary school 28 17.8 
Middle school 11 7.0 
High school 35 22.3 
College 4 2.5 
University 47 29.9 
Master 18 11.5 
Doctoral 3 1.9 

Religion   
Protestant 82 52.2 
Catholic 19 12.1 
Buddhism 32 20.4 
Confucianism 1 0.6 
None 23 14.6 

 

The elders in this study were well educated with a mean number of 12.25 (SD = 

3.10) years of education. The range was 0-26 years. The majority (68.1%) of elders 

indicated that they had a high school or higher level of education. Eleven (7.0%) elders 

had no education, twenty-eight (17.8%) graduated from elementary school, eleven (7.0%) 

graduated from middle school, thirty-five (22.3%) graduated from high school, four 
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(2.5%) graduated from 3-year colleges, forty-seven (29.9%) graduated from universities 

and had achieved a Bachelor’s degree, eighteen (11.5%) had achieved a Masters and 

three had completed a PhD (Table 2). 

Most (48.4%) elders in this study reported that they lived with their spouses and 

adult children, 29.3% were living with adult children, 21.7% were living with spouses 

and 0.6% were living with relatives (Table 3). Seventy-six (48.4%) elders identified their 

primary caregivers as a spouse, whereas 33.2% indicated a son or daughter-in-law and 

18.4% a daughter or son-in-law as their primary caregivers. The majority (41.4%) of 

elders reported that they were satisfied with their relationship with their family 

caregivers. Twenty-six percent were strongly satisfied and 28.7% were neutral. Only a 

few (3.8%) elders answered that they were dissatisfied with their relationship. In 

addition, the majority (42.7%) indicated that they felt ‘somewhat’ emotional closeness 

with their primary family caregiver, 21.0% reported ‘very’, whereas 34.4% felt 

‘moderate’ emotional closeness and 1.9% felt ‘little’ emotional closeness with caregivers 

(Table 3). 
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TABLE 3. Description of Elders’ Relationships with Family Caregivers (N = 157) 
 

 Frequency % 
Living arrangement   

Living with spouse 34 21.7 
Living with spouse and adult children 76 48.4 
Living with adult children 46 29.3 
Living with relatives 1 0.6 

Primary family caregiver   
Spouse 76 48.4 
Daughter-in law or Son 52 33.2 
Daughter or Son-in-law 29 18.4 

Satisfaction with relationships of caregivers   
Strongly dissatisfied 1 0.6 
Dissatisfied 5 3.2 
Neutral 45 28.7 
Satisfied 65 41.4 
Strongly satisfied 41 26.1 

Emotional closeness with caregivers   
Little 3 1.9 
Moderate 54 34.4 
Somewhat 67 42.7 
Very 33 21.0 

 

The number of elders’ children ranged from 1 to 8 with a mean number of 3.01 

(SD = 1.35). The majority of Korean elders in this study had two or three children. Sixty 

(38.2%) elders had two children, forty-nine (31.2%) had three children, thirty (19.1%) 

had four or five children, ten (6.4%) had six or more children, and eight (5.1%) had only 

one child. Most elders reported they had frequently seen or visited with their children. 

Sixty-one (38.9%) indicated they had seen them ‘everyday’, 34.4% had seen or visited 

with them ‘once per week’, 15.9% ‘once per one month’ and 10.8% ‘once per six 

months’. Furthermore, one hundred fifteen (73.3%) elders reported they were satisfied 

with their family relationships or ‘strongly’ satisfied with them, while 24.5% were 

‘neutrally’ satisfied and 1.9% were dissatisfied (Table 4). 
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TABLE 4. Description of Elders’ Family Relationships (N = 157) 
 

 Frequency % 
Number of children  (M=3.01, SD=1.35)   

One 8 5.1 
Two 60 38.2 
Three 49 31.2 
Four or Five 30 19.1 
Six or more 10 6.4 

Frequency of contact with children   
Once per 6 months 17 10.8 
Once per one month 25 15.9 
Once per week 54 34.4 
Everyday 61 38.9 

Satisfaction with family relationships    
Dissatisfied 3 1.9 
Neutral 39 24.8 
Satisfied 86 54.8 
Strongly satisfied 29 18.5 

 

The Korean elders in this study indicated that they participated in social activities 

or met with friends more than once per week and were satisfied with these social 

activities (Table 5). The majority (42.1%) of elders reported they participated in social 

activities or met with friends more than once per week; 38.9% had social activities ‘once 

per week’ and 3.2% had social activities everyday. Sixty-four (40.8%) elders had social 

activities once per one month, while 8.9% had social activities once per 6 months and 

8.3% had no social activities. In addition, eighty-one (51.5%) elders were satisfied or 

strongly satisfied with their social activities, 42.7% were ‘neutrally’ satisfied while 2.5% 

were dissatisfied. Also, five elders didn’t answer this question because they didn’t 

participate in social activities. 
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TABLE 5. Description of Elders’ Social Activities (N = 157) 
 

 Frequency % 
Frequency of participating in social activities   

None 13 8.3 
Once per 6 months 14 8.9 
Once per one month 64 40.8 
Once per week 61 38.9 
Everyday 5 3.2 

Satisfaction with social activities   
Not applicable 5 3.2 
Strongly dissatisfied 1 0.6 
Dissatisfied 3 1.9 
Neutral 67 42.7 
Satisfied 77 49.0 
Strongly satisfied 4 2.5 

 

Table 6 detailed Korean elders’ health status. The majority (51.0%) answered that 

their present health was ‘good’ and 38.2% was ‘neutral’. Only a few (10.8%) reported 

that their health was ‘bad’. Number of days in bed because of sickness or illness in the 

past six months ranged from 0 to 100 days with a mean day of 4.37 (SD=11.61). The 

majority (63.7%) indicated that they did not spend any day in bed because of sickness or 

illness in the past six months. Fifteen (9.6%) spent days in bed from one day to three, 

nine (5.7%), four to five, nineteen (12.1%), six to ten and fourteen (8.9%), eleven to one 

hundred days. 
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TABLE 6. Description of Elders’ Health Status (N = 157) 
 

 Frequency % 
Subjective health status     

Very bad 4 2.5 
Little bad 13 8.3 
Neutral 60 38.2 
Some what good 67 42.7 
Very good 13 8.3 

Number of days in bed         (M=4.37, SD=11.61)   
0 100 63.7 
1-3 15 9.6 
4-5 9 5.7 
6-10 19 12.1 
11-100 14 8.9 

Number of days in hospitals (M=5.71, SD=14.94)   
0 48 30.6 
1-5 65 41.4 
6-10 28 17.8 
11-20 10 6.4 
21-150 6 3.8 

Number of medications         (M=1.79, SD=1.69)   
0 33 21.0 
1-2 85 54.1 
3-5 34 21.7 
6-10 5 3.2 

 

Number of days visiting hospitals due to sickness or illness in the past six months 

ranged from 0 days to 150 days with a mean day of 5.71 (SD=14.94). Sixty-five (41.4%) 

elders reported that they had visited hospitals from one to five times because of sickness 

or illness in the past six months. Forty-eight (30.6%) did not visit hospitals in the past six 

months; twenty-eight (17.8%) visited six to ten times; ten (6.4%) eleven to twelve times; 

and six (3.8%), twelve-one to one hundred fifty times. Number of current medications 

taken for sickness or illness in the past six months ranged from 0 to 10 with a mean of 

1.79 (SD=1.69). The majority (54.1%) of elders answered that they had taken one or two 
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medications for illness; thirty four (21.7%), three to five medications; five (3.2%), six to 

ten medications; while thirty three (21.0%) had taken no medications in the past six 

months (Table 6). 

TABLE 7. Description of Elders’ Economic Status (N = 157) 
 

 Frequency % 
Housing status   

Elder’s own home 119 75.8 
Caregiver’s home 24 15.3 
Lease per year 10 6.4 
Rent monthly 3 1.9 
Other 1 0.6 

Comfort with family income   
Strongly uncomfortable 5 3.2 
Uncomfortable 24 15.3 
Neutral 89 56.7 
Comfortable 35 22.3 
Strongly comfortable 4 2.5 

 

Table 7 detailed Korean elders’ economic status, with respect to two questions 

relating to housing status and family income. Most (75.8%) elders answered that they 

lived in their own home, twenty-four (15.3%) lived in their caregivers’ home, ten (6.4%) 

leased their house, three (1.9%) rented their house monthly and one reported ‘other’. In 

addition, for their family income, the majority (56.7%) of Korean elders indicated they 

were neither uncomfortable nor comfortable with their family’s monthly income. Thirty-

nine (24.8%) felt comfortable with their family’s income whereas twenty-nine (18.5%) 

felt uncomfortable. 

Description of Korean Elders’ Caregiver Participants 

One hundred fifty-seven Korean elders’ caregivers participated in this study, 

including 29 males (18.5%) and 128 females (81.5%) (Table 8). The age of elders’ 
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caregivers ranged from 26 to 77 years with a mean age of 51.01. Forty-eight (30.6%) 

caregivers were aged 51 to 60, 23.6% were 61 to 70, while 21.0% were between 31 and 

40, 16.6% were between 41 and 50, 5.7% were younger than 31 and 2.5% were older 

than 71.  The majority (91.1%) of caregivers was married, 7.0 % were single and 1.9% 

were widowed. 

The elders’ caregivers in this study were well educated with a mean number of 

14.45 (SD = 3.18) years of education. The range was 1-21 years. The majority (93.0%) of 

caregivers indicated that they had a high school or higher level of education. Six (3.8%) 

caregivers graduated from elementary school, five (3.2%) graduated from middle school, 

forty-seven (29.9%) graduated from high school, eighteen (11.5%) graduated from 3-year 

colleges, fifty-seven (36.3%) graduated from universities and had achieved Bachelor’s 

degree, twenty-one (13.4%) had achieved a Masters and three (1.9%) had completed a 

PhD. The sample was religiously diverse; the majority (57.3%) of caregivers indicated 

they were Protestant, 14.6% were Buddhist, 13.4% professed no religion, 13.4% were 

Catholic and 0.6 % was Confucianist, 0.6% reported other (Table 8). 
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TABLE 8. Description of Caregivers’ Various Demographics (N = 157) 
 

 Frequency % 
Gender   

Male 29 18.5 
Female 128 81.5 

Age                       (M=51.01, SD=12.30)   
26-30 9 5.7 
31-40 33 21.0 
41-50 26 16.6 
51-60 48 30.6 
61-70 37 23.6 
Older than 71 4 2.5 

Marital Status   
Married 143 91.1 
Widowed 3 1.9 
Single 11 7.0 

Education Level    (M=14.45, SD=3.18)   
Elementary school 6 3.8 
Middle school 5 3.2 
High school 47 29.9 
College 18 11.5 
University 57 36.3 
Masters 21 13.4 
Doctoral 3 1.9 

Religion   
Protestant 90 57.3 
Catholic 21 13.4 
Buddhism 32 14.6 
Confucianism 1 0.6 
None 21 13.4 
Other 1 0.6 

 

Sixty-three (40.1%) Korean caregivers in this study answered that three 

generations (elders, caregivers and their children) lived together, sixty-two (39.5%) lived 

with two generations (elders and caregivers) and thirty-two (20.4%) lived with one 

generation (elder couples) (Table 9). The majority (48.4%) of caregivers identified their 

relationships with elders as a spouse; whereas 33.2% recognized themselves as a son or 
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daughter-in-law and 18.4% as daughter or son-in-law. The majority (41.4%) of caregivers 

reported that they were satisfied with their relationships. Eighteen percent were strongly 

satisfied with and 36.9% were neutral; only a few (3.1%) answered that they were 

dissatisfied with their relationships with elders. In addition, seventy-two (45.0%) 

caregivers indicated that they felt ‘somewhat’ emotional closeness with elders, 12.0% 

reported ‘very’, 35.0% felt ‘moderate’, 5.7% felt ‘little’ and 1.3% did not feel emotional 

closeness with caregivers. 

TABLE 9. Description of Caregivers’ Relationships with Elders (N = 157)  
 

 Frequency % 
Family structure   

One generation  32 20.4 
Two generations (nuclear family) 62 39.5 
Three generations (extended family) 63 40.1 

Relationship with elders   
Spouse 76 48.4 
Daughter-in law or Son 52 33.2 
Daughter or Son-in-law 29 18.4 

Satisfaction with relationships with elders   
Strongly dissatisfied 1 0.6 
Dissatisfied 4 2.5 
Neutral 58 36.9 
Satisfied 65 41.4 
Strongly satisfied 29 18.5 

Emotional closeness with elders   
Not at all 2 1.3 
Little 9 5.7 
Moderate 55 35.0 
Somewhat 72 45.0 
Very 19 12.1 

 

The number of caregivers’ children in this study ranged from 0 to 5 with a mean 

number of 2.09 (SD = 1.08). The majority of caregivers had two or three children. 

Seventy-nine (50.3%) had two children, thirty-two (20.4%) had three children, eighteen 
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(11.5%) had one, fifteen (9.6%) had none and thirteen (8.2%) had four or five children 

(Table 10). 

TABLE 10. Description of Caregivers’ Family Relationships (N = 157)  
 

 Frequency % 
Number of children    (M=2.09, SD=1.08)   

None 15 9.6 
One 18 11.5 
Two 79 50.3 
Three 32 20.4 
Four or Five 13 8.2 

Frequency of contact with children   
Not Applicable 15 9.6 
Once per 6 months 6 3.8 
Once per one month 22 14.0 
Once per week 37 23.6 
Everyday 77 49.0 

Satisfaction with family relationships    
Not Applicable 15 9.5 
Dissatisfied 3 1.9 
Neutral 24 15.3 
Satisfied 88 56.1 
Strongly satisfied 27 17.2 

 

Most caregivers reported they had frequently seen or visited with their children. 

Seventy-seven (49.0%) caregivers indicated they had seen them ‘everyday’, 23.6% had 

seen or visited with them ‘once per week’, 14.0% had ‘once per one month’ and 3.8% 

had ‘once per six months’; 9.6% did not answer this question because they did not have a 

child. Furthermore, one hundred fifteen (73.3%) caregivers reported they were satisfied 

with their family relationships or ‘strongly’ satisfied with them, 15.3% were ‘neutrally’ 

satisfied, 1.9% were dissatisfied and 9.5% did not answer this question as it was not 

applicable (Table 10). 
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Table 11 detailed the frequency of Korean caregivers participating in social 

activities and their satisfaction with them. The majority (40.1%) of caregivers reported 

they participated in social activities or met with friends ‘once per month’, fifty-nine 

(37.6%) had social activities ‘once per week’, twenty (12.7%) had social activities ‘once 

per 6 months’, eleven (7.0%) had social activities ‘everyday’ and, four (2.5%) had no 

social activities. In addition, ninety-four (59.9%) caregivers were satisfied or strongly 

satisfied with their social activities, 38.2% were ‘neutrally’ satisfied while 1.3% were 

dissatisfied. One caregiver didn’t answer this question because he or she didn’t 

participate in social activities. 

TABLE 11. Description of Caregivers’ Social Activities (N = 157) 
 

 Frequency % 
Frequency of participating in social activities   

None 4 2.5 
Once per 6 months 20 12.7 
Once per one month 63 40.1 
Once per week 59 37.6 
Everyday 11 7.0 

Satisfaction with social activities   
Not applicable 1 0.6 
Strongly dissatisfied 0 0 
Dissatisfied 2 1.3 
Neutral 60 38.2 
Satisfied 80 51.0 
Strongly satisfied 14 8.9 

 

Table 12 detailed Korean caregivers’ subjective health status. The majority 

(51.6%) of caregivers answered that their present health was ‘good’ and 36.3% was 

‘neutral’; whereas, only a few (12.1%) reported their health was ‘bad’. Number of days in 

bed due to sickness or illness in the past six months ranged from 0 days to 30 days with a 
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mean day of 2.59 (SD=5.68). The majority (67.5%) of caregivers indicated that they did 

not spend any day in bed because of sickness or illness in the past six months. Twenty 

(12.7%) caregivers spent in bed one day to three days in bed, twenty (12.7%) four days to 

ten days and eleven (7.0%) eleven days to thirty days. 

TABLE 12. Description of Caregivers’ Health Status (N = 157)  
 

 Frequency % 
Subjective health status    

Very bad 1 0.6 
Little bad 18 11.5 
Neutral 57 36.3 
Some what good 66 42.0 
Very good 15 9.6 

Number of days in bed         (M=2.59, SD=5.68)   
0 106 67.5 
1-3 20 12.7 
4-10 20 12.7 
11-30 11 7.0 

Number of days in hospitals (M=2.68, SD=4.69)   
0 66 42.0 
1-3 57 36.3 
4-10 26 16.6 
11-30 8 5.1 

Number of medications        (M=1.38, SD=1.73)   
0 51 32.5 
1-2 84 53.5 
3-5 20 12.7 
6-12 2 1.3 

 

Number of days visiting hospitals due to sickness or illness in the past six months 

ranged from 0 days to 30 days with a mean of 2.68 (SD=4.69). Sixty-six (42.0%) 

caregivers reported that they did not visit hospitals due to sickness or illness in the past 

six months. Fifty-seven (36.3%) visited hospitals one to three times in the past six 

months, twenty-six (16.6%) visited four to ten times and eight (5.1%) eleven to thirty 
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times. Number of current medications taken for sickness or illness in the past six months 

ranged from 0 to 12 with a mean of 1.38 (SD=1.73). The majority (53.5%) of caregivers 

answered that they had taken one or two medications for illness, twenty (12.7%) three to 

five medications and two (1.3%) six to twelve medications; fifty-one (32.5%) had taken 

no medication in the past six months (Table 12). 

Table 13 detailed Korean caregivers’ economics status with respect to housing 

status and family income. 

TABLE 13. Description of Caregivers’ Economic Status (N = 157) 
 

 Frequency % 
Housing status   

Their own home 135 86.0 
Lease per year 19 12.1 
Rent monthly 3 1.9 

Comfort with family income   
Strongly uncomfortable 3 1.9 
Uncomfortable 20 12.7 
Neutral 94 59.9 
Comfortable 32 20.4 
Strongly comfortable 8 5.1 

 

For housing status, most (86.0%) caregivers answered that they lived in their own 

home, nineteen (12.1%) leased their house and three (1.9%) rented their house monthly. 

In addition, for their family income, the majority (59.9%) of caregivers indicated they 

were neither uncomfortable nor comfortable with their family’s monthly income. Forty-

one (25.5%) felt comfortable with their family’s income whereas twenty-three (14.65%) 

felt uncomfortable. 
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Psychometric Properties of Instruments 

Group scores and standard deviations, reliability coefficients and bivariate 

correlations were computed using three spirituality instruments and four well-being 

instruments. Because three spirituality instruments and four well-being instruments were 

originally developed in English, the Korean version of three spirituality scales and four 

well-being scales were used in this study. For this study three spirituality scales were 

translated from English to Korean and the translation procedure is reported in Chapter 3. 

Samples of the instruments were included in an Appendix C.  This information provided 

data to examine the psychometric properties of the instruments and to evaluate the 

statistical assumptions regarding the sample prior to analyzing the research questions. 

Description of Measurements of Study Variables 

The mean scores, standard deviations, range and skewness and Kurtosis for each 

variable (spirituality and well-being) were examined for normal distribution and 

homogeneity of variance (Table 20). This study used three instruments of spirituality (the 

Spiritual Perspective Scale [SPS], Self-Transcendence Scale [STS] and the Purpose in 

Life [PIL]) and three instruments of well-being (the Center for Epidemiological Studies-

Depression Scale [CES-D], the Satisfaction with Life Scale [SWLS] and the Positive and 

Negative Affect Schedules [PANAS]). Note that the names of several variables in the 

tables have been abbreviated to conserve space: spiritual perspective (SPS), self-

transcendence (STS), purpose in life (PIL), depression (CES-D), satisfaction with life 

(SWLS) and positive affect scale (PAS) and negative affect scale (NAS). 
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Spirituality 

The Spiritual Perspective Scale (SPS) consisted of 10 items, with possible scores 

ranging from 1.0 to 6.0, where higher scores meant a greater spiritual perspective. The 

SPS mean for elders and caregivers was 4.37 (SD=1.39) and 4.61 (SD=1.29) 

respectively, indicating that Korean elders and their family caregivers had moderate 

levels of spiritual perspective. The range for both elders and caregivers was 1.0 to 6.0 

with a slight skew to the left of -1.00 and -1.04 and a kurtosis of .06 and .20, indicating 

that the scores were slightly clustered at the higher scores. A histogram and normal Q-Q 

plot diagram overall showed a normal distribution. 

The Self-Transcendence Scale (STS) consisted of 15 items, with possible scores 

ranging from 1.0 to 4.0; a higher score indicated greater self-transcendence. The STS 

mean for elders and caregivers was 2.99 (SD=0.43) and 3.08 (SD=0.40) respectively, 

indicating that Korean elders and their family caregivers had moderate levels of self-

transcendence. The range for elders and caregivers was 1.80 to 4.00 and 2.00 to 3.93 with 

a skew of -.003 and -.15 and a kurtosis of -.21 and -.06, indicating nearly normal 

distributions. 

The Purpose in Life Test (PIL) is comprised of 20 items with a possible score 

ranging from 20 to 140; higher scores suggest greater purpose in life. Scores above 112 

indicate a definite presence of purpose and meaning, scores between 92 and 112 are 

indeterminate and scores below 92 reveal a lack of purpose and meaning in life. The PIL 

mean for elders and caregivers was 95.18 (SD=18.77) and 99.13 (SD=16.85) 

respectively, indicating that Korean elders and their family caregivers had an 
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indeterminate presence of purpose and meaning. The range for elders and caregivers was 

44 to 135 and 47 to 140 with a skew of -.28 and -.26 and a kurtosis of -.28 and .10, 

indicating nearly normal distributions. 

