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Abstract:  

Research demonstrates the health consequences of caregiving as well as the health benefits of leisure pursuits. 

The purpose of this preliminary study was to explore the barriers to leisure travel for family caregivers. 

Participants comprised 105 family caregivers in North Carolina who completed an 86-item questionnaire. 

Factor analysis generated 5 primary factors (Environment, Personal, Service Provision, Financial, and Shared 

Leisure) that represented primary constraints to leisure travel for this population. Additional analysis indicated 

that these caregivers greatly missed their leisure, which they gave up as a result of caregiving. Implications for 

practice and research exist that could address the negotiation of these barriers.  
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Article:  

Pleasure travel is currently one of the fastest growing leisure pursuits of individuals 55 and older. As baby 

boomers mature, however, many will become confronted with issues of caring for ill and disabled parents, 

spouses, and other family members. Professional literature clearly illustrates that being a family caregiver is 

often associated with the compromised physical and/or psychological health. In addition, being a caregiver 

brings significant constraints to oneôs leisure, particularly leisure travel. Similar to caregiving itself, the lack of 

leisure in oneôs life has also been associated with poor health. Therefore, to attempt to understand the potential 

relationships between leisure, health, and caregiving, the purpose of this preliminary study was to explore the 

barriers to leisure travel as a result of caregiving for a family member. 

 

CONSEQUENCES OF CAREGIVING ON HEALTH  

As the baby boomer generation ages, individuals will begin to experience limitations in their physical activity 

because of chronic health conditions. A number of these individuals will require personal care that, for many 

reasons, will not be provided by a professional caregiver. According to A Profile in Caregiving in America,
1
 

44.4 million individuals in the United States provide some sort of informal unpaid family caregiving and this 

number is expected to grow significantly in the next 25 years. Of significant concern for this population is that 

caregiving responsibilities have been proven to cause physical as well as psychological consequences to the 

health of the caregiver.
2ï4 

For example, studies have shown that the stress of family caregiving can lead to the 

production of higher stress hormones, poor antibody production, and compromised immune systems
5ï8

 as well 

as more depression than noncaregivers.
2ï4

 In addition, stressed family caregivers are more likely to die at an 

earlier age than noncaregivers or those not stressed by the demands of caregiving for a family member.
9
 

 

CAREGIVERôS LEISURE 

Despite the added responsibility of family caregiving, caregivers greatly value and miss their leisure.
10,11

 Thus, 

the loss of leisure is another significant consequence of family caregiving. According to National Family Care-

givers Association,
3
 family caregivers in the United States identified loss of leisure as one of the top 3 negative 

consequences to caregiving. In addition, research shows that people who become caregivers have difficulty 

http://libres.uncg.edu/ir/uncg/clist.aspx?id=1592
http://libres.uncg.edu/ir/uncg/clist.aspx?id=1529


retaining leisure in their lives.
10,12ï14

 More significantly, caregivers have identified leisure travel as a particular 

loss within their leisure pursuits, reporting that caregiving interfered with vacation plans and other leisure 

travel.
15,16

 As a result, family caregivers (as well as their care recipients) will likely find their leisure travel 

severely restricted or eliminated as a result of having to redirect their free (leisure) time and discretionary 

money away from pleasure travel toward the care of a loved one with illness or disability. This loss and 

disruption in leisure travel can cause additional consequences for family caregivers such as resentment, 
11, 17

 

strain,
18

 and sorrow.
19

 

 

LEISURE CONSTRAINTS  

Family caregivers clearly experience myriad constraints to the pursuit of their leisure travel. Negative life 

events such as the illness or disability of a loved one (and in this case, often a travel companion) present 

significant challenges to the individual who takes on the caregiving role. The conceptual frameworks used for 

this study included the constraints model by Crawford et al
20

 as well as results from an interpretive study on the 

barriers to leisure travel of family caregivers that suggested that family caregivers experience constraints in a 

way that differs from traditional constraints models.
11 

 

According to the constraints model of Crawford et al,
20

 there are 3 sequential categories of constraints to oneôs 

pursuit of leisure: intrapersonal, interpersonal, and structural. The model proposes that intrapersonal constraints 

to leisure are also linked to the development of leisure preferences. They are typically internal to the individual 

and could consist of factors such as personality and beliefs (eg, worry, stress, feelings of inadequacy). More 

recent studies have furthered the definition of intrapersonal constraints. In a study of adults, Samdahl and 

Jekobowich
21

 found that intrapersonal constraints for their subjects included family responsibilities, lack of a 

leisure partner, or a mismatched leisure partner. On the basis of these descriptions, it is likely that family 

caregivers have potential to experience intrapersonal constraints to their leisure pursuits. 