Well-Being 

The Center for Epidemiological Studies-Depression Scale (CES-D) consists of 20 

items with total scores ranging from 0 to 60; higher scores indicate greater experience of 

depressive symptoms during the previous week. The CES-D mean for elders and 

caregivers was 10.92 (SD=9.28) and 9.44 (SD=9.13) respectively, indicating that Korean 

elders and their family caregivers had low levels of depressive symptoms during the 

previous week. The range for elders and caregivers was 0 to 40 and 0 to 43 with a 

moderate right skewness of 1.26 and 1.55 and a positive kurtosis of 1.27 and 2.48, 

indicating that that the scores were slightly clustered at the lower scores and the 

distribution was slightly narrow and peaked. Thus, the square root of the CES-D scores 

was applied to ‘transform’ the data into a data set with a near-normal distribution.  

The Satisfaction with Life Scale (SWLS) comprises 5 items with a possible score 

ranging from 0 to 35; higher scores indicate higher life satisfaction. The SWLS mean for 

elders and caregivers was 15.47 (SD=4.13) and 15.41 (SD=4.12) respectively, indicating 

that Korean elders and their family caregivers enjoyed moderate degrees of life 

satisfaction. The range for both elders and caregivers was 5 to 25 with a skew of -.24 and 

-.27 and a kurtosis of -.15 and -.10, indicating nearly normal distributions. 
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TABLE 14. Descriptive of Variables: Spirituality and Well-Being (N = 157) 
 

  Mean (SD) Range Skew Kurtosis 
Elders Spirituality     
 SPS 4.37 (1.39) 1-6 -1.00 0.06 
 STS 2.99 (0.43) 1.80-4.00 -0.00 -0.21 
 PIL 95.18 (18.77) 44-135 -0.28 -0.28 
 Well-Being     
 CES-D 10.92 (9.28) 0-40 1.26 1.27 
 SWLS 15.47 (4.13) 5-25 -0.24 -0.15 
 PANAS 26.44 (8.60) -1 - 46 -0.52 0.26 
 PAS 32.55 (6.14) 12-48 -0.08 0.29 
 NAS 6.11 (4.45) 0-24 1.60 2.74 
Caregivers Spirituality     

 SPS 4.61 (1.29) 1-6 -1.04 0.20 
 STS 3.08 (0.40) 2-3.93 -0.15 -0.06 
 PIL 99.13 (16.85) 47-140 -0.26 0.10 

 Well-Being     
 CES-D 9.44 (9.13) 0-43 1.55 2.48 
 SWLS 15.41 (4.12) 5-25 -0.27 -0.10 
 PANAS 27.90 (7.85) 3-44 -0.64 0.67 
 PAS 33.56 (5.27) 19-47 0.22 -0.18 
 NAS 5.66 (4.23) 1-23 1.85 3.30 

 

The Positive and Negative Affect Schedules (PANAS) measures positive and 

negative affective status separately. It contains two subscales; 10 positive affect and 10 

negative affect, with possible total scores of positive and negative affect ranging from 10 

to 50 individually; higher scores reflect either greater positive or negative emotions. The 

PANAS PAS mean for elders and caregivers was 32.55 (SD=6.14) and 33.56 (SD=5.27) 

respectively, indicating that Korean elders and their family caregivers had moderate 

levels of positive emotions. The range for elders and caregivers was 12 to 48 and 19 to 47 

with a skew of -.08 and .22 and a kurtosis of .29 and .18, indicating nearly normal 

distributions. On the other hand, the PANAS NAS mean for elders and caregivers was 

6.11 (SD=4.45) and 5.66 (SD=4.23) respectively with a range of 0 to 24, indicating that 
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Korean elders and their family caregivers had lower levels of negative emotions. The 

range for elders and caregivers was 0 to 24 and 1 to 23 with a slight skew to the right of 

1.60 and 1.85 and a positive kurtosis of 2.74 and 3.30, indicating that that the scores were 

slightly clustered at the lower scores and the distribution was narrow and peaked. Thus, 

the square root of the PANAS NAS scores was applied to ‘transform’ the data into a data 

set with a near-normal distribution. 

Reliability 

Reliability coefficients were analyzed using Cronbach’s alpha (see Table 15). 

Reliability alpha coefficients ranged from .85 to .97 for three dimensions of spirituality, 

indicating high internal consistencies in each of the three instruments, the Spiritual 

Perspective Scale (SPS), Self-Transcendence Scale (STS) and the Purpose in Life (PIL). 

Reliability for the SPS in this study was .97 and .97 for Korean elders and caregivers 

respectively. Reliability for the STS in this study was .85 and .85 for Korean elders and 

caregivers respectively. Reliability for the PIL in this study was .91 and .91 for Korean 

elders and caregivers respectively. 

Reliability alpha coefficients ranged from .82 to .91 for four indicators of well-

being, indicating high internal consistencies in four instruments, the Center for 

Epidemiological Studies-Depression Scale (CES-D), the Satisfaction with Life Scale 

(SWLS) and the Positive and Negative Affect Schedules (PANAS) (Table 21). Reliability 

for the CES-D in this study was .91 and .91 for Korean elders and caregivers 

respectively. Reliability for the SWLS in this study was .91 and .91 for Korean elders and 

caregivers respectively. 
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Reliability for PAS and NAS was estimated separately because PANAS contains 

two subscales and showed two different factors of PAS and NAS through factor analysis. 

The PANAS consists of 10 adjectives connoting high activation positive emotions (e.g., 

active, determined, inspired, enthusiastic, alert, attentive, proud, strong, interested, 

excited) and 10 adjectives signifying high-activation negative emotions (e.g., nervous, 

distressed, afraid, jittery, irritable, upset, scared, ashamed, guilty, hostile). Reliability for 

the NAS in this study was .89 and .88 for Korean elders and caregivers respectively. 

Reliability for the PAS in this study was .85 and .82 for Korean elders and 

caregivers respectively. However, factor analysis indicated that the positive emotion of 

‘alert’ was negatively related with other positive emotions. The Korean version of the 

PANAS was translated by Lee (1994) and re-translated by Lee et al. (2003) who added 

the positive emotion of ‘alert’ to the negative affection. However, in this study, the 

reliability which was to .88 and .87 for elders and caregivers respectively after deleting 

the “alert” was similar in reliability before deleting the item of “alert”. Therefore, the 

item of “alert” was included in the PAS in this study. 
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TABLE 15. Reliability Coefficient of Variables: Spirituality and Well-Being (N = 157) 
 

 Reliability 
 Elders Caregivers 

Spirituality   
SPS .97 .97 
STS .85 .85 
PIL .91 .91 

Well-Being   
CES-D .91 .91 
SWLS .91 .91 
PAS .85/.88 .82/.87 
NAS .89 .88 

 

Correlations of Multiple Indicators of Variables (Spirituality and Well-Being) 

The correlations of three indicators of spirituality and four indicators of well-

being were examined to provide an estimate of the support for concurrent validity of the 

instruments. Table 16 presents all the Pearson correlations among the three indicators of 

spirituality, indicating that the three indicators of spirituality positively correlated. 

Spiritual perspective positively and significantly correlated with self-transcendence (r = 

.48, p<.01) and with purpose in life (r = .41, p<.01). Self-transcendence also was 

positively and significantly correlated with purpose in life (r = .68, p<.01). These 

findings indicatd support for concurrent validity of the spirituality measures because the 

scores correlated significantly and in the expected direction as theorized. 

All the Pearson correlations among the four indicators of well-being were 

reported in Table 16. Four indicators of well-being significantly correlated in the 

expected direction. Depression negatively correlated with life satisfaction (r = -.47, 

p<.01) and with positive affect (r = -.48, p<.01) and positively correlated with negative 

affect (r = .79, p<.01). Life satisfaction positively correlated with positive affect (r = .55, 
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p<.01) and negatively with negative affect (r = -.36, p<.01). Positive affect negatively 

correlated with negative affect (r = -.33, p<.01). These findings indicated support for 

concurrent validity of the well-being measures because the scores correlated significantly 

and in the expected direction as theorized. 

TABLE 16. Correlations Between Spirituality and Well-Being Indicators (N = 314) 
 

 Spirituality Well-Being 
  SPS STS PIL CES-D SWLS PAS 

Spirituality       
SPS  -- -- -- -- -- 
STS .48**  -- -- -- -- 
PIL .41** .68**  -- -- -- 

Well-Being       
CES-D -.27** -.42** -.64**  -- -- 
SWLS .28** .52** .62** -.47**  -- 
PAS .20** .55** .68** -48** .55**  
NAS -.18* -.28** -.53** .79** -.36** -33** 

Note: spiritual perspective (SPS), self-transcendence (STS), purpose in life (PIL), 
depression (CES-D), satisfaction with life (SWLS), positive affect (PAS) and negative 
affect (NAS). 
** Correlation is significant at the 0.01 level (2-tailed).  
 

Correlations Between Spirituality and Well-Being 

Bivariate correlations were used to examine construct validity of the spirituality 

and well-being variables. Table 16 presents all Pearson correlations between spirituality 

and well-being. Spiritual perspective negatively correlated with depression (r = -.27, 

p<.01) and with negative affect (r = -.18, p<.01), but positively related to satisfaction 

with life (r = .28, p<.01) and to positive affect (r = .20, p<.01). Self-transcendence 

negatively correlated with depression (r = -.42, p<.01) and with negative affect (r = -.28, 

p<.01), but positively related to satisfaction with life (r = .52, p<.01) and to positive 

affect (r = .55, p<.01). Purpose in life negatively correlated with depression (r = -.64, 
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p<.01) and with negative affect (r = -.53, p<.01), but positively related with satisfaction 

with life (r = .62, p<.01) and with positive affect (r = .68, p<.01). The significant 

correlations coupled with the magnitude and directions of the relationships lend support 

to the construct validity of the spirituality and well-being measures. 

Summary 

The study variables’ description, reliability and validity examined whether the 

psychometric properties of the instruments were adequate for the study or not. The Center 

for Epidemiological Studies-Depression Scale (CES-D) and the Negative Affect 

Schedules (NAS) did not have a normal distribution with a moderate right skewness. The 

Kolmogorov-Smirnov and Shapiro-Wilk tests were used to further examine the extent of 

non-normality and indicated a significant non-normal distribution. Therefore, prior to 

running the correlations and regressions, the square root of transformation was calculated 

to normalize weak skewness and produce a near-normal distribution. 

Results of Research Question One 

Question One. What is the relationship of the demographic variables to 

spirituality and well-being of Korean elders and caregivers?  

The bivariate correlations were performed to identify whether demographic 

variables of Korean elders and their family caregivers significantly correlated with the 

study variables, three indicators of spirituality and four indicators of well-being. The 

results of the correlations among Korean elders and their family caregivers are reported 

in Table 17 and 18 respectively. For additional analyses, step-wise multiple regression 

analyses were used to determine which indicators of spirituality (spiritual perspective, 
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self-transcendence and purpose in life) together best explained the variance in each of the 

dependent variables and three indicators of well-being (depression, life satisfaction and 

positive and negative affect). These data may be used to interpret the findings on other 

research questions and to provide ideas for further testing of the theory. 

Correlation Between Korean Elders’ Demographic Variables and Study Variables 

The correlations between Korean elders’ demographic variables and three 

indicators of spirituality are reported in Table 17. 

Spiritual Perspective 

Elders’ Spiritual Perspective scores (STS) were positively related to elder’s 

relationship satisfaction with family caregiver (r = .22, p<.01), emotional closeness with 

caregivers (r = .30, p<.01), satisfaction with family relationships (r = .31, p<.01), social 

activities (r = .24, p<.01), satisfaction with social activities (r = .25, p<.01) and comfort 

with income (r = .17, p<.05). Findings indicated that higher levels of elders’ spiritual 

perspective were associated with having higher levels of satisfaction with the 

relationships with their family caregivers, higher levels of emotional closeness with their 

primary family caregiver, higher levels of satisfaction with family relationships, ‘more 

often’ participated in social activities or met with friends; having higher levels of 

satisfaction with social activities and feeling more comfortable with family’s income. 

Self-Transcendence 

Elders’ Self-Transcendence scores (STS) were negatively related to elder’s 

number of children (r = -.25, p<.01), but positively to elder’s education years (r = .33, 

p<.01), relationship satisfaction with family caregiver (r = .24, p<.01), emotional 
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closeness with caregivers (r = .32, p<.01), satisfaction with family relationships (r = .34, 

p<.01), social activities (r = .34, p<.01), satisfaction with social activities (r = .29, p<.01), 

subject health status (r = .21, p<.01) and comfort with income (r = .27, p<.01). Findings 

indicated that higher levels of elders’ self-transcendence were associated with having 

been educated many years, having higher levels of satisfaction with the relationship with 

caregivers, higher levels of emotional closeness with their primary family caregiver, 

having fewer numbers of children, having higher levels of satisfaction with family 

relationships, having ‘more often’ participated in social activities or met with friends and 

having higher levels of satisfaction with social activities, having higher levels of present 

health and feeling more comfortable with their family’s income. 

Purpose in Life 

Elders’ Purpose in Life scales scores (PIL) were negatively related to elders’ 

number of children (r = -.19, p<.05), days in hospitals (r = -.20, p<.05) and numbers of  

medications taken (r = -.16, p<.05) but positively to elder’s education years (r = .45, 

p<.01), relationship satisfaction with family caregiver (r = .32, p<.01), emotional 

closeness with caregivers (r = .35, p<.01), satisfaction with family relationships (r = .42, 

p<.01), social activities (r = .23, p<.01), satisfaction with social activities (r = .18, p<.05), 

subject health status (r = .40, p<.01) and comfort with income (r = .41, p<.01). Findings 

indicated that higher levels of elders’ purpose in life were associated with having been 

educated many years, having higher levels of satisfaction with the relationship with 

caregivers, higher levels of emotional closeness with their primary family caregiver, 

having fewer children; having higher levels of satisfaction with family relationships, 



 
 
 

115

‘more often’ participating in social activities or met with friends, having higher levels of 

satisfaction with social activities, having higher levels of health status, visiting few days 

in hospitals, taking few medications and feeling more comfortable with family’s income. 

The correlations between Korean elders’ demographic variables and four 

indicators of well-being are reported in Table 17. 

Depression 

Elders’ depression scores (CES-D) were positively related to elders’ days in 

hospitals (r = .24, p<.01) and  numbers of medications taken (r = .19, p<.05), but 

negatively to elders’ education years (r = -.31, p<.01), relationship satisfaction with 

family caregiver (r = -.35, p<.01), emotional closeness with caregivers (r = -.28, p<.01), 

satisfaction with family relationships (r = -.30, p<.01), satisfaction with social activities 

(r = -.17, p<.05), subjective health status (r = -.41, p<.01) and comfort with income (r = -

.49, p<.01). Findings indicated that lower levels of elders’ depression were associated 

with having been educated many years, having higher levels of satisfaction with the 

relationship with caregivers, higher levels of emotional closeness with their primary 

family caregiver, higher levels of satisfaction with family relationships, higher levels of 

satisfaction with social activities, having higher levels of present health, visiting fewer 

days in hospitals; taking fewer medications and feeling more comfortable with family’s 

income. 
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TABLE 17. Correlations Between Demographic Variables and Study Variables Among 
Elders (N = 157) 
 

 Spirituality Well-Being 
 SPS STS PIL CESD SWLS PAS NAS 

Age .02 -.15 -.15 .13 .06 -.16 .17* 
Education years .15 .33** .45** -31** .21** .43** -.28** 
Relationship 
satisfaction with 
caregivers 

.22** .24** .32** -.35** .35** .28** -.25** 

Emotional closeness .30** .32** .35** -.28** .40** .33** -.17* 
Number of children -.13 -.25** -.19* .12 -.04 -.26** .13 
Contact frequency -.03 .05 .06 -.08 .14 .10 -.09 
Satisfaction of Family 
relationships .31** .34** .42** -.30** .43** .36** -.27** 

Social activity .24** .34** .23** -.15 .22** .31** -.16 
Satisfaction with 
social activity .25** .29** .18* -.17* .12 .27** -.14 

Subjective health 
status .15 .21** .40** -.41** .26** .37** -.39** 

Days in bed .04 .13 -.08 .11 .01 -.05 .14 
Days in hospitals .01 -.01 -.20* .24** -.13 -.09 .26** 
Numbers of 
Medications .13 .11 -.16* .19* .04 -.11 .20* 

Comfort with income .17* .27** .41** -.49** .57** .27** -.37** 
Note: spiritual perspective (SPS), self-transcendence (STS), purpose in life (PIL), 
depression (CES-D), satisfaction with life (SWLS), positive affect (PAS) and negative 
affect (NAS). 
*, Correlation is significant at the 0.05 level 
**, Correlation is significant at the 0.01 level (2-tailed).  
 

Satisfaction with Life  

Elders’ Satisfaction With Life Scores (SWLS) were positively related to elder’s 

education years (r = .21, p<.01), relationship satisfaction with family caregiver (r = .35, 

p<.01), emotional closeness with caregivers (r = .40, p<.01), satisfaction with family 

relationships (r = .43, p<.01), social activities (r = .22, p<.01), subject health status (r = 

.26, p<.01) and comfort with income (r = .57, p<.01). Findings indicated that higher 
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levels of elders’ satisfaction with life were associated with having been educated many 

years, having higher levels of satisfaction with the relationship with caregivers, higher 

levels of emotional closeness with their primary family caregiver, higher levels of 

satisfaction with family relationships, ‘more often’ participating in social activities or met 

with friends, having higher levels of present health and feeling more comfortable with 

family’s income. 

Positive Affect 

Elders’ Positive Affect scores (PAS) were negatively related to elder’ number of 

children (r = -.26, p<.01) but positively to elder’s education years (r = .43, p<.01), 

relationship satisfaction with family caregiver (r = .28, p<.01), emotional closeness with 

caregivers (r = .33, p<.01), satisfaction with family relationships (r = .36, p<.01), social 

activities (r = .31, p<.01), satisfaction with social activities (r = .27, p<.01), subject 

health status (r = .37, p<.01) and comfort with income (r = .27, p<.01). Findings 

indicated that higher levels of elders’ positive affect were associated with having been 

educated many years, having higher levels of satisfaction with the relationship with 

caregivers, higher levels of emotional closeness with their primary family caregiver, 

having fewer children, having higher levels of satisfaction with family relationships, 

‘more often’ participating in social activities or met with friends, having higher levels of 

satisfaction with social activities, having higher levels of their present health and feeling 

more comfortable with family’s income. 
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Negative Affect 

Elders’ Negative Affect scores (NAS) were positively related to elder’s age (r 

= .17, p<.05), days in hospitals (r = .26, p<.01) and numbers of medications (r = .20, 

p<.05) but negatively to elder’s education years (r = -.28, p<.01), satisfaction with family 

caregiver (r = -.25, p<.01), emotional closeness with caregivers (r = -.17, p<.05), 

satisfaction with family relationships (r = -.27, p<.01), subjective health status (r = -.39, 

p<.01) and comfort with income (r = -.37, p<.01). Findings indicated that lower levels of 

elders’ negative affect were younger, having been educated more years, having higher 

levels of satisfaction with the relationship with caregivers, higher levels of emotional 

closeness with their primary family caregiver, higher levels of satisfaction with family 

relationships, having higher levels of present health, visiting fewer days in hospitals, 

taking fewer medications and feeling more comfortable with family’s income. 

Summary of Elder Results on Correlations with Demographics 

The results of the correlations between the demographics and the study variables 

indicate that several variables regarding family and social interactions were significantly 

related to spirituality and well-being: emotional closeness, satisfaction with the caregiver 

relationship, satisfaction with family relationships and social activity. Another 

‘relationship’ type of variable, frequency of contact, did not emerge as a significant 

correlate of spirituality or well-being.  In addition, three demographic variables, 

subjective health status, years of education, and comfort with income were positively 

related to higher spirituality and well-being. 
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Correlation Between Caregivers’ Demographic Variables and Study Variables 

The correlations between caregivers’ demographic variables and three indicators 

of spirituality are reported in Table 18. 

Spiritual Perspective 

Caregivers’ Spiritual Perspective scores (STS) were negatively related to 

caregiver’s number of children (r = -.22, p<.01) but positively to age (r = .29, p<.01), 

education years (r = .20, p<.05), satisfaction with family relationships (r = .25, p<.01), 

social activities (r = .35, p<.01) and comfort with income (r = .19, p<.05). Findings 

indicated that higher levels of caregivers’ spiritual perspective were associated with being 

older, highly educated, having higher levels of satisfaction with family relationships, 

having fewer children, ‘more often’ participating in social activities or meeting with 

friends and feeling more comfortable with family’s income. 

Self-Transcendence 

Caregivers’ Self-Transcendence scores (STS) were negatively related to 

caregivers’ number of children (r = -.18, p<.05), but positively to age (r = .19, p<.05), 

education years (r = .18, p<.05), satisfaction with relationships with a elder (r = .20, 

p<.05), emotional closeness with a elder (r = .25, p<.01), satisfaction with family 

relationships (r = .23, p<.01), social activities (r = .46, p<.01), satisfaction with social 

activities (r = .43, p<.01), subjective health status (r = .34, p<.01) and comfort with 

income (r = .39, p<.01). Findings indicated that higher levels of caregivers’ self-

transcendence were associated with being older, having a higher education, having higher 

levels of satisfaction with relationships with a elder, higher levels of emotional closeness 
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with a elder, higher levels of satisfaction with family relationships, having fewer 

children, ‘more often’ participating in social activities or meeting with friends, having 

higher levels of satisfaction with social activities, having higher levels of present health 

and feeling more comfortable with family’s income. 