 

The second type of barriers described in the model of Crawford et al
20

 are interpersonal constraints that are most 

likely encountered after intrapersonal constraints are ñovercome.ò Interpersonal constraints include factors 

dealing with social and cultural interactions that interfere with participation such as attitudes of others, lack of 

support, and cultural differences. Again, this category potentially fits family caregivers partially because of the 

likelihood to travel with their care recipient. For example, studies by Bedini
22

 as well as Bedini and 

Henderson
23

 found that perceived stigma (perceptions of othersô attitudes) posed a significant threat to leisure 

pursuits of people with disabilities. 

 

The last group of constraints described in the model is structural constraints that include restrictions outside of 

the individual (eg, weather, finances, physical access, lack of transportation) and, on the basis of the model, can 

be addressed only after interpersonal constraints are dealt with. 

 

In addition to the constraints model, we considered conclusions derived from a study by Gladwell and Bedini
11

 

that also examined barriers to leisure travel. In a series of 13 interviews, family caregivers shared experiences, 

whereby they were constrained or compromised in leisure travel. The data also suggested that family caregivers 

experience constraints in a way that differs from traditional constraints models. Therefore, this study is also 

considering nontraditional patterns of leisure constraints for family care-givers in relation to travel for tourism 

reword here. 

 

METHOD S  

Participants/sampling 

The researchers used the 28 agencies listed in the American Association of Retired Personsôs Family 

Caregiving in North Carolina (2002) directory as a sampling frame for this study. E-mails were sent to a 

contact person for each agency asking whether they were willing to help distribute survey packets to potential 

respondents through their caregiver support groups and related services. Nine agencies responded positively, 

and subsequently 4 agencies were chosen that represented 4 different geographical regions of the state 

(mountains, piedmont, sandhills, and coastal). Participants were identified through the support group 



coordinators for each of the 4 sites, who then estimated the number of survey packets required. The 

questionnaire was sent to a total of 870 informal family caregivers among the 4 groups. One hundred five 

usable surveys were returned. 

 

Instrument 

The instrument comprised a total of 82 items; 56 items about barriers and 26 demographic questions. The items 

about barriers to leisure travel were developed from relevant literature as well as quotes and phrases from the 

interviews from the qualitative study conducted by Gladwell and Bedini.
11

 In addition, the 26 demographic/ 

profile items represented 8 basic demographics (ie, age, sex, race, education, income), 12 specific questions 

dealing with their caregiving duties (ie, hours and type of support, care recipientôs disability, level of assistance 

required by care recipient), and 6 questions that addressed issues regarding traveling. The barriers items used a 

4-point Likert-type scale, with ñ4ò representing ñstrongly agreeò and ñ1ò representing ñstrongly disagree.ò All 

other items were nominal or open ended. 

 

Data collection 

Because of issues of confidentiality, the researchers disseminated the 870 requested questionnaires through 4 

liaisons who were administrators in the identified caregiver agencies. The liaisons distributed coded packets that 

included a cover letter, questionnaire, and self-addressed and stamped return envelopes to family caregivers 

through support group meetings or direct mailings. The potential respondents were asked to complete the survey 

and then mail them back to the researchers directly. Reminder postcards were sent to the liaisons to distribute to 

their respective potential participants 2 weeks after the initial mailing. 

 

Data analysis 

Data were analyzed using SPSS, Version 11. 5, with descriptive statistics, as well as factor analysis, 

independent t tests, and analyses of variance (ANOVAs). Independent t tests and ANOVAs were run to 

determine whether there were statistically significant differences for the factors generated among relevant 

demographic profile variables. 