TABLE 18. Correlations Between Demographic Variables and Study Variables Among 
Elders’ Family Caregivers (N = 157) 
 

 Spirituality Well-Being 
 SPS STS PIL CESD SWLS PAS NAS 

Age .29** .19* .22** -.15 .17* .09 -.18* 
Education level .20* .18* .22** -.19* .19* .17* -.10 
Satisfaction with 
relationship w elder .13 .20* .20* -.24** .30** .18* -.30** 

Emotional closeness .16 .25** .30* -.21** .37** .25** -.20* 
Number of children -.22** -.18* -.10 .10 -.14 -.18* .06 
Contact frequency .10 .03 .02 -.00 .04 .16* .01 
Satisfaction of Family 
relationships .25** .23** .25** -.15 .37** .15 -.21** 

Social activity .35** .46** .33** -.20* .28** .31** -.13 
Satisfaction with 
social activity .07 .43** .29** -.29** .20* .30** -.15 

Subjective health 
status .15 .34** .37** -.40** .21** .40** -.31** 

Days in bed .05 -.01 -.08 .20* -.03 -.14 .18* 
Days in hospitals .01 -.06 -.08 .13 .04 -.13 .04 
Medications .08 .06 .01 .08 .10 -.01 .06 
Comfort with income .19* .39** .34** -.34** .50** .33** -.23** 
Note: spiritual perspective (SPS), self-transcendence (STS), purpose in life (PIL), 
depression (CES-D), satisfaction with life (SWLS), positive affect (PAS) and negative 
affect (NAS). 
*, Correlation is significant at the 0.05 level 
**, Correlation is significant at the 0.01 level (2-tailed).  
 

Purpose In Life 

Caregivers’ Purpose In Life scores (PIL) were positively related to age (r = .22, 

p<.01), education years (r = .22, p<.01), satisfaction with relationships with a elder (r = 
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.20, p<.05), emotional closeness with a elder (r = .30, p<.01), satisfaction with family 

relationships (r = .25, p<.01), social activities (r = .33, p<.01), satisfaction with social 

activities (r = .29, p<.01), subjective health status (r = .37, p<.01) and comfort with 

income (r = .34, p<.01). Findings indicated that higher levels of caregivers’ purpose in 

life were associated with being older, being highly educated, having higher levels of 

satisfaction with the relationship with elders, higher levels of emotional closeness with 

elder, higher levels of satisfaction with family relationships, ‘more often’ participating in 

social activities or meeting with friends, having higher levels of satisfaction with social 

activities, having higher levels of present health was ‘good’ and feeling more comfortable 

with family’s income. 

The correlations between caregivers’ demographic variables and four indicators 

of well-being are reported in Table 18.  

Depression 

Caregivers’ depression scores (CES-D) were positively related to caregiver’s days 

in bed (r = .20, p<.05), but negatively to education years (r = -.19, p<.05), satisfaction 

with relationships with a elder (r = -.24, p<.01), emotional closeness with a elder (r = -

.21, p<.01), social activities (r = -.20, p<.05), satisfaction with social activities (r = -.29, 

p<.01), subjective health status (r = -.40, p<.01) and comfort with income (r = -.34, 

p<.01). Findings indicated that lower levels of caregivers’ depression were associated 

with having more education, having higher levels of satisfaction with the relationship 

with a elder, higher levels of emotional closeness with a elder, ‘more often’ participating 

in social activities or meeting with friends, having higher levels of satisfaction with social 
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activities, having higher levels of present health, spending fewer days in bed due to 

sickness and feeling more comfortable with family’s income. 

Satisfaction with Life 

Caregivers’ Satisfaction With Life scores (SWLS) were positively related to age 

(r = .17, p<.05), education years (r = .19, p<.05), satisfaction with relationships with a 

elder (r = .30, p<.01), emotional closeness with a elder (r = .37, p<.01), satisfaction with 

family relationships (r = .37, p<.01), social activities (r = .28, p<.01), satisfaction with 

social activities (r = .20, p<.05), subjective health status (r = .21, p<.01) and comfort with 

income (r = .50, p<.01). Findings indicated that higher levels of caregivers’ satisfaction 

with life were associated with being older, being more educated, having higher levels of 

satisfaction with relationship with a elder, higher levels of emotional closeness with the 

elder, having higher levels of satisfaction with family relationships, ‘more often’ 

participating in social activities or meeting with friends, having higher levels of 

satisfaction with social activities, higher levels of present health and feeling more 

comfortable with family’s income. 

Positive Affect 

Caregivers’ Positive Affect scores (PAS) were negatively related to caregiver’s 

number of children (r = -.18, p<.05), but positively to education years (r = .17, p<.05), 

satisfaction with relationship with elder (r = .18, p<.05), emotional closeness with elder 

(r = .25, p<.01), frequent contact with family (r = .16, p<.05), social activities (r = .31, 

p<.01), satisfaction with social activities (r = .30, p<.01), subjective health status (r = .40, 

p<.01) and comfort with income (r = .33, p<.01). Findings indicated that higher levels of 
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caregivers’ positive affect were associated with being more educated, having higher 

levels of satisfaction with the relationship with elder, higher levels of emotional closeness 

with the elder, having fewer children; more often meeting with family members, ‘more 

often’ participating in social activities or meeting with friends, having higher levels of 

satisfaction with social activities, having higher levels of present health and feeling more 

comfortable with family’s income. 

Negative Affect 

Caregivers’ Negative Affect scores (NAS) were positively related to days in bed 

(r = .18, p<.05), but negatively to age (r = -.18, p<.05), satisfaction with the relationship 

with elder (r = -.30, p<.01), emotional closeness with elder (r = -.20, p<.05), satisfaction 

with family relationships (r = -.21, p<.01), subjective health status (r = -.31, p<.01) and 

comfort with income (r = -.23, p<.01). Findings indicated that lower levels of caregivers’ 

negative affect were associated with being older, having higher levels of satisfaction with 

the relationship with elder, higher levels of emotional closeness with the elder, higher 

levels of satisfaction with family relationships, higher levels of present health, spending 

fewer days in bed and feeling more comfortable with family’s income. 

Summary of Caregiver Results on Correlations with Demographics 

The pattern of findings in these correlations was similar to that found in the 

elders’ sample. The results of the correlations between the demographics and the study 

variables indicate that several variables regarding family and social interactions were 

significantly related to spirituality and well-being: emotional closeness, satisfaction with 

the caregiver relationship, satisfaction with family relationships and social activity. 
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Another ‘relationship’ type of variable, frequency of contact, did not emerge as a 

significant correlate of spirituality or well-being.  In addition, three demographic 

variables, subjective health status, years of education, and comfort with income were 

positively related to higher spirituality and well-being. 

Additional Analyses: Regression Analysis 

Step-wise multiple regression analyses were used to determine which 

demographic variables of Korean elders and their family caregivers together best 

explained the variance in each of the study variables, three indicators of spirituality and 

four indicators of well-being. This was done to better clarify which of the several 

demographic variables were significantly related to the study variables. A linear multiple 

regression model included potential predictors of eighteen demographic variables 

(gender, age, education years, religion (Christian or not), primary family caregiver 

(spouse or not), satisfaction with the relationship with elder or caregiver, emotional 

closeness with elder or caregiver, number of children, frequent contact with children, 

satisfaction with family relationships, frequent participation in social activities, 

satisfaction with social activities, health status, days in bed, days in hospital, number of 

medications, housing status (having a house or not) and comfort with family income. The 

results for the elders are presented first, followed by the caregivers. 

Multiple Regression Analyses on Elders’ Responses 

Elders’ spiritual perspective. The results of the regression analysis for elders’ 

spiritual perspective were presented in Table 19. Religion (Christian) entered the 

equation first, accounting for 44% of the variance in elders’ spiritual perspective and 
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secondly, satisfaction with family relationships added an additional 3% to the variance in 

elders’ spiritual perspective. After six steps of step-wise regression analysis, religion, 

satisfaction with family relationships, gender, number of children, satisfaction with the 

relationship with caregiver and health status together explained 57% of the variance in 

elder’s spiritual perspective. 

Elders’ self-transcendence. The results of the regression analysis for elders’ self-

transcendence are reported in Table 20. Satisfaction with family relationships entered the 

equation first, accounting for 12% of the variance in elders’ self-transcendence and 

secondly, participation in social activities added an additional 8% to the variance in 

elders’ self-transcendence. After four steps of step-wise regression analysis, satisfaction 

with family relationships, participation in social activities, education years and religion 

(Christian) together explained 28% of the variance in elder’s self-transcendence. 

Elders’ purpose in life. The results of the regression analysis for elders’ purpose 

in life are reported in Table 21. Years of elder’s education entered the equation first, 

accounting for 20% of the variance in elders’ purpose in life, and secondly, satisfaction 

with monthly income added an additional 12% to the variance in elders’ purpose in life. 

After five steps of step-wise regression analysis, education years, satisfaction with 

monthly income, satisfaction with family relationships, health status and religion 

(Christian) together explained 47% of the variance in elder’s purpose in life. 
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TABLE 19. Regression Analysis Explaining Variance in Elders’ Spiritual Perspective (N 
= 157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Religion(Christian)  .66** .44 .43 119.56** 
Step 2 Religion(Christian) 

Satisfaction with family 
relationships 

 .63** 
 .20** 

.47 .47 69.37** 

Step 3 Religion(Christian) 
Satisfaction with 
family relationships 
Gender 

 .61* 
 .22** 
 
 .19** 

.51 .50 53.14** 

Step 4 Religion(Christian) 
Satisfaction with 
family relationships 
Gender 
Number of children 

 .60** 
 .22** 
 
 .26** 
-.18* 

.54 .53 44.21** 

Step 5 Religion(Christian) 
Satisfaction with 
family relationships 
Gender 
Number of children 
Satisfaction with relationship with 
caregiver 

 .61** 
 .15* 
 
 .28** 
-.18* 
 .15* 

.55 .54 37.58** 

Step 6 Religion(Christian) 
Satisfaction with  
family relationships 
Gender 
Number of children 
Satisfaction with relationship with 
caregiver 
Health status 

 .60** 
 .15* 
 
 .31** 
-.18* 
 .13* 
 
 .12* 

.57  .55 32.63** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
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TABLE 20. Regression Analysis Explaining Variance in Elders’ Self-Transcendence (N 
= 157) 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Satisfaction with family relationships   .34** .12 .11 20.83** 
Step 2 Satisfaction with family relationships 

Participation in  
social activities 

 .30** 
 
 .30** 

.20 .19 19.76** 

Step 3 Satisfaction with family relationships 
Participation in  
social activities 
Education years 

 .26** 
 .25** 
 
.22** 

.25 .24 16.89** 

Step 4 Satisfaction with family relationships 
Participation in  
social activities 
Education years 
Religion (Christian) 

 .24** 
 .22** 
 
.21** 
 .19* 

.28  .26 14.84** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 
TABLE 21. Regression Analysis Explaining Variance in Elders’ Purpose in Life (N = 
157) 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Education years  .47** .20 .19 38.59** 
Step 2 Education years  

Comfort with monthly income 
 .39** 
 .35** 

.32 .31 36.05** 

Step 3 Education years  
Comfort with monthly income 
Satisfaction with family 
relationships 

 .35** 
 .28** 
 .28** 

.38 .37 31.66** 

Step 4 Education years  
Comfort with monthly income 
Satisfaction with family 
relationships 
Health Status  

 .32** 
 .22** 
 .25** 
 
.24** 

.44 .42 29.36** 

Step 5 Education years  
Comfort with monthly income 
Satisfaction with family 
relationships 
Health Status  
Religion (Christian) 

 .30** 
 .21** 
 .23** 
 
.24** 
 .18** 

.47  .45 26.50** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
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Elders’ depression. The results of the regression analysis for elders’ depression 

are reported in Table 22. Elders’ satisfaction with monthly income entered the equation 

first, accounting for 24% of the variance in elders’ depression, and secondly, health status 

added an additional 8% to the variance in elders’ depression. After five steps of step-wise 

regression analysis, monthly income, health status, identifying caregiver as spouse, 

religion (Christian), satisfaction with relationships with caregiver together explained 42% 

of the variance in elder’s depression. 

 

TABLE 22. Regression Analysis Explaining Variance in Elders’ Depression (N = 157) 

 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Comfort with monthly income -.49** .24 .23 47.75** 
Step 2 Comfort with monthly income 

Health status 
-.40** 
-.31** 

.32 .31 36.68** 

Step 3 Comfort with monthly income 
Health status 
Spouse caregiver 

-.39** 
-.28** 
-.23** 

.37 .36 30.28** 

Step 4 Comfort with monthly income 
Health status 
Spouse caregiver 
Religion (Christian) 

 -.36** 
 -.28** 
 -.22** 
-.17** 

.40 .39 25.39** 

Step 5 Comfort with monthly income 
Health status 
Spouse caregiver 
Religion (Christian) 
Satisfaction with relationships 
with caregiver 

-.32** 
-.26** 
-.20** 
 -.17** 
-.14* 

.42  .40 21.64** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

Elders’ satisfaction with life. The results of the regression analysis for elders’ 

satisfaction with life are reported in Table 23. Elders’ monthly income entered the 
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equation first, accounting for 32% of the variance in elders’ satisfaction with life, and 

secondly, satisfaction with family relationships added an additional 8% to the variance in 

elders’ satisfaction with life. After three steps of step-wise regression analysis, monthly 

income, satisfaction with family relationships and participating in social activities 

together explained 42% of the variance in elder’s satisfaction with life. 

TABLE 23. Regression Analysis Explaining Variance in Elders’ Satisfaction With Life 
(N = 157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Comfort with monthly income  .57** .32 .32 73.02** 
Step 2 Comfort with monthly income 

Satisfaction with family 
relationships 

 .48** 
 .29** 

.40 .39 50.44** 

Step 3 Comfort with monthly income 
Satisfaction with family 
relationships 
Participating in social activities 

 .48** 
 .28** 
 
 .15* 

.42 .41 36.39** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

Elders’ positive affect. The results of the regression analysis for elders’ positive 

affect are reported in Table 24. Elders’ education years entered the equation first, 

accounting for 18% of the variance in elders’ positive affect, and secondly, health status 

added an additional 9% to the variance in elders’ positive affect. After five steps of step-

wise regression analysis, education years, health status, satisfaction with family 

relationships, participating in social activities and gender together explained 37% of the 

variance in elder’s positive affect. 
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TABLE 24. Regression Analysis Explaining Variance in Elders’ Positive Affect (N = 
157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Education years  .43** .18 .18 34.68** 
Step 2 Education years 

Health status 
 .37** 
 .30** 

.27 .26 28.68** 

Step 3 Education years 
Health status 
Satisfaction with 
family relationships 

 .33* 
 .27** 
 .25** 

.33 .32 25.10** 

Step 4 Education years 
Health status 
Satisfaction with 
family relationships 
Participating in social activities 

 .30** 
 .24** 
 .23** 
 
 .16* 

.35 .34 20.79** 

Step5 Education years 
Health status 
Satisfaction with 
family relationships 
Participating in social activities 
Gender 

 .21* 
 .21** 
 .23** 
 
 .19* 
-.17* 

.37  .35 17.86** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

Elders’ negative affect. The results of the regression analysis for elders’ negative 

affect are reported in Table 25. Elders’ health status entered the equation first, accounting 

for 15% of the variance in elders’ negative affect, and secondly, monthly income added 

an additional 8% to the variance in elders’ negative affect. After three steps of step-wise 

regression analysis, health status, monthly income and identifying caregiver as spouse 

together explained 28% of the variance in elder’s negative affect. 
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TABLE 25. Regression Analysis Explaining Variance in Elders’ Negative Affect (N = 
157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Health status -.39** .15 .14 27.00** 
Step 2 Health status 

Comfort with monthly income 
-.31** 
-.29** 

.23 .22 22.68** 

Step 3 Health status 
Comfort with monthly income 
Spouse caregiver 

-.28** 
-.27** 
-.25** 

.29  .28 20.81** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

Summary of Elders’ Regression Analyses 

The most significant predictor of elders’ spiritual perspective was religion 

(Christian), followed by satisfaction with family relationships, gender, number of 

children, satisfaction with the relationship with caregiver and health status. The most 

significant predictor of elders’ self-transcendence was satisfaction with family 

relationships, followed by participation in social activities, education years and religion 

(Christian). The most significant predictor of elders’ purpose in life was years of 

education, followed by satisfaction with monthly income, satisfaction with family 

relationships, health status and religion (Christian). Overall, Korean elder’s spirituality 

related to demographic variables indicated that significant predictors of elders’ 

spirituality were religion, family relationship and health status. 

The regression analysis indicated that the most significant predictor of elders’ 

depression was satisfaction with monthly income, followed by health status, identifying 

caregiver as spouse, religion (Christian) and satisfaction with relationships with 

caregiver. The most significant predictor of elders’ satisfaction with life was satisfaction 
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with monthly income, followed by satisfaction with family relationships and participating 

in social activities. The most significant predictor of elders’ positive affect was years of 

education, followed by health status, satisfaction with family relationships, participating 

in social activities and gender. The most significant predictor of elders’ negative affect 

was health status, followed by monthly income and identifying caregiver as spouse.  

Thus, Korean elder’s well-being related to demographic variables indicated that 

significant predictors of elders’ well-being were economic status, health status, 

satisfaction with family relationship and participation in social activities. 

Multiple Regression Analyses on Caregivers’ Responses 

Caregivers’ spiritual perspective. The results of the regression analysis for 

caregivers’ spiritual perspective are presented in Table 26. Religion (Christian) entered 

the equation first, accounting for 40% of the variance in caregivers’ spiritual perspective, 

and secondly, gender added an additional 7% to the variance in caregivers’ spiritual 

perspective. After five steps of step-wise regression analysis, religion, gender, 

participating in social activities, age and years of education together explained 55% of the 

variance in caregivers’ spiritual perspective. 
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TABLE 26. Regression Analysis Explaining Variance in Caregivers’ Spiritual 
Perspective (N = 157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Religion .63** .40 .39 100.25** 
Step 2 Religion 

Gender 
.61** 
 .27** 

.47 .46 67.06** 

Step 3 Religion 
Gender 
Participating in social activities  

.57** 
 .26** 
 .22** 

.51 .50 52.97** 

Step 4 Religion 
Gender 
Participating in social activities 
Age 

.54** 
 .27** 
 .20** 
 .18** 

.54 .53 44.89** 

Step 5 Religion 
Gender 
Participating in social activities 
Age 
Education years 

.51** 
 .29** 
 .19** 
 .21** 
 .12* 

.55 .54 37.45** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

Caregivers’ self-transcendence. The results of the regression analysis for 

caregivers’ self-transcendence are reported in Table 27. Participating in social activities 

entered the equation first, accounting for 21% of the variance in caregivers’ self-

transcendence, and secondly, monthly income added an additional 8% to the variance in 

caregivers’ self-transcendence. After seven steps of step-wise regression analysis, 

participating in social activities, monthly income, satisfaction with social activities, 

health status, medications, religion (Christian) and satisfaction with family relationships 

together explained 43% of the variance in caregivers’ self-transcendence. 
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TABLE 27. Regression Analysis Explaining Variance in Caregivers’ Self-Transcendence 
(N = 157) 
 Demographic Variables B R2 Adjusted 

R2 F 
Step 1 Participating in social activities  .46** .21 .21 41.69** 
Step 2 Participating in social activities 

Monthly income 
 .38** 
 .30** 

.29 .28 31.90** 

Step 3 Participating in social activities 
Monthly income 
Satisfaction with social activities 

 .31** 
 .24** 
 .21** 

.33 .31 24.61** 

Step 4 Participating in social activities 
Monthly income 
Satisfaction with social activities 
Health status 

.28** 

.18* 
 .22** 
 .20* 

.36 .34 21.43** 

Step 5 Participating in social activities 
Monthly income 
Satisfaction with social activities 
Health status 
Number of medications 

 .27** 
.17* 
.21** 
 .28** 
 .18* 

.39 .37 19.14** 

Step 6 Participating in social activities 
Monthly income 
Satisfaction with social activities 
Health status 
Number of medications 
Religion (Christian) 

 .24** 
 .16* 
 .23** 
 .27* 
 .18** 
.15* 

.41 .39 17.24** 

Step 7 Participating in social activities 
Monthly income 
Satisfaction with social activities 
Health status 
Number of medications 
Religion (Christian) 
Satisfaction with family 
relationships 

 .23** 
 .13 
 .24** 
 .28** 
 .18* 
.15* 
 .14* 

.43  .40 15.79** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

Caregivers’ purpose in life. The results of the regression analysis for caregivers’ 

purpose in life are reported in Table 28. Elders’ health status entered the equation first, 

accounting for 14% of the variance in caregivers’ purpose in life. Secondly, participating 

in social activities added an additional 7% to the variance in caregivers’ purpose in life, 
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but was removed in the seven step of regression. After eight steps of step-wise regression 

analysis, health status, satisfaction with family relationships, education years, religion 

(Christian), satisfaction with social activities and medication together explained 36% of 

the variance in caregivers’ purpose in life. 

Caregivers’ depression. The results of the regression analysis for caregivers’ 

depression are reported in Table 29. Caregivers’ health status entered the equation first, 

accounting for 16% of the variance in caregivers’ depression, and secondly, satisfaction 

with social activities added an additional 8% to the variance in caregivers’ depression. 

After four steps of step-wise regression analysis, health status, satisfaction with social 

activities, days in bed and monthly income together explained 26% of the variance in 

caregivers’ depression.  

Caregivers’ satisfaction with life. The results of the regression analysis for 

caregivers’ satisfaction with life are reported in Table 30. Caregivers’ monthly income 

entered the equation first, accounting for 25% of the variance in caregivers’ satisfaction 

with life, and secondly, satisfaction with family relationships added an additional 7% to 

the variance in caregivers’ satisfaction with life. After four steps of step-wise regression 

analysis, monthly income, satisfaction with family relationships, satisfaction with the 

relationship with elder and number of medications together explained 36% of the 

variance in caregivers’ satisfaction with life. 
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TABLE 28. Regression Analysis Explaining Variance in Caregivers’ Purpose In Life (N 
= 157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 
Step 1 Health Status  .37** .14 .13 25.03** 
Step 2 Health Status 

Participating in Social activities 
 .33** 
 .27** 

.21 .20 20.69** 

Step 3 Health Status 
Participating in Social activities 
Satisfaction with family relationships 

 .33** 
 .25** 
.22** 

.26 .24 17.75** 

Step 4 Health Status 
Participating in Social activities 
Satisfaction with family relationships 
Education years 

 .32** 
 .29** 
.25** 
 .21** 

.30 .28 16.47** 

Step 5 Health Status 
Participating in Social activities 
Satisfaction with family relationships 
Education years 
Religion (Christian) 

 .31** 
 .20 
.24** 
 .17** 
 .17* 

.33 .30 14.66** 

Step 6 Health Status 
Participating in Social activities 
Satisfaction with family relationships 
Education years 
Religion (Christian) 
Satisfaction with social activities 

 .30** 
.12 
 .24** 
 .15* 
.19** 
.17* 

.35 .32 13.39** 

Step 7 Health Status 
Satisfaction with family relationships 
Education years 
Religion (Christian) 
Satisfaction with social activities 

 .31** 
.24** 
 .15* 
 .21** 
.22** 

.34 .32 15.37** 

Step 8 Health Status 
Satisfaction with family relationships 
Education years 
Religion (Christian) 
Satisfaction with social activities 
Number of medications 

 .37** 
.23** 
.14* 
 .22** 
.21** 
 .15* 

.36  .33 13.76** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
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TABLE 29. Regression Analysis Explaining Variance in Caregivers’ Depression (N = 
157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 

Step 1 Health status -.40** .16 .15 28.59** 
Step 2 Health status 

Satisfaction with social activities 
-.37** 
-.25** 

.22 .21 21.25** 

Step 3 Health status 
Satisfaction with social activities 
Days in bed 

-.33** 
-.27** 
 .15* 

.24 .23 15.91** 

Step 4 Health status 
Satisfaction with social activities 
Days in bed   
Monthly income 

-.28** 
-.22** 
 .15* 
 -.16* 

.26 .24 13.14** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

TABLE 30. Regression Analysis Explaining Variance in Caregivers’ Satisfaction With 
Life (N = 157) 
 Demographic Variables B R2 Adjusted 

R2 F 
Step 1 Monthly income  .50** .25 .25 52.05** 
Step 2 Monthly income 

Satisfaction with family relationships 
 .45** 
 .27** 

.32 .31 36.12** 

Step 3 Monthly income 
Satisfaction with family relationships 
Satisfaction with the relationship with 
elder 

 .36** 
 .24** 
 .22** 

.36 .35 28.50** 

Step 4 Monthly income 
Satisfaction with family relationships 
Satisfaction with the relationship with 
elder 
Number of medications 

 .37** 
 .23** 
 .23** 
 
 .14* 

.38 .36 23.06** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
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TABLE 31. Regression Analysis Explaining Variance in Caregivers’ Positive Affect (N = 
157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 
Step 1 Health status  .40** .16 .15 28.68** 
Step 2 Health status 

Satisfaction with the relationship with 
elder 

 .35** 
 .26** 

.22 .21 22.21** 

Step 3 Health status 
Satisfaction with the relationship with 
elder 
Satisfaction in Social activities 

 .33** 
 .22** 
 
 .22** 

.27 .25 18.68** 

Step 4 Health status 
Satisfaction with the relationship with 
elder 
Satisfaction in social activities 
Satisfaction with family relationships 

 .34** 
 .19** 
  
 .21** 
 .16* 

.29 .27 15.74** 

Step 5 Health status 
Satisfaction with the relationship with 
elder 
Satisfaction in social activities 
Satisfaction with family relationships 
Gender 

 .31** 
 .18* 
 
 .22** 
 .18** 
-.16* 

.32 .30 14.09** 

Step 6 Health status 
Satisfaction with the relationship with 
elder 
Satisfaction in social activities 
Satisfaction with family relationships 
Gender 
Number of medications 

 .37** 
 .19** 
 
 .21** 
 .17* 
-.16* 
 .15* 

.34  .31 12.66** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
 

TABLE 32. Regression Analysis Explaining Variance in Caregivers’ Negative Affect (N 
= 157) 
 
 Demographic Variables B R2 Adjusted 

R2 F 
Step 1 Health status -.31** .10 .09 16.96** 
Step 2 Health status 

Satisfaction with family relationships 
-.31** 
-.25** 

.16 .15 14.80** 

Step 3 Health status 
Satisfaction with family relationships 
House status 

-.33** 
-.29** 
 .17* 

.19 .17 11.97** 

**, Correlation is significant at the 0.01 level (2-tailed).  *, significant at the 0.05 level  
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Caregivers’ positive affect. The results of the regression analysis for caregivers’ 

positive affect are reported in Table 31. Caregivers’ health status entered the equation 

first, accounting for 16% of the variance in caregivers’ positive affect, and secondly, 

satisfaction with the relationship with elder added an additional 6% to the variance in 

caregivers’ positive affect. After six steps of step-wise regression analysis, health status, 

satisfaction with the relationship with elder, satisfaction in social activities, satisfaction 

with family relationships, gender and number of medications together explained 34% of 

the variance in caregivers’ positive affect. 

Caregivers’ negative affect. The results of the regression analysis for caregivers’ 

negative affect are reported in Table 32. Caregivers’ health status entered the equation 

first, accounting for 10% of the variance in caregivers’ negative affect, and secondly, 

satisfaction with family relationships added an additional 6% to the variance in 

caregivers’ negative affect. After three steps of step-wise regression analysis, health 

status, satisfaction with family relationships and housing status together explained 19% 

of the variance in caregivers’ negative affect. 

Summary of Caregivers’ Regression Analyses 

The regression analysis indicated that the most significant predictor of caregivers’ 

spiritual perspective was religion (Christian), followed by gender, participating in social 

activities, age and years of education. The most significant predictor of caregivers’ self-

transcendence was participating in social activities, followed by monthly income, 

satisfaction with social activities, health status, medications, religion (Christian) and 

satisfaction with family relationships. The most significant predictor of caregivers’ 
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purpose in life was health status, followed by participating in social activities, satisfaction 

with family relationships, education years, religion (Christian), satisfaction with social 

activities and medication.  Overall, significant predictors of caregivers’ spirituality were 

religion, participating in social activities, satisfaction with social activities, satisfaction 

with family relationship and relationship with the elder. 

The regression analysis indicated that the most significant predictor of caregivers’ 

depression was health status, followed by satisfaction with social activities, days in bed 

and monthly income. The most significant predictor of caregivers’ satisfaction with life 

was satisfaction with monthly income, followed by satisfaction with family relationships, 

satisfaction with the relationship with elder and number of medications. The most 

significant predictor of caregivers’ positive affect was health status, followed by 

satisfaction with the relationship with elder, satisfaction in social activities, satisfaction 

with family relationships, gender and number of medications. The most significant 

predictor of caregivers’ negative affect was health status, followed by satisfaction with 

family relationships and housing status. Thus, significant predictors of caregivers’ well-

being were health status, satisfaction with family relationships and relationship with 

elder, satisfaction with social activity and economic status. 

Results of Research Question Two 

Question Two. What is the degree of correlation between Korean elders’ and 

family caregivers’ spirituality (spiritual perspective, self-transcendence and purpose in 

life)? 
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The questions whether there would be a correlation between elders’ spirituality 

and the family caregivers’ spirituality was examined using the standard Pearson 

correlation coefficient. In this study, since the members of the dyads were distinguishable 

(i.e. elder-caregiver couples), rather than using the Intra-Class Correlation (ICC) 

coefficient, the standard Pearson correlation coefficient was used to examine non-

independence which assumed that the scores of the two persons were likely to be 

correlated in two-person relationships (Kenny, 1996a). This question addressed the first 

step in applying Kim’s (2006) Spiritual Interdependence Model to test theoretical ideas 

about relationships between elders’ and caregivers’ spirituality. The relationship labeled 

‘a’ was tested in this research question (See Figure 1, p. 23). 

Table 33 presents all the Pearson correlation coefficients of spirituality between 

elders and their family caregivers. Elders’ spiritual perspectives were significantly related 

to caregivers’ spiritual perspectives (r = .45, p<.01). Elders’ self-transcendence 

significantly correlated with caregivers’ self-transcendence (r = .27, p<.01). Elders’ 

purpose in life significantly correlated with caregivers’ purpose in life (r = .41, p<.01). 

Findings indicated there were moderate and significant correlations of spiritual 

perspectives and purpose in life between Korean elders and family caregivers. Also, there 

was a low and significant correlation of self-transcendence between Korean elders and 

family caregivers. 
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TABLE 33. Correlations of Spirituality Between Elders and Family Caregivers (N = 157) 
 

 Caregivers’ SPS Caregivers’ STS Caregivers’ PIL 
Elders’ SPS .45**   
Elders’ STS  .27**  
Elders’ PIL    .41** 

Note: spiritual perspective (SPS), self-transcendence (STS), purpose in life (PIL). 
**, Correlation is significant at the 0.01 level (2-tailed).  
 

Results of Research Question Three 

Question Three. What is the degree of correlation between Korean elders’ and 

family caregivers’ well-being (depression, life satisfaction and positive and negative 

affect)? 

The question whether there would be a correlation between elders’ well-being and 

the family caregivers’ well-being was examined using the standard Pearson correlation 

coefficients. This question addressed the second step in applying Kim’s (2006) Spiritual 

Interdependence Model to test theoretical ideas about relationships between elders’ and 

caregivers’ well-being. See the model in Figure 1. The relationship labeled ‘b’ was tested 

in this research question. Table 34 presents all the Pearson correlations coefficients of 

well-being between elders and family caregivers. Elders’ depression significantly 

correlated with caregivers’ depression (r = .28, p<.001). Elders’ satisfaction with life 

significantly correlated with caregivers’ satisfaction with life (r = .46, p<.001). Elders’ 

positive affect significantly correlated with caregivers’ positive affect (r = .28, p<.001). 

Elders’ negative affect significantly correlated with caregivers’ negative affect (r = .28, 

p<.001). 
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TABLE 34. Correlations of Well-Being Between Elders and Family Caregivers (N = 
157) 
 

 Caregivers’ 
CES-D 

Caregivers’ 
SWLS 

Caregivers’ 
PAS 

Caregivers’ 
NAS 

Elders’ CES-D .28**    
Elders’ SWLS  .46**   
Elders’ PAS   .28**  
Elders’ NAS    .24** 

Note: depression (CES-D), satisfaction with life (SWLS), positive affect (PAS) and 
negative affect (NAS).   
**, Correlation is significant at the 0.01 level (2-tailed). 
 

Results of Research Questions Four and Five 

Question Four. Are there actor effects? Does the elder’s spirituality predict the 

well-being of the elder? Does a caregiver’s spirituality predict the well-being of the 

caregiver? 

Question Five. Are there partner effects? Does the caregiver’s spirituality predict 

their partner’s (elder’s) well-being? Does the elder’s spirituality predict their partner’s 

(caregiver’s) well-being? 

Questions four and five regarding actor effects and partner effects were tested 

using the Actor-Partner-Interdependence Model (APIM: Kashy & Kenny, 2000; Kenny, 

1996) to measure the relationship of family spiritual interdependence to well-being. In 

this study, the actor effect measured how much the elder’s or caregiver’s spirituality 

affected the well-being within the same person. The partner effects examined how much 

the elder’s or caregiver’s spirituality affected their partner’s well-being. Four models of 

actor and partner effects of spirituality on well-being were examined using three 

spirituality indicators (spiritual perspective, self-transcendence and purpose in life) and 
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four well-being indicators (depression, life satisfaction and positive and negative affect) 

separately. 

Actor and Partner Effects on Depression 

The estimates for actor and partner effects on three spiritual dimensions of 

depression as well as the effects on role and interaction are presented in Table 35. 

There was a significant role effect on depression (b =-1.14, p<.05). It indicated 

that Korean elders experienced more depressive symptoms than caregivers did because 

the role was coded as -1 = elders and +1= caregivers. 

 

TABLE 35. Actor and Partner Effects of Spirituality on Depression Using APIM (N = 
157) 
 

 -2 Log likelihood            1143.6 
 b t p 

Role -1.14* -1.98 0.0496* 
Spiritual Perspective Scale (SPS)    

Actor effects -0.06 -0.84 0.40 
Partner effects 0.02 0.22 0.83 

Role* Actor effect 0.08 0.91 0.36 
Role* Partner effect -0.16 -1.91 0.06 

Self-Transcendence Scale (STS)    
Actor effects 1.53*** 6.54 <.0001*** 

Partner effects 1.18*** 5.02 <.0001*** 
Role* Actor effect -0.11 -0.38 0.71 

Role* Partner effect 0.91** 2.99 0.0031** 
Purpose In Life (PIL)    

Actor effects -0.05*** -8.33 <.0001*** 
Partner effects -0.001 -0.27 0.79 

Role* Actor effect -0.001 -0.15 0.88 
Role* Partner effect -0.007 -1.02 0.31 

*, Significant at the 0.05 level, **, 0.01 level, ***, 0.001 level (2-tailed). 
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Spiritual perspective did not have a significant actor or partner effect on 

depression. Also, there was no interaction between role and spiritual perspective in 

effects on depression. Self-transcendence had a significant actor effect (b =1.53, p<.0001) 

and partner effect (b =1.18, p<.0001) on depression. In terms of the actor effect, this 

means that by holding the other predictor variables constant, with each one point increase 

in a person’s self-transcendence, the person’s depression increased by 1.53 point. For the 

partner effect, for each one point of increase in a person’s partner’s self-transcendence, 

their depression increased by 1.18 point. Also, there was significant interaction between 

partner effect and role (b =1.18, p<.0001), indicating that the partner effect of self-

transcendence was stronger for caregivers than for elders. 

Purpose In life exhibited significant actor effect (b =-0.05, p<.001), but not 

partner effect, indicating that by holding the other predictor variables constant, with each 

one point increase in a person’s purpose in life, the person’s depression decreased by 0.05 

point. In other words, the PIL of elders and caregivers related to the depression of the 

same type of person and there was no effect of the PIL of elders relating to depression in 

caregivers or the PIL of caregivers related to depression in elders. The partial intra-class 

correlation coefficient for this model was 0.43, indicating that depression scores for the 

two members of each dyad were moderately related. 

Actor and Partner Effects on Satisfaction With Life 

The estimates for actor and partner effects on three spiritual dimensions of 

satisfaction with life as well as the effects on role and interaction are presented in Table 
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36. There was no significant effect of role on satisfaction with life, indicating that there 

was no difference of satisfaction with life between Korean elders and caregivers. 

Spiritual Perspective did not have a significant actor or partner effect on 

satisfaction with life, nor interaction with role. Self-transcendence had only a significant 

actor effect (b =1.14, p<.05), but not a partner effect, indicating that by holding the other 

predictor variables constant, with each one point increase in a person’s self-

transcendence, the same person’s satisfaction with life increased by 1.14 point. Purpose 

in life also exhibited a significant actor effect (b =0.11, p<.0001), but not a partner effect, 

indicating that by holding the other predictor variables constant, with each one point 

increase in a person’s purpose in life, the person’s satisfaction with life increased by 0.11 

point. 

TABLE 36. Actor and Partner Effects of Spirituality on Satisfaction With Life Using 
APIM (N = 157) 
 

 -2 Log likelihood            1629.8 
 b t p 

Role 0.03 0.02 0.98 
Spiritual Perspective Scale (SPS)    

Actor effects -0.01 -0.07 0.94 
Partner effects -0.04 -0.25 0.80 

Role* Actor effect  0.03 0.16 0.87 
Role* Partner effect -0.02 -0.10 0.92 

Self-Transcendence Scale (STS)    
Actor effects 1.14* 2.15 0.0324* 

Partner effects 0.29 0.55 0.58 
Role* Actor effect 0.60 0.92 0.36 

Role* Partner effect 0.65 0.99 0.32 
Purpose In Life (PIL)    

Actor effects 0.11*** 7.69 <.0001*** 
Partner effects 0.008 0.62 0.54 

Role* Actor effect -0.02 -1.15 0.25 
Role* Partner effect -0.02 -1.26 0.21 

* (Significant at the 0.05 level), ** (0.01 level), *** (0.001 level) (2-tailed). 
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The partial intra-class correlation coefficient for this model was 0.33, indicating 

that satisfaction with life scores for the two members of each dyad were moderately 

related. 

Actor and Partner Effects on Positive Affect 

The estimates for actor and partner effects on three spiritual dimensions of 

positive affect as well as the effects on role and interaction are presented in Table 37. 

TABLE 37. Actor and Partner Effects of Spirituality on Positive Affect Using APIM (N 
= 157) 
 

 -2 Log likelihood            1809.4 
 b t p 

Role 0.02 0.01 0.99 
Spiritual Perspective Scale (SPS)    

Actor effects -0.62** -2.83 0.0050** 
Partner effects -0.08 -0.36 0.72 

Role* Actor effect 0.10 0.41 0.68 
Role* Partner effect 0.10 0.40 0.69 

Self-Transcendence Scale (STS)    
Actor effects 4.00*** 5.50 <.0001*** 

Partner effects 1.98** 2.73 0.0068** 
Role* Actor effect 0.64 0.75 0.45 

Role* Partner effect 0.52 0.61 0.54 
Purpose In Life (PIL)    

Actor effects 0.19*** 10.14 <.0001*** 
Partner effects -0.007 -0.41 0.68 

Role* Actor effect -0.03 -1.27 0.21 
Role* Partner effect -0.02 -1.04 0.30 

*, Correlation is significant at the 0.05 level (2-tailed).  
**, Correlation is significant at the 0.01 level (2-tailed).  
***, Correlation is significant at the 0.001 level (2-tailed). 
 

There was no effect of role on positive affect.  Spiritual perspective exhibited 

only a significant actor effect (b =-0.62, p<.001), but not a partner effect on positive 

affect, indicating that by holding the other predictor variables constant, for each one point 



 
 
 

148

increase in a person’s spiritual perspectives, the same person’s positive affect decreased 

by 0.62 point. 

Self-Transcendence had a significant actor effect (b =4.00, p<.0001) and 

partner effect (b =1.98, p<.001) on positive affect, indicating that by holding the other 

predictor variables constant, with each one point increase in a person’s self-

transcendence, a person’s positive affect increased by 4.00 point and for each one point 

of increase in a person’s partner’s self-transcendence, a person’s positive affect increased 

by 1.98 point. 

Purpose In life exhibited only a significant actor effect (b =0.19, p<.001), but 

not a partner effect, indicating that by holding the other predictor variables constant, with 

each one point increase in a person’s purpose in life, a person’s positive affect increased 

by 0.19 point. The partial intra-class correlation coefficient for this model was 0.19, 

showing that the positive affect’s scores for the two members of each dyad correlated. 

Actor and Partner Effects on Negative Affect 

The estimates for actor and partner effects on three spiritual dimensions of 

negative affect as well as the effects on role and interaction are presented in Table 38. 

There was no effect of role on negative affect. Spiritual Perspective did not have a 

significant actor or partner effect on negative affect nor interaction with role. 

Self-Transcendence had a significant actor effect (b =0.97, p<.0001) and 

partner effect (b =0.65, p<.0001) on negative affect, indicating that by holding the other 

predictor variables constant, with each one point increase in a person’s self-

transcendence, that same person’s negative affect increased by 0.97 point; and for each 
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one point of increase in a person’s partner’s self-transcendence, a person’s negative affect 

increased by 0.65 point. 

Purpose In life (b =-0.03, p<.001) exhibited only a significant actor effect, but 

not a partner effect, indicating that by holding the other predictor variables constant, with 

each one point increase in a person’s purpose in life, that person’s negative affect 

decreased by 0.03 point. The partial intra-class correlation coefficient for this model was 

0.46, showing that negative affect’s scores for the two members of each dyad moderately 

correlated. 

 

TABLE 38. Actor and Partner Effects of Spirituality on Negative Affect Using APIM (N 
= 157) 
 

 -2 Log likelihood            799.2 
 b t P 

Role -0.38 -0.18 0.24 
Spiritual Perspective Scale (SPS)    

Actor effects -0.005 -0.12 0.90 
Partner effects -0.06 -1.46 0.15 

Role* Actor effect 0.05 1.11 0.27 
Role* Partner effect -0.07 -1.46 0.15 

Self-Transcendence Scale (STS)    
Actor effects 0.97*** 7.36 <.0001*** 

Partner effects 0.65*** 4.88 <.0001*** 
Role* Actor effect 0.02 0.12 0.91 

Role* Partner effect 0.33 1.91 0.06 
Purpose In Life (PIL)    

Actor effects -0.03*** -7.37 <.0001*** 
Partner effects 0.001 0.52 0.61 

Role* Actor effect -0.006 -1.37 0.17 
Role* Partner effect -0.0006 -0.15 0.88 

*, Correlation is significant at the 0.05 level (2-tailed).  
**, Correlation is significant at the 0.01 level (2-tailed).  
***, Correlation is significant at the 0.001 level (2-tailed). 
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Summary of Findings on Research Questions 

The pattern of bivariate correlations was similar in both the elder and caregiver 

groups. Several variables regarding family and social interactions related significantly to 

spirituality and well-being. These variables were: emotional closeness, satisfaction with 

the caregiver relationship, satisfaction with family relationships and social activity. In 

addition, three demographic variables, subjective health status, years of education and 

comfort with income were positively related to higher spirituality and well-being. 

The results indicated that there were correlations between elders’ and caregivers’ 

spirituality and between elders’ and caregivers’ well-being. Elders’ spirituality 

significantly and moderately related with caregivers’ spirituality, and caregivers’ well-

being significantly and moderately related with elders’ well-being. 

The results of testing actor and partner effects with elder-caregiver dyad data 

found that there were several significant actor effects. First, there was a significant actor 

effect from spiritual perspective to positive affect; elders’ spiritual perspective 

significantly and negatively influenced their own positive affect and caregivers’ spiritual 

perspective also significantly and negatively influenced their own positive affect. There 

was a significant actor effect from self-transcendence to depression and negative affect; 

elders’ self-transcendence significantly and positively predicted their own depression and 

negative affect and caregivers’ self-transcendence also significantly and positively 

predicted their own depression and negative affect. In addition, self-transcendence had 

significant actor effects to satisfaction with life and positive affect: elders’ and 

caregivers’ self-transcendence significantly and positively predicted their satisfaction 
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with life and positive affect. Purpose in life also had a significant actor effect on 

depression and negative affect; elders’ and caregivers’ purpose in life significantly and 

negatively influenced their own depression and negative affect. Purpose in life had a 

significant actor effect on satisfaction with life and positive affect; elders’ and caregivers’ 

purpose in life significantly and positively influenced their own satisfaction with life and 

positive affect. 

There was a significant partner effect from self-transcendence to their partners’ 

depression; elders’ self-transcendence significantly and positively predicted their 

partners’ depression and caregivers’ self-transcendence also significantly and positively 

predicted their partners’ depression. Also, there was a significant partner effect from self-

transcendence to their partners’ positive affective and negative affect; elder’s self-

transcendence significantly and positively influenced their partner’s positive and negative 

affect and caregiver’s self-transcendence significantly and positively influenced their 

partner’s positive and negative affect. There were no significant partner effects for the 

other spirituality variables (spiritual perspective and purpose in life) on well-being. 
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CHAPTER FIVE: DISCUSSION 

This last chapter presents a discussion of the research results for each question 

within the context of the theoretical framework and research literature. The conclusions 

are provided in reference to each research question. Implications for theory development, 

implications for future nursing research and nursing practice are also addressed, as well 

as the limitations of the study. Study limitations, clinical implications, proposed changes 

to the conceptual model and suggestions for future research are also provided. 

Research Question One 

What is the relationship of the demographic variables to spirituality and well-

being of Korean elders and caregivers? 

The pattern of bivariate correlations was similar in both the elder and caregiver 

groups. Several variables regarding family and social interactions related significantly to 

spirituality and well-being. These variables were: emotional closeness, satisfaction with 

the caregiver relationship, satisfaction with family relationships and social activity. In 

addition, three demographic variables, subjective health status, years of education and 

comfort with income were positively related to higher spirituality and well-being. When 

multiple regression was used to determine which of these independent variables along 

with a few others best explained the variance in the spirituality scores and the variance in 

the well-being scores, certain variables were no longer significant while others remained 

significant. 
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Korean Elders’ Demographic Variables That Best Related to Spirituality 

The most significant correlate of elders’ spiritual perspective was religion 

(Christian), followed by satisfaction with family relationships, gender, number of 

children, satisfaction with the relationship with caregiver and health status. The most 

significant correlate of elders’ self-transcendence was satisfaction with family 

relationships, followed by participation in social activities, education years and religion 

(Christian). The most significant correlate of elders’ purpose in life was years of 

education, followed by satisfaction with monthly income, satisfaction with family 

relationships, health status and religion (Christian). 

Religion (Christian) was a significant factor in Korean elders’ spirituality, 

entering all three equations on spirituality (spiritual perspective, self-transcendence and 

purpose in life). Korean elders, the majority of whom were Christian in this sample, may 

have been more likely to have higher levels of spirituality, particularly as measured by 

the SPS, which may reflect more Judeo-Christian views than nontheistic spiritual views. 

This finding is consistent with previous research by Jang and Kim (2003) who used 

spiritual well-being scales (Paloutzian and Ellison, 1982) to measure spirituality and 

found that spiritual well-being was positively related to elders who had religious beliefs, 

were practicing Protestants or Catholics and participated in religious services. Although a 

few studies examined the relationship between religion and spirituality because 

spirituality and religiosity are used interchangeably, existing studies suggest that religion, 

especially Protestant or Catholic, is significantly related to spirituality in Korean elders. 
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Also, the results of this study indicated that satisfaction with family relationships, 

instead of frequent contact with family members, was a significant factor related to 

Korean elders’ spirituality (spiritual perspective, self-transcendence and purpose in life). 

Korean elders who had higher levels of satisfaction with family relationships and 

emotional closeness with caregivers were more likely to have higher levels of spiritual 

perspective, self-transcendence and purpose in life. This is consistent with research by 

Lee (2002), who found that there was a positive correlation between spiritual well-being 

and family support among Korean elders. This study’s findings, then, support the positive 

relationship between the satisfaction with family relationships and spirituality found in 

previous research. It should be noted, however, that the direction of these relationships is 

not known. Whether spirituality influences family relationships or strong family 

relationships influences greater spirituality not known. At this point, it can only be said 

that the variables significantly correlate. 

Health status was a significant correlate in Korean elders’ spirituality (spiritual 

perspective and purpose in life). Given past research on American elders that indicates 

that spiritual variables related positively to positive health experiences (Fry, 2000; 

Koenig et al., 2004), it is likely that this same relationship is occurring among Korean 

elders. Korean elders who had higher levels of spiritual perspective and purpose in life 

were more likely to have higher levels of health status. There is no study to identify that 

spirituality is a significant factor of health in Korean elders, although there is 

considerable research that supports this relationship among American elders (Fry, 2000; 
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Koenig et al., 2004). Thus, further research into this relationship is needed among Korean 

elders. 

Korean Elders’ Demographic Variables That Best Related to Well-Being 

The most significant correlate of elders’ depression was satisfaction with monthly 

income, followed by health status, identifying caregiver as spouse, religion (Christian) 

and satisfaction with relationships with caregiver. The most significant correlate of 

elders’ satisfaction with life was satisfaction with monthly income, followed by 

satisfaction with family relationships and participating in social activities. The most 

significant correlate of elders’ positive affect was years of education, followed by health 

status, satisfaction with family relationships, participating in social activities and gender. 

The most significant correlate of elders’ negative affect was health status, followed by 

monthly income and identifying the caregiver as spouse. 

Korean elders who felt comfortable with family monthly income were more likely 

to have higher levels of satisfaction with life and lower levels of depression and negative 

affect. This finding that elders’ economic status was a significant factor in Korean elders’ 

well-being is consistent with previous research. Jang (2001) found that monthly income, 

amount of available money for current use and sources of money were positively related 

to Korean elders’ well-being. 

Health status was another significant factor in Korean elders’ well-being 

(depression, positive affect and negative affect). Korean elders who had higher levels of 

health status were more likely to have higher levels of positive affect and lower levels of 

depression and negative affect. This finding is consistent with previous research on 
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Korean elders’ and non-Korean elders’ well-being. Moon (2001) found that there was a 

significant positive correlation between instrumental activities of daily living (IADL) and 

quality of life. Jang (2001) found that health status was positively related to Korean 

elders’ well-being. Kunzmann et al. (2000) found that the more people were confronted 

with functional health limitations, the more likely they had low positive affect. Overall, 

these results support that there are positive relationships between health status and 

Korean elders’ well-being. 

Korean elders who identified their caregiver as a spouse and had higher levels of 

satisfaction with family relationship and the relationship with caregiver were more likely 

to have higher levels of satisfaction with life and positive affect and lower levels of 

depression and negative affect. This finding is consistent with previous research on the 

relationship between Korean elder’s well-being and family support. Jeon (2004) findings 

indicated that elders who provided and received more family support, especially from a 

child and spouse, had higher levels of life satisfaction and positive affect. Research by 

Choi (2001) indicated relationships with children and spouse were the most important 

factors of quality of life and Korean elders reported that their main purpose in life was 

family’s, children’s and spouse’ happiness. Choi (2005)’s findings reported that the 

quality of life was significantly correlated with family support. In addition, these findings 

are consistent with other previous research on non-Korean elders’ well-being. Fernandez-

Ballesteros (2002) reported having “good relationships with family and friends” was the 

most important component of the quality of life of elders in Spain. Thus, evidence 
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suggests overall that satisfaction with family relationship continues to play an important 

role in the well-being of elders in some cultures. 

Participating in social activities was a significant factor in Korean elders’ well-

being (satisfaction with life and positive affect). Korean elders who had ‘often’ 

participated in social activities were more likely to have higher levels of satisfaction with 

life and positive affect. This finding is consistent with previous research on the 

relationship between social activity and well-being in Korean elders. Research by Lee 

(2004) indicated that elders who participated in leisure sports had higher levels of 

satisfaction with life than those who did not. Park’s (2002) findings suggested elders who 

had higher leisure resources and leisure satisfaction had higher levels of quality of life. 

Joo and Park (2001) found that elders who participated in dance sports had lower levels 

of depression and higher levels of quality of life. In addition, research by Kim and Choi 

(2001) indicated that an elder’s social activity increased well-being. Previous research on 

non-Korean elders’ well-being is consistent with these findings. Sparks et al. (2004) 

found that the best predictor of life satisfaction was social interaction. Greenfield and 

Marks (2004) reported that formal volunteering predicted positive well-being in elders. 

Overall, the findings suggest that elders who often participated in social activity had 

higher levels of well-being. 

In summary, the significant demographic and health-related factors found in this 

study were similar to those found in other studies on spirituality and well-being. Results 

of Korean elders indicated that significant correlates of elders’ spirituality were religion, 

family relationship and health status and significant correlates of elders’ well-being were 



 
 
 

158

economic status, health status, satisfaction with family relationships and participation in 

social activities. 

Caregivers’ Demographic Variables That Best Related to Spirituality 

The most significant correlate of caregivers’ spiritual perspective was religion 

(Christian), followed by gender, participating in social activities, age and years of 

education. The most significant correlate of caregivers’ self-transcendence was 

participating in social activities, followed by monthly income, satisfaction with social 

activities, health status, medications, religion (Christian) and satisfaction with family 

relationships. The most significant correlate of caregivers’ purpose in life was health 

status, followed by participating in social activities, satisfaction with family relationships, 

education years, religion (Christian), satisfaction with social activities and medication. 

Religion was a significant factor in caregivers’ spirituality, entering all three 

equations on spirituality (spiritual perspective, self-transcendence and purpose in life). 

Caregivers who were Christian were more likely to have higher levels of spiritual 

perspective, self-transcendence and purpose in life. The relationship between spiritual 

perspective and Christian religion was expected, since the majority of the sample was 

Christian and the SPS likely reflects some bias toward Judeo-Christian religion. Tests of 

construct validity consistently indicate that SPS scores are higher among respondents 

who express some religious beliefs. Few studies examined the relationship between 

religion and spirituality among elders’ caregivers because spirituality and religiosity are 

used interchangeably. Thus, future study needs to clarify the relationship between 

religion and spirituality among elders’ caregivers. 
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Social activity was a significant factor in caregivers’ spirituality. Caregivers who 

often participated in social activities and were satisfied with social activities were more 

likely to have higher levels of spiritual perspective, self-transcendence and purpose in 

life. However, no study addressed the relationship between social activity and caregivers’ 

spirituality. Thus, further study is needed with Korean caregivers. In the USA, 

caregivers’s spiritual participation may be a form of social activity that is important to 

caregivers. Participation in religious groups provides various opportunities for socializing 

with others and for receiving social support from others (Arcuray, Quandt & Bell, 2001; 

Treloar, 2002; Hihtikka et al, 2000). 

Satisfaction with family relationships and satisfaction with relationships with 

elders were significant correlates in caregivers’ spirituality. Caregivers who had higher 

levels of satisfaction with family relationships and with the relationship with elder were 

more likely to have higher levels of spiritual perspective, self-transcendence and purpose 

in life. This finding is consistent with previous research by Chang et al. (1998) who 

found that caregivers who used religious or spiritual beliefs to cope with caregiving 

distress had a better relationship with elders, which was associated with low levels of 

depression. These findings suggest, although causality cannot be assumed, that caregiver 

spirituality may facilitate caregiver satisfaction with family relationships, especially 

relationship with the elder in a caregiving relationship. 

Caregivers’ Demographic Variables That Best Related to Well-Being 

The most significant correlate of caregivers’ depression was health status, 

followed by satisfaction with social activities, days in bed and monthly income. The most 
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significant correlate of caregivers’ satisfaction with life was satisfaction with monthly 

income, followed by satisfaction with family relationships, satisfaction with the 

relationship with the elder and number of medications. The most significant correlate of 

caregivers’ positive affect was health status, followed by satisfaction with the relationship 

with elder, satisfaction in social activities, satisfaction with family relationships, gender 

and number of medications. The most significant correlate of caregivers’ negative affect 

was health status, followed by satisfaction with family relationships and housing status. 

Health status was a significant factor in caregivers’ well-being (depression, 

satisfaction with life, positive affect and negative affect). Korean elders’ caregivers who 

had higher levels of health status, spent fewer days in bed and took fewer medications 

were more likely to have higher levels of satisfaction with life and positive affect and 

lower levels of depression and negative affect. This finding is consistent with previous 

research by Kim and Lee (2003) who found that poor physical health in Korean elders’ 

caregivers predicted caregivers’ depression. Overall, these results support that there is a 

positive relationship between health status and caregivers’ well-being. 

Satisfaction with family relationships and the relationship with the elder were 

significant factors in caregivers’ well-being (satisfaction with life and positive and 

negative affect). Korean elders’ caregivers who had higher levels of satisfaction with 

family relationships and the relationship with the elder were more likely to have higher 

levels of satisfaction with life and positive affect and lower levels of negative affect. This 

finding is consistent with previous research on the relationship between caregivers’ well-

being and satisfaction of family relationships among Korean elders’ caregivers and non-
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Korean caregivers. Chang et al. (1998) found caregivers’ higher satisfaction with 

relationships with elders was associated with low levels of depression. Miura, Arai and 

Yamasaki’s (2005) findings suggested that among impaired elders’ family caregivers in 

Japan, satisfaction with family communication was negatively related to caregiver’s 

burden which was significantly associated with mental health. Hughes et al. (1999) found 

that poor family relationships, especially spouse relationships were associated with poor 

quality of life in caregivers of veterans. Thus, this evidence suggests overall that 

satisfaction with family relationships continues to play an important role in caregivers’ 

well-being. 

Satisfaction in social activities was significantly associated with caregiver’s well-

being (depression and positive affect). Korean elders’ caregivers who had higher levels of 

satisfaction with social activities were more likely to have higher levels of positive affect 

and lower levels of depression. No study has examined the relationship between social 

activities and caregivers’ well-being. However, Beeson (2003) reported that higher levels 

of loneliness significantly predicted caregiver’s depression. Research by Yamanoto-

Mitani et al. (2003) suggested that social support greatly affected the positive appraisal of 

care (relationship satisfaction, consequential gain, role confidence and normative 

fulfillment) among Japanese elders’ family caregivers. These findings suggest that social 

activities may predict caregivers’ well-being. 

Economic status was a significant factor in caregivers’ well-being (depression, 

satisfaction with life and negative affect). Elders’ caregivers who were satisfied with 

family monthly income and had their own house were more likely to have higher levels 
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of satisfaction with life and lower levels of depression and negative affect. This finding is 

consistent with previous research by Kim and Lee (2003) who reported that lower family 

incomes positively predicted caregivers’ depression and poor physical health of 

caregivers. Hughes et al. (1999) found that low income was associated with poor quality 

of life in veterans’ caregivers. Thus, findings suggest that economic status is an important 

factor in Korean elders’ well-being. 

In summary, significant correlates of caregivers’ spirituality were religion, 

participating in social activity, satisfaction with social activity, satisfaction with family 

relationship and relationship with elder. Significant correlates of caregivers’ well-being 

were health status, satisfaction with family relationship and relationship with elder, 

satisfaction with social activity and economic status. However, future study may be 

needed to formulate these relationships into a theory. 

Summary 

Most significant correlates of Korean elders’ spirituality were very similar with 

those of the caregivers. The most significant correlate of Korean elders’ and caregivers’ 

spirituality was religion (Christian) and satisfaction with family relationships. The most 

notable differences between elder and caregiver correlates of spirituality were that elder’s 

spirituality related significantly to health status whereas in the caregiver group, social 

activities were correlates of their spirituality. 

The significant correlates of Korean elders’ well-being were very similar to their 

caregivers. The significant correlates of Korean elders’ and caregivers’ well-being were 

health status, family relationship, social activity and economic status. Thus, well-being 
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may be influenced by many dimensions in life, including physical and social factors, 

family and economic factors. 

Research Question Two 

What is the degree of correlation between Korean older adults’ and family 

caregivers’ spirituality (spiritual perspective, self-transcendence and purpose in life)? 

In this study, correlations between older adults’ spirituality and the family 

caregivers’ spirituality indicated that three specific indicators of spirituality were found to 

relate significantly between elders and caregivers: spiritual perspective, purpose in life 

and self-transcendence. Spiritual perspective and purpose in life were found to relate 

between elders and caregivers with the greatest magnitude and most significantly. 

No study examined the correlation of spirituality (spiritual perspective, self-

transcendence and purpose in life) between Korean elders and family caregivers. 

However, Watson’s Human Science and Human Caring Theory emphasized the spiritual 

connectedness between care recipients and caregivers in a transpersonal caring 

relationship which extends self-transcendence, searches for meaning and purpose in their 

existence, suffering and disharmony and potentiates self-healing (Bernick, 2004; Martsolf 

& Mickley, 1998; Walker, 1996). Forbes (1994) suggested that there may be a spiritual 

bonding between caregiver and care receiver, possibly leading to better caregiving 

outcomes, when studying spirituality in caregivers and care receivers. Thus, the finding 

of this research question contributed new knowledge about the similarity of spirituality 

between elders and family caregivers. 
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Research Question Three 

What is the degree of correlation between Korean older adults and family 

caregiver well-being (depression, life satisfaction and positive and negative affect)? 

In this study, the correlations between older adults’ well-being and the family 

caregivers’ well-being using four indicators of well-being indicated there was a moderate 

relationship to life satisfaction between Korean elders and family caregivers. There was a 

low and significant relationship on depression and positive and negative affect between 

Korean elders and family caregivers. 

There has been a paucity of studies exploring the correlation of well-being 

between Korean elders and caregivers. Only Ryff (1995) found in a qualitative study that 

the well-being of others (e.g., their children) played a crucial role in determining the 

well-being of Koreans. Sewitch et al. (2004) examined the relationship between 

depression among medically ill, frail elders and family caregiver’s quality of life and 

health status and found that caregivers’ poor quality of life and mental health were 

associated with elders’ depression. However, the finding, in this study, is not consistent 

with research by Zarit, Sayer and Whitlatch (2002) who found no significant association 

between elder’s well-being (depression, health and relationship strain) and caregiver’s 

well-being (depression, health, activity restriction and relationship strain). 

Nevertheless, previous research on other populations supported the similarity 

between family couples on well-being factors. Research of older married couples by 

Townsend et al. (2001) suggested that there was a correlation between husbands’ and 

wives’ depressive symptoms. Bookwala and Schulz’s (1996) findings reported the well-
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being of one spouse significantly correlated with the well-being of the other spouse using 

multiple indicators of well-being such as perceived health, depressive symptoms, feelings 

about life as a whole and satisfaction with life’s meaning and purpose. Research by 

Tower and Kasl (1995) indicated that depressive symptoms in one spouse had a 

significant impact on depressive symptoms in the other spouse among older couples. 

However, closeness between spouses moderated the effect of emotional transmission for 

both husbands and wives; this suggests that one spouse’s depressive symptoms were 

more strongly associated with those of the other in couples who were mutually close than 

in couples in which only one spouse felt close to the other or in which neither spouse felt 

close. Thus, there continues to be evidence to support a theoretical link between elder’s 

well-being and caregiver’s well-being in elder-caregiver dyads as well as in older 

couples. 

Research Question Four 

Are there actor effects such that the elder’s spirituality predict the elder’s well-

being and does a caregiver’s spirituality predict the well-being of the caregiver? 

The actor effects of spirituality (spiritual perspective, self-transcendence and 

purpose in life) on well-being (depression, life satisfaction and positive and negative 

affect) between Korean elders and their partners (family caregivers) using the APIM 

model were examined. Results indicated that there were several significant actor effects. 

First, there was a significant actor effect from spiritual perspective to positive affect: 

elders’ spiritual perspective significantly and negatively influenced their own positive 

affect, and caregivers’ spiritual perspective also significantly and negatively influenced 
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their own positive affect. There was a significant actor effect from self-transcendence to 

depression and negative affect: elders’ self-transcendence significantly and positively 

predicted their own depression and negative affect and caregivers’ self-transcendence 

also significantly and positively predicted their own depression and negative affect. In 

addition, self-transcendence had significant actor effects to satisfaction with life and 

positive affect: elders’ and caregivers’ self-transcendence significantly and positively 

predicted their satisfaction with life and positive affect. Purpose in life also had a 

significant actor effect on depression and negative affect: elders’ and caregivers’ purpose 

in life significantly and negatively influenced their own depression and negative affect. 

Purpose in life had a significant actor effect on satisfaction with life and positive affect: 

elders’s and caregivers’ purpose in life significantly and positively influenced their own 

satisfaction with life and positive affect. 

Most findings in this investigation are consistent with previous research on the 

relationship between spirituality and well-being in Korean and non-Korean elders. Jeon 

(2003) reported that the meaning of life was positively correlated with the quality of life 

in Korean elders. Research by Jang and Kim (2003) found that spiritual well-being was 

positively related to satisfaction with life in Korean elders. Lee’s (2003) findings 

suggested that spiritual well-being positively correlated with life satisfaction, but 

negatively correlated with loneliness. 

In addition, Koenig et al. (2004) found religious activities, attitudes and spiritual 

experiences predicted better psychological health (fewer depressive symptoms, better 

cognitive function and greater cooperativeness). Fry’s (2000) findings suggested that 
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spirituality such as personal meaning, religious involvement, spiritual practices, religious 

salience, inner peace and religious resources were significant predictors of elders’ well-

being. Krause (2004) found that religious activity and beliefs contributed positively to 

subjective well-being (life satisfaction) among older African Americans. Research by 

Kirby, Coleman and Daley (2004) reported that spiritual belief was a significant predictor 

of psychological well-being among frail and non-frail older people in Britain. Reed 

(1987) reported that there was a positive relationship between spiritual perspective and 

well-being among terminally ill hospitalized adults. Research by Reed (1991) found that 

self-transcendence was significantly related to the mental health of elders. Mackenzie et 

al. (2000), using qualitative research, suggested that religious belief and activity and 

spiritual support of elders contributed to enhanced psychological well-being. Thus, 

findings continue to support a theoretical link between spirituality and well-being in 

elders. 

However, there was the unexpected relationship between self-transcendence and 

depression and between self-transcendence and negative affect; Korean elders and 

caregivers who had higher levels of self-transcendence had higher levels of depression 

and negative affect. This finding contrasts with previous research on the negative 

relationship between self-transcendence and depression and between self-transcendence 

and negative affect. There may be several interpretations. 

First, elders and caregivers who had higher levels of depression and negative 

affect (e.g., nervous, distressed, afraid, jittery, irritable, upset, scared, ashamed, guilty, 

hostile) may become more spiritual and engage in self-transcendence behaviors of daily 
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life to feel better. Caregivers in particular, as part of their caregiving role, may always try 

to extend their self-boundaries inwardly in introspective activities, outwardly in concern 

for other and temporally as the past and present enhance the present. Another reason may 

be related to a statistical problem in this study. Because the scores of depression and 

negative affect were clustered at lower scores, the square root of the depression’s and the 

negative affect’s scores was applied to ‘transform’ the data and normalize weakly skewed 

datasets. Osborne (2002) suggested that the quality of the transformed variable is 

different from the original variable. Thus, researchers must be careful when interpreting 

results based on transformed data. The unexpected finding in this study could be due to 

the nature of the transformation. Interpreting finding become more complex, but should 

be careful. 

In addition, an unexpected relationship was found between spiritual perspective 

and positive affect. Elders’ and caregivers’ spiritual perspective negatively influenced 

caregivers’ positive affect, indicating that elders and caregivers who had higher levels of 

spiritual perspective had lower levels of positive affect. There may be several 

interpretations. First, Korean culture influences the way that caregivers express positive 

emotion such that less positive emotion is reported on an instrument. In this study, the 

scores of elders’ and caregivers’ spiritual perspectives were slightly clustered at the 

higher scores, but the scores of positive affect were slightly clustered at the lower scores. 

Influenced by Confucianism and Taoism, Koreans highly value emotional self-control 

and humility. Thus, Koreans tend to minimize positive affect and to magnify negative 

affect and try to keep emotions in control. Koreans are stoic, repress their emotion and 
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restrain themselves emotionally (Hyun, 1995). These cultural norms may affect the 

negative relationship between spiritual perspective and positive affect. Second, elders and 

caregivers who had lower levels of positive affect (e.g., active, determined, inspired, 

enthusiastic, alert, attentive, proud, strong, interested, excited) may become more 

spiritual in an attempt to feel better. Therefore, further research is needed to explore 

theoretical links among each of the individual indicators of spirituality and well-being to 

provide a more specified theory for Korean elders and caregivers. 

Research Question Five 

Are there partner effects such that the caregiver’s spirituality predicts the 

partner’s (elder’s) well-being and the elder’s spirituality predicts the partner’s 

(caregiver’s) well-being? 

The partner effects of spirituality (spiritual perspective, self-transcendence and 

purpose in life) on well-being (depression, life satisfaction and positive and negative 

affect) between Korean elders and their partners (family caregivers) using the APIM 

model found that there were significant partner effects from self-transcendence to their 

partners’ depression, positive affective and negative affect although there were no 

significant partner effects for the other spirituality variables (spiritual perspective and 

purpose in life) on well-being. Elders’ self-transcendence significantly predicted their 

partners’ depression, positive affective and negative affect and caregivers’ self-

transcendence also significantly predicted their partners’ depression, positive affective 

and negative affect. 
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This finding is consistent with the view of Watson’s Human Science and Human 

Caring Theory (1988) which described that the spiritual connectedness in a transpersonal 

caring relationship allows both care recipients and caregivers to extend self-

transcendence to search for meaning and purpose in their existence, suffering and 

disharmony and to potentiate self-healing (Bernick, 2004; Martsolf & Mickley, 1998; 

Walker, 1996). Unlike other spirituality variables of spiritual perspective and purpose in 

life, self-transcendence measured the capacity of individuals to expand self-boundaries 

inwardly in introspective activities, outwardly in concern for other and temporally as the 

past and present enhance the present. Korean elders and caregivers who expanded self-

boundaries in caring relationship may have been better able to influence their partners’ 

well-being - more so than by spiritual perspective, which does not emphasize expansion 

of self-boundaries. However, no study examined the actor and partner effects of 

spirituality (spiritual perspective, self-transcendence and purpose in life) on well-being 

(depression, life satisfaction and positive and negative affect) between Korean elders and 

their partners (family caregivers). Therefore, this finding on this research question 

contributed new knowledge about the interdependence of spirituality and well-being 

between Korean elders and their partners, family caregivers 

Implications for Theory Development 

At the beginning of this study, Kim’s (2007) conceptual Model of Family 

Spiritual Interdependence was proposed to understand the relationship of family 

interdependence of spirituality and well-being and the actor and partner effect of 

spirituality on well-being between Korean elders and their family caregivers within the 
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context of family caregiving. The concept of family interdependence was derived from 

family system theory, Watson’s Human Science and Human Caring Theory (1988) and 

the Actor-Partner Interdependence Model (APIM: Kashy & Kenny, 2000; Kenny, 1996). 

Family interdependence is based upon the direct and indirect influences among family 

members. It assumes that one person’s emotion, cognition, or behavior affects the 

emotion, cognition, or behavior of a partner in two-person relationships. In Kim’s Model 

of Family Spiritual Interdependence, the actor effect of spirituality on well-being 

proposed how the spirituality of elders and their partner (caregivers) influences their own 

well-being, while the partner effect of spirituality on well-being proposed how the 

spirituality of elders influences their partners’ (caregivers’) well-being and vice versa. 

The concept of spirituality was defined as a common human experience that 

forms an integral part of every person’s search for meaning and purpose in life, suffering 

and illness (Swinton, 2001; Tanyi, 2002). It is the outward expression about an intra, inter 

and transpersonal experience of the individual (Reed, 1992, Swinton, 2001). In this study, 

spirituality was conceptualized in terms of specific measurable variables: spiritual 

perspective, self-transcendence and purpose in life. Figure 1, in Chapter I, presented the 

theoretical framework consisting of elders’ spirituality, elders’ well-being, caregivers’ 

spirituality and caregivers’ well-being as well as the four basic sets of theoretical 

relationships which were identified from literature reviews. 

As a result of this study, the original theoretical model of Kim’s family spiritual 

interdependence was refined by eliminating variables that often were not significant and 

by identifying those variables that were often significant based upon the research results. 
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Figures 4 and 5 present the conceptual models that best explain family interdependence 

of spirituality and of well-being and the actor and partner effect of spirituality on well-

being between Korean elders and their family caregivers, based on the research results. 

See Figure 4. Figure 4 presents the conceptual model that best explains family non-

independence of spirituality and of well-being. 

The findings indicated that there was non-independence of spirituality and well-

being between elders and caregivers; elders’ spirituality significantly related with 

caregivers’ spirituality and elders’ well-being significantly related with caregivers’ well-

being. 

 

 

FIGURE 4. Kim’s Conceptual Model: Non-Independence of Spirituality and Well-Being 
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FIGURE 5. Kim’s Conceptual Model of Family Spiritual Interdependence 
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The results of testing actor and partner effects with elder-caregiver dyad data 

found that there were several significant actor effects (see Figure 5). First, there was a 

significant actor effect from spiritual perspective to positive affect: elders’ and 

caregivers’ spiritual perspective significantly influenced their own positive affect. There 

was a significant actor effect from self-transcendence to depression, satisfaction with life, 

positive affect and negative affect: elders’ and caregivers’ self-transcendence 

significantly predicted their own depression, satisfaction with life, and positive and 

negative affect. Purpose in life also had significant actor effect on depression, satisfaction 

with life, positive affect and negative affect: elders’ and caregivers’ purpose in life 

significantly influenced their own depression, satisfaction with life, and positive and 

negative affect. 

There were also significant partner effects (see Figure 5). There was a significant 

partner effect from self-transcendence to their partners’ depression: elders’ self-

transcendence significantly predicted their partners’ depression and caregivers’ self-

transcendence also significantly predicted their partners’ depression. Also, there was a 

significant partner effect from self-transcendence to their partners’ positive affective and 

negative affect: elders’ self-transcendence significantly influenced their partners’ positive 

and negative affect and caregivers’ self-transcendence significantly influenced their 

partners’ positive and negative affect. There were no significant partner effects for the 

other spirituality variables (spiritual perspective and purpose in life) on well-being. 
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Significant Demographic Variables 

The significant demographic variables that were identified in the analysis can be 

used in further refining the model. The pattern of bivariate correlations was similar in 

both the elder and caregiver groups. Several variables regarding family and social 

interactions related significantly to spirituality and well-being. These variables were: 

emotional closeness, satisfaction with the caregiver relationship, satisfaction with family 

relationships and social activity. In addition, three demographic variables, subjective 

health status, years of education and comfort with income were positively related to 

higher spirituality and well-being. Future research is needed to determine how these 

variables interact with the main study variables in the model, to influence actor and 

partner effects. 

Relationship to Other Theories 

The results of this investigation are consistent with nursing philosophy, family 

system theory and Watson’s Human Science and Human Caring Theory (1988) which 

provided the theoretical basis for developing the family spiritual interdependence model. 

In terms of nursing philosophy, Korean elders regard the self in relationship to and 

interdependent with family caregivers. Koreans place a high value on family connections, 

unity and support. Thus, findings in this study found that satisfaction with family 

relationship was the most significant predictor of elders’ and caregivers’ well-being. 

In terms of family system theory, family is viewed as an interdependent system in 

which each family member has psychological influence over another. Findings of this 

study reported that elders’ spirituality significantly related with caregivers’ spirituality 
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and elders’ well-being significantly related with caregivers’ well-being. This suggests 

that elders’ spirituality is interdependent with caregivers’ spirituality as well as elders’ 

well-being is interdependent with caregivers’ well-being. 

In terms of Watson’s Human Science and Human Caring Theory (1988), the 

spiritual connectedness in a transpersonal caring relationship allows both care recipients 

and caregivers to extend self-transcendence to search for meaning and purpose in their 

existence, suffering and disharmony and to potentiate self-healing (Bernick, 2004; 

Martsolf & Mickley, 1998; Walker, 1996). The results of testing actor and partner effects 

of spirituality on well-being between Korean elders and caregivers supported the 

interdependence influence between caregivers and recipients in situations where a family 

member is providing essential caregiving for an elder family member. Korean elders and 

caregivers who had higher levels of self-transcendence which expand self-boundaries 

more inwardly in introspective activities, outwardly in concern for other and temporally 

as the past and present enhance the present significantly influenced their partners’ well-

being in caring relationship. 

Limitations of the Study 

There are two main limitations in this study. Generalization is one of the greatest 

limitations because a convenience sample was used to recruit Korean elder-family 

caregiver dyads in Seoul, Korea. Thus, the results may be mostly applicable to South 

Korean elders and their family caregivers. Another study with other populations and 

other cultures might find different results. 
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The second limitation is the use of cross-sectional data rather than longitudinal 

data. Implications about cause and effect and predictors of variables cannot be drawn 

from correlational data, although the APIM model allowed for testing relationships and 

proposing potential predictors in the relationships between spiritual and well-being 

variables. 

Implications for Nursing Practice 

Several implications for practice were identified in this study. The first 

implication is that satisfaction with family relationship is salient to improve both elders’ 

and their family caregivers’ well-being. Family members are the major source of care and 

support for older people. Therefore, nurses need to understand the dynamic caring 

relationships between elders and their family caregivers and to include family caregivers 

as collaborative partners to enhance the health and well-being of elders. 

The second implication is that to understand the family caring relationship it is 

important to understand elders’ and caregivers’ spirituality. Caring for a loved one may 

be an integral part of a close relationship throughout life which leads to a similarity 

between care-receivers and caregivers. Then, nurses may need to develop spiritual caring 

to help family caregivers and elders connect with something meaningful to enhance their 

sense of connectedness intrapersonally, interpersonally and transpersonally. Their 

spiritual caring can help elders and their family caregivers to foster their own well-being 

as well as their partners’ well-being in stressful caregiving situations or illness. In 

addition, more study of self-transcendence is indicated. For example, do caregivers’ 

efforts at self-transcendence place them at risk for negative mental health outcomes? 



 
 
 

178

How might self-transcendence be fostered to improve mental well-being in elders as well 

as caregivers? Self-transcendence, in particular, emerged as an important spirituality 

variable in this study in both groups, caregivers and elders. Applications to practice need 

to coincide with further research. 

Recommendations for Future Research and Theory Development 

No study has primarily explored family interdependence of spirituality and well-

being. Further investigation is needed to validate the current findings and to examine 

family interdependence of spirituality and well-being in other populations and other 

cultures. 

In this study, family interdependence of spirituality and well-being was tested 

using the Actor-Partner-Interdependence Model (APIM: Kashy & Kenny, 2000; Kenny, 

1996) and the standard Pearson correlation coefficient in PROC MIXED SAS. However, 

this data analysis did not allow examining individual dyadic differences nor the level and 

the direction of the difference between dyad members. Thus, further research using other 

data analyses such as SEM and Hierarchical Linear Modeling may be able to examine 

individual dyadic differences. 

Additional research is needed to explore relationships among each individual 

measurement of spirituality to understand the multiple dimensions of spirituality and to 

provide a more specified theory of spirituality. Also, further research is needed to explore 

relationships among each individual measurement of well-being to understand the 

multiple dimensions of well-being. 
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Lastly, qualitative research is necessary to understand family spirituality in more 

depth from the perspective of elders’ families. What is the meaning of family spirituality? 

What are the ways the family expresses spirituality in family relationships? What are the 

health effects of family spirituality? What are identified strategies that are used to foster 

and to maintain family spirituality in family relationships? The findings from qualitative 

research questions may contribute to theory based knowledge about spirituality and 

health dimensions as they occur within families and may provide the in-depth knowledge 

about family spirituality from participants’ perspectives. 

Conclusion 

Caring for a loved one can be an integral part of a close relationship throughout 

life. In caring relationships, elders’ spirituality appears to be correlated to a large extent 

with caregivers’ spirituality. Elders’ well-being shows a correlation with caregivers’ 

well-being. Spiritual interdependence between elders and caregivers significantly 

influences their partners’ well-being as well as their own well-being. These findings 

indicate that the health and well-being of family members may be best understood within 

the context that includes the spiritual dimension of caregiving, particularly the concept of 

self-transcendence as it relates to several well-being factors. 
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APPENDIX A: 
HUMAN SUBJECTS AND CONSENT FORM
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THE FLYER: 
 
Title: FAMILY INTERDEPENDENCE OF SPIRITUALITY AND WELL-BEING  

AMONG KOREAN ELDERS AND FAMILY CAREGIVERS 
 
You are invited to voluntarily participate in the above-titled research study. The purpose 
of the study is to explore family interdependence related to spirituality and well-being 
among older adults and their family caregivers in the context of Korean family caregiving 
with 100 Korean elder-family caregiver dyads in Seoul, Korea.  
You are eligible to participate if you are either: 
An elder who is 1) 60 years of age or older, 2) born and raised in Korea, 3) able to read or 
speak Korean, 4) absent of a serious cognitive disorder and ability to communicate 
clearly with a interviewer or to do a self-report to compete questionnaires, 5) living with 
family members and receiving family caregiving, and 6) willing to participate in the 
study Or 
A elder’s family caregiver who is 1) 20 years of age or older, 2) defined self as a primary 
caregiver of eligible elders, 3) born and raised in Korea, 4) able to read or speak Korean 
to complete questionnaires, 5) co-residing with the elder and identified as the primary 
caregiver of that elder, and 6) willing to participate in the study.   
If you agree to participate, you will be asked to complete three spirituality and four well-
being questionnaires. This will be done at a location convenient for you and will take 
about 30 minutes.  Any questions you have will be answered and you may withdraw from 
the study at any time. There are no known risks from your participation, but you will 
receive a small thank-you gift for your participation. In order to maintain your 
confidentiality, your name will not be revealed to any other personnel nor in any reports 
that result from this project. The answered information you give will be accessed only by 
the principal investigator and her professor.  
If you would like to participate in the study, you can contact the principal investigator, 
Suk-Sun Kim, RN, MS, PhD Candidate, at (02)-535-7577 and give her your contact 
information.  
Thank you! 
                                  
Suk-Sun Kim, RN, MS, PhD Candidate 
College of Nursing, University of Arizona 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - <cut along dotted line> - - - - - - - - - - - - - - - - - -  

 

Name:  _____________________________________         

Telephone:  _________________________________ 

Address: ________________________________________________________ 
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연구 안내문: 

안녕하십니까?  
저는 University of Arizona 에서 간호학을 전공하는 박사생, 김석선 입니다.  
박사 졸업 논문으로「가족의 영적 상호의존성이 노인과 가족 보호자의 안녕 (Well-
Being)에 미치는 영향 연구」를 실시하고자 합니다.  
본 연구의 목적은 개인을 중심으로 이루어지던 영성 (spirituality) 연구를 가족의 
상호의존적인 관계안에서 바라보고, 가족의 영적 상호의존성이 노인의 안녕 뿐 
아니라 노인을 집에서 돌보는 가족 보호자의 안녕에  미치는 영향을 탐구하는 
것입니다.   
본 연구의 대상자는 한국인 노인과 가족 보호자 두분입니다. 만약 귀하가 60 세 
이상 노인으로 집에서 가족 보호자의 돌봄을 받고 계시며, 의사소통에 아무런 
문제가 없고 설문지에 응답하실수 있으시며, 또한 노인의 가족 보호자가 함께 본 
연구에  참여하시기를 동의하신다면 본 연구에 참여하실수 있으십니다.  
연구 조사는 영성 (spirituality)와 안녕 (well-being)을 측정하는 설문지를 통해 
이루어질 예정입니다. 연구에 참여하실때 노인과 가족 보호자에게 미치는 
악영향은 없습니다. 다만, 참여해 주신 분들께 작은 선물을 조사자가 
준비하였습니다. 또한, 응답하신 설문 내용은 모두전산처리 되어 통계자료로만 
사용될 것이고, 연구 목적 외에는 어떠한 용도로도 사용되지 않습니다.  
만약 연구 참여를 원하신다면 연구자, 김석선, 에게 전화 (02) 535-7577 를 주시거나 
아래의 정보를 작성하셔서 전달해 주시면 감사하겠습니다.  
다른 문의 사항이 있으시면 전자메일 suksunkim@gmail.com 으로 연락주십시오.  
협조해 주셔서 진심으로 감사합니다 
                                         
김 석 선 올림 
 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - <절취선> - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
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ANNOUNCEMENT IN THE RELIGIOUS INSTITUTION’S 

BULLETIN: 
 

Title: FAMILY INTERDEPENDENCE OF SPIRITUALITY AND WELL-BEING  

AMONG KOREAN ELDERS AND FAMILY CAREGIVERS 

 

Suk-Sun Kim, RN, MS, PhD Candidate, is a nurse working on her PhD at the University 

Of Arizona College Of Nursing. She invites you to voluntarily participate in her study 

“FAMILY INTERDEPENDENCE OF SPIRITUALITY AND WELL-BEING AMONG 

KOREAN ELDERS AND FAMILY CAREGIVERS”. The purpose of the study is to 

explore family interdependence related to spirituality and well-being among older adults 

and their family caregivers in the context of Korean family caregiving.  

She needs about 100 Korean elder-family caregiver dyads. You are eligible to participate 

if you are an elder who is 1) 60 years of age or older, 2) born and raised in Korea, 3) able 

to read or speak Korean, 4) absent of a serious cognitive disorder and ability to 

communicate clearly with a interviewer or to do a self-report to compete questionnaires, 

5) living with family members and receiving family caregiving, and 6) willing to 

participate in the study; or if you are a family caregiver who is 1) 20 years of age or 

older, 2) defined self as primary caregivers of eligible elders, 3) born and raised in Korea, 

4) able to read or speak Korean to complete questionnaires, 5) co-residing with the elder 

and identified as a primary caregiver of that elder, and 6) willing to participate in the 

study.   

You may withdraw from the study at any time. There are no known risks from your 

participation and no direct benefit from your participation is expected. But, you will 

receive a small thank-you gift for your participation. 

If you think you might be willing to participate in this study, please see Ms. Kim after 

service. She will be standing outside to meet you and answer questions. Or, you can call 

her later; her phone number is 02-535-7577.  

Thank you! 
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연구 안내문,  종교 기관에서: 

안녕하십니까?  

저는 University of Arizona 에서 간호학을 전공하는 박사생, 김석선 입니다.  

박사 졸업 논문으로「가족의 영적 상호의존성이 노인과 가족 보호자의 안녕 (Well-

Being)에 미치는 영향 연구」를 실시하고자 합니다.  

본 연구의 목적은 개인을 중심으로 이루어지던 영성 (spirituality) 연구를 가족의 

상호의존적인 관계안에서 바라보고, 가족의 영적 상호의존성이 노인의 안녕 뿐 

아니라 노인을 집에서 돌보는 가족 보호자의 안녕에  미치는 영향을 탐구하는 

것입니다.   

본 연구의 대상자는 한국인 노인과 가족 보호자 두분입니다. 만약 귀하가 60 세 

이상 노인으로 집에서 가족 보호자의 돌봄을 받고 계시며, 의사소통에 아무런 

문제가 없고 설문지에 응답하실수 있으시며, 또한 노인의 가족 보호자가 함께 본 

연구에  참여하시기를 동의하신다면 본 연구에 참여하실수 있으십니다. 

가족보호자는 20 세 이상으로 연구에 참여하시는 노인분을 한집에서 모시는 

분이십니다. 

연구 조사는 영성 (spirituality)와 안녕 (well-being)을 측정하는 설문지를 통해 

이루어질 예정입니다. 연구에 참여하실때 노인과 가족 보호자에게 미치는 

악영향은 없습니다. 다만, 참여해 주신 분들께 작은 선물을 조사자가 

준비하였습니다. 또한, 응답하신 설문 내용은 모두전산처리 되어 통계자료로만 

사용될 것이고, 연구 목적 외에는 어떠한 용도로도 사용되지 않습니다.  

만약 연구 참여를 원하신다면 연구자, 김석선, 에게 전화 (02) 535-7577 를 주시거나 

나누어 드린 안내문에 연락처를 작성하셔서 전달해 주시면 감사하겠습니다. 다른 

문의 사항이 있으시면 전화나 전자메일 suksunkim@gmail.com 로 연락이 

가능합니다.  

협조해 주셔서 진심으로 감사합니다                                         

김 석 선 올림 
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APPENDIX C: 
INSTRUMENTS AND TRANSLATIONS 
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Demographics Questions for Elders (English) 

Please, circle the number that best describes you or write the number or word.  

1. Are you ①  Male or ②  Female?  
2. What is your age?     (             ) years 
3. What is your marital status? 
① Married       ② Re-married      ③ Divorced           ④ Widowed       ⑤ Single 

4. What is the highest level of formal education that you have completed? 

① None  ② Elementary  ③ Middle School  ④ High School  ⑤ Associates/Accelerated 
degree  ⑥ Bachelors degree  ⑦ Masters degree  ⑧ Doctoral degree 

Please, describe the total number of years of education   (                       ) years 

5. What is your religion? 

① Protestant  ② Catholic  ③ Buddhism  ④ None  ⑤ Confucianism  ⑥ Other (              ) 

6. Who is living with you? 

① Only spouse  ② Spouse and no married children  ③ No married child 

④ Spouse and married children  ⑤ Son’s family  ⑥ Daughter’s family  ⑦ Relatives 

7. Who is your primary family caregiver?  

① Wife  ② Husband  ③ Son  ④ Daughter  ⑤ Daughter-in-law  ⑥ Other (                    ) 

8. Are you satisfied with your relationship with your primary family caregiver? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤  

Strongly Dissatisfied   Dissatisfied            Neutral        Satisfied  Strongly Satisfied  

9. Do you feel emotional closeness with your primary family caregiver? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤  

      Not at all      Little                          Moderate        Somewhat           Very 
10. How many children do you have?     (                      ) 

11. How often do you see or visit with your children?  

___________ /___________ /____________ /___________ /___________/  
①                              ②                             ③                             ④                          ⑤  

       None                once per 6 months    once per one month      once per week             everyday 
12. Are you satisfied with your relationship with your children and family? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤  

Strongly Dissatisfied   Dissatisfied            Neutral        Satisfied  Strongly Satisfied  
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13. How often do you participate in social activities or meet with friends?  

___________ /___________ /____________ /___________ /___________/  
①                              ②                             ③                             ④                             ⑤ 

       None                once per 6 months    once per one month      once per week              everyday 
14. Are you satisfied with your social activities or meet with friends?  

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤  

Strongly Dissatisfied   Dissatisfied            Neutral        Satisfied  Strongly Satisfied  
15. In general, would you describe your present health?  

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤   

       Very bad   Little bad            Neutral   Some what good      Very good 
16. Please provide numbers for the following questions: 

_____ Number of days spent in bed because of sickness or illness in the past six months. 

_____ Number of days visits hospital because of sickness or illness in the past six months. 

_____ Number of current medications you are taking. 

17. What is your housing status? 

① Own my home   ② Lease per year   ③ Rent monthly   ④ Other (                               ) 

18. Do you feel comfortable with your family’s monthly income? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤  

Strongly Discomfort   Discomfort            Neutral        Comfortable  Strongly Comfortable 
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노인의 일반적 사항에 대한 질문지  
다음은 귀하의 현재 상태에 관한 질문입니다. 해당되시는 것에 “O” 표해 
주시거나, 해당되는 숫자나 단어를 적어주십시오. 

1. 귀하의 성별은?      ① 남자    ②   여자 

2. 귀하의 나이는?      만 (             ) 세 

3. 귀하의 결혼상태는? 
① 기혼         ② 재혼                ③ 이혼          ④ 배우자 사망       ⑤ 미혼 

4. 귀하의 최종 학력은? 
① 무학  ② 국졸, 서당  ③ 중졸  ④ 고졸  ⑤ 전문대 졸 
⑥ 대학졸 (학사 학위)  ⑦ 대학원졸( 석사 학위)  ⑧ 대학원졸 (박사 학위) 
총 몇년 동안 교육을 받으셨는지 기록해주십시오  (                   )년 

5. 귀하는 어떤 종교를 가지고 계십니까?  
① 개신교  ② 천주교  ③ 불교  ④무교  ⑤ 유교  ⑥ 기타 (                         ) 

6. 현재 귀하과 함께 살고 있는 가족 관계는 어떻게 되십니까? 
① 배우자와 단 둘 이서  ② 배우자와 미혼 자녀  ③ 미혼 자녀    
④ 배우자와 결혼한 자녀 가족  ⑤ 아들 가족  ⑥ 딸 가족  ⑦ 친척 또는 다른 가족 

7. 현재 귀하의 일차적인 가족 보호자는 누구입니까? 
① 부인  ② 남편  ③ 아들  ④ 딸  ⑤ 며느리  ⑥ 기타 (                               ) 

8. 귀하는 가족 보호자와의 관계에 대해 얼마나 만족 하십니까?  
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                불만족 한다                  보통이다                     만족 한다             매우 만족한다 
    불만족 한다 

9. 귀하는 얼마나 가족 보호자와 정서적으로 친 하다고 느끼십니까?  
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          전혀                친 하지 않다              보통이다                 친 하다             매우 친 한다 
  친 하지 않다 
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10. 귀하의 자녀는 몇 명입니까?     (                      ) 명 

11. 귀하는 자녀들과 얼마나 자주 만나십니까?  
___________ /___________ /____________ /___________ /___________/  

①                              ②                             ③                             ④                          ⑤                            
       안만남               6 개월에 한번          한달에 한번            일주일에 한번        매일 만남 

12. 귀하는 자녀들 및 가족 관계에 대해서얼마나 만족 하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                불만족 한다                  보통이다                    만족 한다             매우 만족한다 
    불만족 한다 

13. 귀하는 친구 모임이나 사회모임을 를 얼마나 자주 갖으십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                             ③                             ④                          ⑤                            
       안만남               6 개월에 한번          한달에 한번            일주일에 한번        매일 만남 

14. 귀하는 친구모임이나 사회모임에 대해서얼마나 만족 하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                불만족 한다                  보통이다                     만족 한다             매우 만족한다 
    불만족 한다 

15. 귀하의 건강상태는 친구들과 비교하여 어떻습니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                              ④                          ⑤                            
          매우                         좋지                       보통이다                    좋은편이다            매우 좋다 
     좋지 않다               않은 편이다                   

16. 귀하의 건강상태에 대한 질문입니다. 해당되는 숫자를 적어주세요.  
1) 지난 6 개월동안 아파서 누워지낸 날이 몇일이십니까?  (                       ) 일 
2) 지난 6 개월동안 아파서 병원을 찾은 횟수가 몇번 입니까? (                        ) 
번  
3) 지난 6 개월동안 복욕하여 오신 약물의 종류가 몇개입니까?  (                    ) 
개 

17. 귀하의 주거 형태는 무엇입니까? 
① 자가  ② 전세  ③ 월세  ④ 기타 (                               ) 
18. 귀하는 가족의 한달 생활비에 대해 어떻게 생각하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                      부족 하다                 보통이다                     충분 하다             매우 충분 하다 
     부족 하다 
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Demographics Questions for Caregivers (English) 

Please, circle the number that best describes you or write the number or word.  

1. Are you ①  Male or ②  Female?  

2. What is your age?     (             ) years 

3. What is your marital status? 

① Married  ② Re-married  ③ Divorced  ④ Widowed  ⑤ Single 

4. What is the highest level of formal education that you have completed? 

① None  ② Elementary  ③ Middle School  ④ High School  ⑤ Associates/Accelerated 
degree  ⑥ Bachelors degree  ⑦ Masters degree  ⑧ Doctoral degree 

Please, describe the total number of years of education   (                       ) years 

5. What is your religion? 

① Protestant  ② Catholic  ③ Buddhism  ④ None  ⑤ Confucianism  ⑥ Other (              ) 

6. Who is living with you? 

① Parents and spouse  ② Single parent and spouse  ③ Parents, spouse and children 

④ Single parent, spouse and children  ⑤ Parents, spouse, children and relatives 

⑥ Single parent, spouse, children and relatives 

7. What is your relationship with an elder? 

① Wife  ② Husband  ③ Son  ④ Daughter  ⑤ Daughter-in-law  ⑥ Other(             ) 

8. Are you satisfied with the relationship with an elder? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤                           

Strongly Dissatisfied   Dissatisfied            Neutral        Satisfied  Strongly Satisfied  

9. Do you feel emotional closeness with an elder? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤                           

      Not at all      Little                          Moderate        Somewhat           Very  

10. How many children do you have?     (                      )  

11. How often do you see or visit with your children?  

___________ /___________ /____________ /___________ /___________/  
①                              ②                             ③                             ④                          ⑤                            

       None                once per 6 months    once per one month      once per week             everyday 
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12. Are you satisfied with your relationship with your children and family? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤                           

Strongly Dissatisfied   Dissatisfied            Neutral        Satisfied  Strongly Satisfied  

13. How often do you participate in social activities or meet with friends? 

___________ /___________ /____________ /___________ /___________/  
①                              ②                             ③                             ④                          ⑤                            

       None                once per 6 months    once per one month      once per week              everyday 

14. Are you satisfied with your social activities or meet with friends? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤                           

Strongly Dissatisfied   Dissatisfied            Neutral        Satisfied  Strongly Satisfied  

15. In general, would you describe your present health? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤                           

       Very bad   Little bad            Neutral   Some what good      Very good  

16. Please provide numbers for the following questions. 

_____ Number of days spent in bed because of sickness or illness in the past six months.  

_____ Number of days visits hospital because of sickness or illness in the past six months.  

_____ Number of current medications you are taking.   

17. What is your housing status? 

① Own my home  ② Lease per year  ③ Rent monthly  ④ Other (                               ) 

18. Do you feel comfortable with your family’s monthly income? 

___________ /___________ /____________ /___________ /___________/  
①                           ②                                 ③                              ④                           ⑤                           

Strongly Discomfort   Discomfort            Neutral        Comfortable  Strongly Comfortable 
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가족보호자의 일반적 사항에 대한 질문지 

다음은 귀하의 현재 상태에 관한 질문입니다. 해당되시는 것에 “O” 표해 
주시거나, 해당되는 숫자나 단어를 적어주십시오. 

1. 귀하의 성별은?      ① 남자    ②   여자 
2. 귀하의 나이는?      만 (             )세 
3. 귀하의 결혼상태는? 
① 기혼  ② 재혼  ③ 이혼  ④  배우자 사망  ⑤ 미혼 

4. 귀하의 최종 학력은? 

① 무학  ② 국졸, 서당  ③ 중졸  ④ 고졸  ⑤ 전문대 졸 

⑥ 대학졸 (학사 학위)  ⑦ 대학원졸( 석사 학위)  ⑧ 대학원졸 (박사 학위) 

총 몇년 동안 교육을 받으셨는지 기록해주십시오  (                   )년 

5. 귀하는 어떤 종교를 가지고 계십니까?  

① 개신교  ② 천주교  ③ 불교  ④무교  ⑤ 유교  ⑥ 기타 (                        ) 

6. 현재 귀하과 함께 살고 있는 가족 관계는 어떻게 되십니까? 

① 노부부와 배우자  ② 편부/편모와 배우자  ③ 노부부, 배우자, 자녀  

④ 편부/편모, 배우자, 자녀  ⑤ 노부부, 배우자, 자녀, 친척 또는 다른 가족 

⑥ 편부/편모, 배우자, 자녀, 친척 또는 다른 가족 

7. 귀하는 노인과 어떤 관계에 있으십니까?  
① 부인  ② 남편  ③ 아들  ④ 딸  ⑤ 며느리  ⑥ 기타 (                               ) 

8. 귀하는 노인과의 관계에 대해 얼마나 만족 하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                불만족 한다                  보통이다                     만족 한다             매우 만족한다 
    불만족 한다  
9. 귀하는 얼마나 노인과 정서적으로 친 하다고 느끼십니까?  
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          전혀                친 하지 않다              보통이다                 친 하다             매우 친 한다 
  친 하지 않다  
10. 귀하의 자녀는 몇 명입니까?     (                      ) 명 

11. 귀하는 자녀들과 얼마나 자주 만나십니까?  
___________ /___________ /____________ /___________ /___________/  

①                              ②                             ③                             ④                          ⑤                            
       안만남               6 개월에 한번          한달에 한번            일주일에 한번        매일 만남 
12. 귀하는 자녀들 및 가족 관계에 대해서얼마나 만족 하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                불만족 한다                  보통이다                    만족 한다             매우 만족한다 
    불만족 한다 
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13. 귀하는 친구 모임이나 사회모임을 를 얼마나 자주 갖으십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                             ③                             ④                          ⑤                            
       안만남               6 개월에 한번          한달에 한번            일주일에 한번        매일 만남 
14. 귀하는 친구모임이나 사회모임에 대해서얼마나 만족 하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                불만족 한다                  보통이다                     만족 한다             매우 만족한다 
    불만족 한다 
15. 귀하의 건강상태는 친구들과 비교하여 어떻습니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                              ④                          ⑤                            
          매우                         좋지                       보통이다                    좋은편이다            매우 좋다 
     좋지 않다               않은 편이다                   
16. 귀하의 건강상태에 대한 질문입니다. 해당되는 숫자를 적어주세요.  

1) 지난 6 개월동안 아파서 누워지낸 날이 몇일이십니까?  (                       ) 일 
2) 지난 6 개월동안 아파서 병원을 찾은 횟수가 몇번 입니까? (                        ) 
번  
3) 지난 6 개월동안 복욕하여 오신 약물의 종류가 몇개입니까?  (                    ) 
개 

17. 귀하의 주거 형태는 무엇입니까? 
① 자가  ② 전세  ③ 월세  ④ 기타 (                               ) 

18. 귀하는 가족의 한달 생활비에 대해 어떻게 생각하십니까? 
___________ /___________ /____________ /___________ /___________/  

①                              ②                              ③                             ④                          ⑤                            
          매우                      부족 하다                 보통이다                     충분 하다             매우 충분 하다 
     부족 하다 
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Spiritual Perspective Scale (SPS) (English) 

Introduction and Directions: In general, spirituality refers to an awareness of one’s inner 
self and a sense of connection to a higher being, nature, others, or to some purpose 
greater than oneself. I am interested in your responses to the questions below about 
spirituality as it may relate to your life. There are no right or wrong answers. Answer 
each question to the best of your ability by marking an “X” in the space above that group 
of words that best describes you. 

 
 

1. In talking with your family or friends, how often do you mention spiritual matters? 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
      Not at all            Less than once         About once                About once            About once             About once 
 a year a year a month a week a day 

2. How often do you share with others the problems and joys of living according to 
your spiritual beliefs? 
___________ /___________ /____________ /___________ /___________/ __________ 

①                             ②                               ③                             ④                           ⑤                          ⑥ 
      Not at all            Less than once         About once                About once            About once             About once 
 a year a year a month a week a day 

3. How often do you read spiritually-related material? 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                             ②                               ③                            ④                            ⑤                            ⑥ 
      Not at all            Less than once         About once                About once            About once             About once 
 a year a year a month a week a day 
4. How often do you engage in private prayer or meditation? 

__________ /___________ /____________ /___________ /___________/ ___________ 
①                             ②                              ③                             ④                           ⑤                              ⑥ 

      Not at all            Less than once         About once                About once            About once             About once 
 a year a year a month a week a day 

5. Forgiveness is an important part of my spirituality. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                           ②                                 ③                              ④                           ⑤                          ⑥ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 

6. I seek spiritual guidance in making decisions in my everyday life. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                             ②                              ③                             ④                           ⑤                             ⑥ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 

7. My spirituality is a significant part of my life. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                            ②                              ③                               ④                           ⑤                            ⑥ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 
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8. I frequently feel very close to God or a “higher power” in prayer, during public 
worship, or at important moments in my daily life. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                             ②                             ③                              ④                             ⑤                           ⑥ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 

9. My spiritual views have had an influence upon my life. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                            ②                              ③                              ④                           ⑤                            ⑥ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 

10. My spirituality is especially important to me because it answers many questions 
about the meaning of life. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                             ②                             ③                             ④                              ⑤                           ⑥ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 
 
If possible, please describe how you define spirituality on the back of this page, or 
provide any other comments you feel are important for the researcher to know about. 
Thank you for completing the SPS.  

©Reed, 1986 
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Spiritual Perspective Scale (SPS) (Korean Version) 

영적 관점 측정도 
일반적으로 영성이란 내적 자아에 대한 깨달음과 하나님(천지신명), 자연, 다른 사람들, 
또는 나 자신보다 더 위대한 삶의 목적에 연결되는 것을 말합니다. 다음 질문들은 영성이 
당신의 삶과 어떤 관련이 있는지를 묻고있습니다. 옳거나 틀린 답은 없습니다. 각각의 
질문에 대해 최선을 다해 답해주시고, 당신의 생활이나 생각을 가장 잘 나타내는 곳에 “X” 
표를 해주십시오.  
1. 귀하의 가족이나 친구들과 대화할 때, 귀하는 영적인 문제에 대해서 얼마나 자주 
이야기하십니까? 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀    일년에 한번 미만  약 일년에 한번   약 한달에 한번  약 일주일에 한번  약 하루에 한번  

2. 귀하는 얼마나 자주 영적 믿음에 근거한 삶의 기쁨이나 문제들을 다른 사람들과 
나눕니까?  
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀    일년에 한번 미만  약 일년에 한번   약 한달에 한번  약 일주일에 한번  약 하루에 한번  

3. 귀하는 영성과 관련된 자료 (책, 기사 등)를  얼마나 자주 읽습니까?  
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀    일년에 한번 미만  약 일년에 한번   약 한달에 한번  약 일주일에 한번  약 하루에 한번  

4. 귀하는 개인 기도와 명상을 얼마나 자주 하고 계십니까?  
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀    일년에 한번 미만   약 일년에 한번   약 한달에 한번  약 일주일에 한번  약 하루에 한번  

5. 용서는 나의 영성을 이루는 중요한 부분이다. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀         동의하지 않음               별로              약간 동의함              동의함             매우 동의함       

동의하지 않음                               동의하지 않음 
6. 나는 매일 매일의 삶 속에서 결정을 내릴 때, 영적 인도를 간구한다. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀         동의하지 않음               별로              약간 동의함              동의함             매우 동의함       

동의하지 않음                               동의하지 않음 
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7. 영성은 내 삶에서 매우 중요한 일부분이다. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀         동의하지 않음               별로              약간 동의함              동의함             매우 동의함       

동의하지 않음                               동의하지 않음 
8. 나는 기도하거나 예배드릴 때, 또는 일상 생활의 중요한 순간순간에 하나님, 부처님, 
천지신명과 매우 가까워지는것을 종종 느낀다. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀         동의하지 않음               별로              약간 동의함              동의함             매우 동의함       

동의하지 않음                               동의하지 않음 
9. 나의 영적 관점들은 내 삶에 영향을 끼쳐왔다. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀         동의하지 않음               별로              약간 동의함              동의함             매우 동의함       

동의하지 않음                               동의하지 않음 
10. 영성은 내 삶의 의미와 목적에 대한 질문들에 답을 주기 때문에 나에게 매우 중요하다. 
__________ /___________ /____________ /___________ /___________/ ___________ 

①                              ②                              ③                              ④                          ⑤                           ⑥ 
전혀         동의하지 않음               별로              약간 동의함              동의함             매우 동의함       

동의하지 않음                               동의하지 않음 
가능하시면, 다음 페이지에 귀하가 정의하고 있는 영성에 대해 서술하여 주십시오. 또는 
연구자가 알아야 할 중요한 다른 의견이 있으시다면 제시해 주십시오.. 감사합니다.  

© Reed, 1986 translated by Kim, 2006 
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Self-Transcendence Scale (STS) (English) 

DIRECTIONS: Please indicate the extent to which each item below describes you. There 
are no right or wrong answers. I am interested in your frank opinion. As you respond to 
each item, think of how you see yourself at this time of your life. Circle the number that 
is the best response for you.  

 

At this time of my life, I see myself as Not at 
all 

Very 
little 

Some-
what 

 

Very 
much 

 

1.   Having hobbies or interests I can enjoy ① ② ③ ④ 

2.   Accepting myself as I grow older. ① ② ③ ④ 

3.   Being involved with other people or my 
community when possible ① ② ③ ④ 

4.   Adjusting well to my present life situation. ① ② ③ ④ 

5.   Adjusting to the changes in my physical ability.  ① ② ③ ④ 

6.   Sharing my wisdom or experience with others. ① ② ③ ④ 

7.   Finding meaning in my past experiences. ① ② ③ ④ 

8.   Helping younger people or others in some way. ① ② ③ ④ 

9.   Having an interest in continuing to learn about 
things. ① ② ③ ④ 

10. Putting aside some things that I once thought were 
so important. ① ② ③ ④ 

11. Accepting death as a part of life. ① ② ③ ④ 

12. Finding meaning in my spiritual beliefs. ① ② ③ ④ 

13. Letting others help me when I may need it. ① ② ③ ④ 

14. Enjoying my pace of life. ① ② ③ ④ 

15. Dwelling on my past unmet dreams or goals. ① ② ③ ④ 
Thank you very much for completing these questions.   Do you have any comments? 

©Reed, 1987 
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Self-Transcendence Scale (STS) (Korean Version) 

자기 초월 측정도 
지금 이순간 귀하가 귀하 자신을 어떻게 생각하는지에 대한 질문입니다. 아래의 각 문항을 
읽고 귀하의 생활이나 생각을 가장 잘 나타내는 번호에 O 표를 해주십시오. 정답은 
없습니다. 솔직하게 답해주십시오. 

 

지금 이순간 내가 내 자신을 바라볼 때    전혀 
아니다 

별로 
아니다 

약간 
그렇

다 

매우 
그렇

다 
1.   즐길수 있는 취미나 관심거리를 가지고 있다. ① ② ③ ④ 
2.   나이 들어감에 따라 나 자신을 수용하고 있다. ① ② ③ ④ 
3.   가능할 때마다 다른 사람들과 어울리거나 공동체 모임에 

참석한다. ① ② ③ ④ 

4.   내 삶의 현실 상황에 잘 적응한다. ① ② ③ ④ 

5.   내 신체적인 능력 변화에 잘 적응한다. ① ② ③ ④ 

6.   나의 지혜나 경험을 다른 사람들과 나눈다. ① ② ③ ④ 

7.   내 삶의 과거 경험들에서 의미를 발견한다. ① ② ③ ④ 

8.   어떤 식으로든 젊은 사람들이나 다른 사람들을 도와준다. ① ② ③ ④ 

9.   어떤 것을 계속해서 배우는데 관심이 있다. ① ② ③ ④ 

10. 내가 한때 중요하게 생각했던것을 내려놓고 있다. ① ② ③ ④ 

11. 죽음을 삶의 한 부분으로 받아들인다. ① ② ③ ④ 

12. 나의 영적 믿음에서 의미를 발견한다. ① ② ③ ④ 

13. 내가 필요할때 다른 사람들의 도움을 기꺼이 받는다. ① ② ③ ④ 

14. 나의 인생의 속도를 즐기고 있다. ① ② ③ ④ 

15. 과거에 이루지 못한 꿈이나 목표를 후회하면서 살고 있다. ① ② ③ ④ 
설문에 응답해 주셔서 진심으로 감사합니다. 다른 의견이 있으시면 기록하여 주십시오. 

© Reed, 1987, translated by Kim, 2006 



 
 
 

216

Purpose In Life Test (PIL) (English) 

For each of the following statements, circle the number that would be most nearly 
true for you. Note that the numbers always extend from one extreme feeling to its 
opposite kind of feeling. “Neutral” implies no judgment either way. Try to use this rating 
as little as possible. 

 
1. I am usually  
_________/_________/__________/_________/_________/_________/_________ 

  ①              ②                 ③                   ④              ⑤                ⑥               ⑦ 
Completely bored                             Neutral                   exuberant, enthusiastic 

2. Life to me seems 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
Always exciting                              Neutral                             completely routine 

3. In life I have  
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
No goals or aims at all                    neutral                   very clear goals and aims 

4. My personal existence is 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
Utterly meaningless                         neutral                          very purposeful and 
without purpose                                                                                   meaningful 

5. Every day is 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
constantly new and different                 neutral                          exactly the same 

6. If I could choose, I would 
__________/_________/__________/_________/_________/_________/_________ 

  ①              ②                 ③                   ④              ⑤                ⑥               ⑦ 
prefer never to have been born           neutral                       like nine more lives 
                                                                                                       just like this one 

7. After retiring, I would 
________/_________/__________/_________/_________/_________/_________ 

  ①              ②                 ③                   ④              ⑤                ⑥               ⑦ 
do some of the exciting things               Neutral                           loaf completely  
I have always wanted to                                                              the rest of my life 
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8. In achieving life goals I have 
__________/_________/__________/_________/_________/_________/_________ 

  ①                ②                 ③                   ④              ⑤                ⑥               ⑦ 
made no progress whatever              Neutral                 progressed to complete   
                                                                                                                  fulfillment 

9. My life is 
__________/_________/__________/_________/_________/_________/_________ 

  ①                ②                 ③                   ④              ⑤                ⑥               ⑦ 
empty, filled only with despair             Neutral         running over with exciting  
                                                                                                                good things 

10. If I should die today, I would feel that my life has been  
__________/_________/__________/_________/_________/_________/_________ 

  ①                ②                 ③                   ④              ⑤                ⑥               ⑦ 
very worthwhile                                 Neutral                          completely worthless 

11. In thinking of my life, I 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
often wonder why I exist                     Neutral                      always see a reason  
                                                                                                      or my being here 

12. As I view the world in relation to my life, the world 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
completely confuses me                  Neutral           fits meaningfully with my life 

13. I am a  
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
very irresponsible person                    Neutral                very responsible person 

14. Concerning man’s freedom to make his own choices, I believe man is 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
absolutely free                                    Neutral    completely bound by limitations 
to make all life choices                                             of heredity and environment 

15. With regard to death, I am 
__________/_________/__________/_________/_________/_________/_________ 

  ①               ②                 ③                   ④              ⑤                ⑥               ⑦ 
prepared and unafraid                      Neutral            unprepared and frightened 
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16. With regard to suicide, I have 
________/_________/__________/_________/_________/_________/_________ 

  ①             ②                 ③                   ④              ⑤                ⑥               ⑦ 
thought of it seriously                      Neutral                             never given it  
as a way out                                                                                  a second thought 

17. I regard my ability to find a meaning, purpose, or mission in life as 
________/_________/__________/_________/_________/_________/_________ 

  ①             ②                 ③                   ④              ⑤                ⑥               ⑦ 
very great                                             Neutral                             practically none 

18. My life is 
________/_________/__________/_________/_________/_________/_________ 

  ①             ②                 ③                   ④              ⑤                ⑥               ⑦ 
in my hands and                              Neutral                        out of my hands and  
I am in control of it                                                 controlled by external factors 

19. Facing my daily tasks is 
________/_________/__________/_________/_________/_________/_________ 

  ①             ②                 ③                   ④              ⑤                ⑥               ⑦ 
a source of pleasure                         Neutral                        a painful and boring  
and satisfaction                                                                                 experience 

20. I have discovered 
________/_________/__________/_________/_________/_________/_________ 

  ①             ②                 ③                   ④              ⑤                ⑥               ⑦ 
no mission or purpose in life             Neutral                         clear-cut goals and  
                                                                                            a satisfying life purpose 

© Crumbaugh, 1968 



 
 
 

219

Purpose In Life Test (PIL) (Korean Version) 

삶의 목적과 의미 
다음의 각 내용들 중에 귀하의 생각과 가장 일치하는 문항에 O 표를 해주십시오.  각 
문항은 서로 상반되는 감정으로 되어 있습니다. “중간”이란 양쪽 어디에도 속하지 않음을 
의미합니다. 가능하다면, “중간”은 표시하지 않도록 해주십시오. 

 
1. 나는 대체로 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥        ⑦ 

매우 지루하다                                 중 간                                          원기 왕성하다 

 
 
2. 내게 삶은 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥        ⑦ 

항상 흥미진진하다                          중 간                                          너무 틀에 박혀있다 

 
 
3. 인생에서 나는   
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥        ⑦ 

어떠한 목적도 목표도 없다            중 간                                          분명한 목표가 있다 

 
 
4. 나의 존재는   
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥        ⑦ 

전혀 의미도 목적도 없다               중 간                              매우 의미있고 목표도 있다 

 
 
5. 나의 매일매일은  
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥        ⑦ 

항상 새롭고 다르다                         중 간                             언제나 변함이 없이 똑같다 

 
6. 만약 선택할수 있다면, 나는  
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

태어나고 싶지 않다                         중 간                         지금과 같은 인생을  
                                                                                              여러번 더 살고 싶다 
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7. 나는 은퇴한 후에 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

내가 항상 원해왔던                            중 간           남은 여생의 전부를 인생을 
흥미로운 일들을 하고 싶다                                                빈둥거리며 살고 싶다 

 
8. 삶의 목표를 달성하는데 있어서 나는   
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

아무것도 하지 못했다                         중 간                 목표를 완전히 달성했다 

 
9. 나의 삶은   
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

공허하고 절망으로 가득차 있다       중 간      가슴설레는 좋은 일들로 흘러넘친다 

 
10. 만약 오늘 내가 죽게된다면, 나는 내 삶이  
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥      ⑦ 

매우 가치있었다고 느낄것이다         중 간           전혀 가치가 없다고 느낄것이다 
 
11. 나의 삶에 대해 생각해볼때, 나는  
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

종종 내가 왜 존재하는지 궁금하다.  중 간        항상 내가 존재하는 이유를 안다 

 
12. 이 세상을 나의 삶과 관련시켜 바라볼때, 이 세상은 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

나를 매우 혼란스럽게 한다.             중 간           내 삶과 의미있게 조화를 이룬다   

 
13. 나는 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥      ⑦ 

매우 무책임한 사람이다.                   중 간                  매우 책임감 있는 사람이다.  
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14. 인간에게 주어진 선택의 자유를 생각해볼 때, 나는  
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥      ⑦ 

모든 인생의 선택은                           중 간                           유전과 환경의 제한을  
절대적으로 자유롭다고 믿는다.                                                            받는다고 믿는다  

 
15. 죽음에 대해, 나는 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

준비가 되어있고, 전혀 두렵지 않다     중 간               준비되어있지 않고 두렵다  

 
16. 나는 자살을 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

하나의 탈출구로                                중 간                 한번도 생각해 본적이 없다 
심각하게 생각해 본적이 있다 

 
17. 나는 삶의 의미, 목적, 혹은 사명을 발견하는 나의 능력이 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

매우 뛰어나다고 생각한다                중 간                           전혀 없다고 생각한다  

 
18. 나의 삶은 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

언제나 내 손안에 있고                       중 간                       나의 통제가 불가능하고 
내가 조정하고 있다                                                               외부요인에 의해 조정 된다 

 
19. 매일의 일상을 맞이하는 것이 
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥       ⑦ 

기쁨이자 만족의 근원이다                중 간                 고통스럽고 지겨운 경험이다 
 
20. 나는  
________/_________/__________/_________/_________/_________/_________ 
  ①             ②                ③                ④                ⑤               ⑥      ⑦ 

삶에서 아무런 목적과 사명도         중 간                                    구체적인 목적과   
발견하지 못했다                                                       만족스러운 삶의 목표를 발견했다 

© Crumbaugh, 1968, translated by Kim, 2006 
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Depression Scale (CES-D) (English) 

DIRECTIONS: Below is a list of the ways you might have felt or behaved. Please tell me 
how often you have felt this way during the past week. 

0 =  1 =  2 =  3 =  

rarely or none of the 
time (less than 1 day) 

some or a little of the 
time (1 – 2 days) 

occasionally or a 
moderate amount of 

time(3 – 4) days 

most or all of the time 
(5 – 7) days 

During the past week 
Less 

than 1 
Day 

1-2 
Day 

3-4 
Day 

5-7 
Day 

1.   I was bothered by things that usually don’t bother 
me. ① ② ③ ④ 

2.   I did not feel like eating; my appetite was poor.  ① ② ③ ④ 

3.   I felt that I could not shake off the blues even with 
help from my family or friends ① ② ③ ④ 

4.   I felt that I was just as good as other people.  ① ② ③ ④ 

5.   I had trouble keeping my mind on what I was doing. ① ② ③ ④ 

6.   I felt depressed. ① ② ③ ④ 

7.   I felt that everything I did was an effort. ① ② ③ ④ 

8.   I felt hopeful about the future.  ① ② ③ ④ 
9.   I thought my life had been a failure.  ① ② ③ ④ 
10. I felt fearful.  ① ② ③ ④ 
11. My sleep was restless. ① ② ③ ④ 
12. I was happy.  ① ② ③ ④ 
13. I talked less than usual. ① ② ③ ④ 

14. I felt lonely.  ① ② ③ ④ 

15. People were unfriendly. ① ② ③ ④ 
16. I enjoyed life.  ① ② ③ ④ 
17. I had crying spells. ① ② ③ ④ 
18. I felt sad.  ① ② ③ ④ 

19. I felt that people dislike me.  ① ② ③ ④ 

20. I could not “get going.” ① ② ③ ④ 
© Radloff, 1977 
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Depression Scale (CES-D-K) (Korean Version) 

우울증 척도 
다음은 귀하의 우울증 정도를 알아보는 질문들 입니다. 지난 일주일 동안 얼마나 자주 
아래의 항목에 해당되는 일들이 있었는지 1-4 번 해당되는 숫자에 “O”표해 주십시오. 

0 =  1 =  2 =  3 =  
극히 드물었다  

(1 일 이하) 

가끔 있었다 

(1 – 2 일간) 

종종 있었다 

(3 – 4 일간) 

대부분 그랬다 

(5 일 이상) 

지난 일주일간 나는 드물 었다 가끔 종종 대부분 

1.   평소에는 아무렇지도 않던 일들이 괴롭고 귀찮게 

느껴졌다 
① ② ③ ④ 

2.   먹고 싶지 않고 식욕이 없었다 ① ② ③ ④ 
3.   어느 누가 도와준다 하더라도, 나의 울적한 기분을 떨쳐 

버릴수 없을것 같았다 
① ② ③ ④ 

4.   무슨 일을 하든 정신을 집중하기가 힘들었다 ① ② ③ ④ 
5.   비교적 잘 지냈다 ① ② ③ ④ 
6.   상당히 우울했다 ① ② ③ ④ 
7.   모든일들이 힘들게 느껴졌다 ① ② ③ ④ 
8.   앞 일이 암담하게 느껴졌다 ① ② ③ ④ 

9.   지금까지의 내 인생은 실패작이라는 생각이 들었다 ① ② ③ ④ 

10. 적어도 보통 사람들 만큼의 능력은 있었다고 생각한다 ① ② ③ ④ 
11. 잠을 설쳤다 (잠을 잘 이루지 못했다) ① ② ③ ④ 
12. 두려움을 느꼈다 ① ② ③ ④ 
13. 평소에 비해 말수가 적었다 ① ② ③ ④ 
14. 세상에 홀로 있는 듯한 외로움을 느꼈다 ① ② ③ ④ 
15. 큰 불만 없이 생활했다 ① ② ③ ④ 
16. 사람들이 나에게 차갑게 대하는 것 같았다 ① ② ③ ④ 
17. 갑자기 울음이 나왔다 ① ② ③ ④ 
18. 마음이 슬펏다 ① ② ③ ④ 
19. 사람들이 나를 싫어하는 것 같았다 ① ② ③ ④ 
20. 도무지 무엇을 해 나갈 엄두가 나지 않았다 ① ② ③ ④ 

© Radloff, 1977, translated by Cho & Kim, 1998 
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Satisfaction With Life Scale (SWLS) (English) 

Direction: Below are five statements that you may agree with or disagree with. Using the 
1-7 scale below, indicate your agreement with each item by placing the appropriate 
number on the line preceding that item.  
 

1. In most ways, my life is close to my ideal. 

________/_________/__________/_________/_________/_________/_______ 
  ①                      ②                          ③                           ④                       ⑤                        ⑥             ⑦ 
Strongly              Disagree              Slightly          Neither agree       Slightly            Agree              Strongly 
disagree                                          disagree          nor disagree           agree                                       agree 

2. The conditions of my life are excellent. 
________/_________/__________/_________/_________/_________/_______ 
  ①                      ②                          ③                           ④                       ⑤                        ⑥             ⑦ 
Strongly              Disagree              Slightly          Neither agree       Slightly            Agree              Strongly 
disagree                                          disagree          nor disagree           agree                                       agree 

3. I am completely satisfied with my life. 
________/_________/__________/_________/_________/_________/_______ 
  ①                      ②                          ③                           ④                       ⑤                        ⑥             ⑦ 
Strongly              Disagree              Slightly          Neither agree       Slightly            Agree              Strongly 
disagree                                          disagree          nor disagree           agree                                       agree 

4. So far, I have gotten the important things I want in life. 
________/_________/__________/_________/_________/_________/_______ 
  ①                      ②                          ③                           ④                       ⑤                        ⑥             ⑦ 
Strongly              Disagree              Slightly          Neither agree       Slightly            Agree              Strongly 
disagree                                          disagree          nor disagree           agree                                       agree 

5. If I could live my life over, I would change nothing. 
________/_________/__________/_________/_________/_________/_______ 
  ①                      ②                          ③                           ④                       ⑤                        ⑥             ⑦ 
Strongly              Disagree              Slightly          Neither agree       Slightly            Agree              Strongly 
disagree                                          disagree          nor disagree           agree                                       agree 

© Diener, et al., 1985 
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Satisfaction With Life Scale (SWLS) (Korean Version) 

생활 만족도 척도 
다음은 귀하의 생활에 대한 만족 정도를 알아보고자 하는 것입니다. 귀하가 현재 자신의 
삶에 대해 생각하는 것과 가장 비슷한 곳에 O 표를 해주십시오. 정답은 없습니다. 솔직하게 
답해주십시오. 

 
전혀  

그렇지 
않다 

그렇지 
않다 

보통 
이다 그렇다 매우 

그렇다 

1.  현재의 내 생활은 대체로 내가 원하던 
생활과 비슷하다. ① ② ③ ④ ⑤ 

2.  현재의 내 생활 여건은 아주 좋다. ① ② ③ ④ ⑤ 

3.  나는 지금까지 내가 하고 싶었던 중요한 
일들을 이루었다. ① ② ③ ④ ⑤ 

4.  나는 현재 내 생활에 만족한다. ① ② ③ ④ ⑤ 

5.  나는 다시 태어나도 지금처럼 생활하고 
싶다. ① ② ③ ④ ⑤ 

© Diener, et al., 1985, translated by Gwak, 2003 
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Positive And Negative Affect Schedules (PANAS) (English) 

Direction: This scale consists of a number of words that describe different feelings and 
emotions. Reach each item and then mark the appropriate answer in the space next to that 
word. Indicate to what extent you generally feel this way, that is, how you fell on the 
average. 

 Not  
at all A little Moderately Quite a bit Extremely 

1.   Active ① ② ③ ④ ⑤ 
2.   Nervous ① ② ③ ④ ⑤ 
3.   Enthusiastic ① ② ③ ④ ⑤ 
4.   Irritable ① ② ③ ④ ⑤ 
5.   Inspired ① ② ③ ④ ⑤ 
6.   Distressed ① ② ③ ④ ⑤ 
7.   Proud ① ② ③ ④ ⑤ 
8.   Upset ① ② ③ ④ ⑤ 
9.   Strong ① ② ③ ④ ⑤ 
10. Afraid ① ② ③ ④ ⑤ 
11. Interested ① ② ③ ④ ⑤ 
12.  Hostile ① ② ③ ④ ⑤ 
13.  Excited ① ② ③ ④ ⑤ 
14.  Jittery ① ② ③ ④ ⑤ 
15.  Determined ① ② ③ ④ ⑤ 
16.  Scared ① ② ③ ④ ⑤ 
17.  Attentive ① ② ③ ④ ⑤ 
18.  Guilty ① ② ③ ④ ⑤ 
19.  Alert ① ② ③ ④ ⑤ 
20.  Ashamed ① ② ③ ④ ⑤ 

© Watson et al., 1988 
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Positive And Negative Affect Schedules (PANAS) (Korean Version) 

정적정서 부적정서 척도 
다음에 나오는 각 단어는 감정이나 기분을 말하는 것입니다. 각 단어를 읽고 현재를 포함한 
지난 일주일 동안 귀하가 느끼신 기분의 정도를 가장 잘 나타낸 곳에 O 표를 해주십시오. 
정답은 없습니다. 

 전혀  
그렇지 않다 

그렇지 
않다 

보통 
이다 그렇다 매우 

그렇다 

1.   (하루가) 활기 차다 ① ② ③ ④ ⑤ 
2.   신경질적이다 ① ② ③ ④ ⑤ 
3.   열정적이다 ① ② ③ ④ ⑤ 
4.   민감하여 화를 잘 낸다 ① ② ③ ④ ⑤ 
5.   원기왕성하다 ① ② ③ ④ ⑤ 
6.   괴롭고 고민스럽다 ① ② ③ ④ ⑤ 
7.   자랑스럽다 ① ② ③ ④ ⑤ 
8.   마음이 상한다 ① ② ③ ④ ⑤ 
9.   힘이 있다 ① ② ③ ④ ⑤ 
10. 두렵다 ① ② ③ ④ ⑤ 
11. 흥미 진진하다 ① ② ③ ④ ⑤ 
12.  적대적이다 ① ② ③ ④ ⑤ 
13.  기대되고 흥분횐다 ① ② ③ ④ ⑤ 
14.  불안하여 조바심 난다 ① ② ③ ④ ⑤ 
15.  (사리가) 분명하다 ① ② ③ ④ ⑤ 
16.  겁에 질린다 ① ② ③ ④ ⑤ 
17.  조심성 있고 주의 깊다 ① ② ③ ④ ⑤ 
18.  죄책감이 든다 ① ② ③ ④ ⑤ 
19.  방심하지 않고 경계한다 ① ② ③ ④ ⑤ 
20.  부끄럽다 ① ② ③ ④ ⑤ 

© Watson et al., 1988, translated by Lee et al., 2003 
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