 

RESULTS 

Descriptive statistics 

Demographic results indicated that the average respondent was female (84%), white (79%), with an average age 

of 61 years (range = 32ï87 years). The majority of the respondents cared for a parent or parent-in-law (53%), 

with another 31% of respondents caring for a spouse or partner. The remaining 16% provided care for other 

relatives and/or friends. Approximately two thirds (68%) of the respondents were married/partnered, whereas 

about a third (32%) were separated, divorced, widowed, or never married. The average length of caring for the 

care recipient was 7.4 years. In terms of education, 64% had less than a 4-year degree, with another 28% 

completing a BS/BA and 6% with a graduate degree. 

 

The most common condition of the care recipients was Alzheimerôs disease (44%), with another 15% of the 

care recipients experiencing a stroke (cerebrovascular accident, CVA). The remaining disabilities of the care 

recipients included heart disease (7%), cancer (5%), Parkinsonôs disease (4%), or a variety of other conditions 

that totaled less than 2% each. Forty-two percent of the care recipients required level 4 assistance (constant), 

whereas only 18.5% required level 1 care (little to no assistance). In addition, 44% of the respondents provided 

care themselves more than 40 hours per week, whereas only 16% provided care less than 10 hours per week. 

Similarly, only 15.5% of the care recipients received care more than 40 hours per week, with just more than 

48% receiving care fewer than 10 hours per week. More than half of the care-givers (63%) lived with their care 

recipient, whereas othersô care recipients lived independently (22.3%) or in a nursing facility (6%). The 

respondents received assistance primarily from family (28%) or friends (15%). Other sources of support 

included adult day care (16%), home healthcare (15%), and support groups (13%). 

 

Approximately two thirds (67%) of the caregivers reported being retired or not employed, with the remaining 

one third (33%) worked full-time or part-time in addition to caregiving and other responsibilities. More than 



30% stated that they had to give up their job when they became a caregiver. Fifty-four percent of the 

respondents had a household income of less than $25,000 per year. 

 

Most caregivers defined leisure as ñunobligated time to do with as I pleaseò (58%), and almost half (48%) 

stated they completely gave up leisure travel as a result of caregiving responsibilities. Thirty-four percent stated 

that they engaged in no leisure travel at all. The average number of trips for the remaining 66% who did travel 

was 1 to 2 leisure travel experiences each year. Although the respondentsô leisure travel had been greatly 

reduced, they identified in a wide variety of travel interests. The majority of the respondents said that their 

current travel is made up of visits to family and friends (18.1%), visits to the beach or mountains (17.1%), 

shopping (12.8%), and day trips (12.4%). See Table 1 for details. 

 

Results from individual item mean scores (out of a possible 4) suggested that the responding caregivers greatly 

missed their travel (M = 3.34). In addition, these respondents indicated that they do not have much freedom 

when they travel with their care recipient (M = 3.27), do not travel because it is stressful (M = 2.96), feel guilty 

when they travel without their care recipient (M = 2.94), and that they choose to stay closer to home when travel 

with their care recipient (M = 3.06). Analysis indicated, however, that there were no statistically significant 

differences for these variables. 

 

Factor analysis 

Exploratory factor analysis yielded 5 factors representing barriers to leisure travel with fairly strong Cronbach 

alpha reliabilities. These factors were Environment (a = .84), Personal (a = .82), Service Provision (a = .80), 

Financial (a = .89), and Shared Leisure (a = .71) (Table 2). The Environment factor loaded with 13 items that 

involved the context of travel such as feeling safe or comfortable in travel settings. For example, respondents 

that scored high in this factor found items that addressed situations like crowding, lack of support from family, 

concerns about accessibility, lack of medical assistance, and crime to pose barriers to their leisure travel. The 

Personal factor loaded with 10 items, and represented the personal impact of caregiving on the actual travel 

experience. For example, respondents who scored high on this factor found guilt for traveling without the care 

recipient, resentment, lack of spontaneity, lack of freedom, stress, or sense of loss for the travel as barriers to 

their leisure travel. The Service Provision factor loaded with 9 items, and involved the accessibility of 

facilities/accommodations and the quality of service delivered by employees of travel-related businesses. For 

example, respondents who scored high on this factor found lack of accessible facilities and transportation, 

unskilled service providers, and inconsideration to their care recipientsô needs as barriers to their leisure travel.  

The Financial factor comprised 5 items that related to economic difficulties related to caregiving or travel 

expenses. Respondents that scored high on this factor found that they do not have money to travel because of 

caregiving costs. The last factor, Shared Leisure, loaded with 9 items that reflected the relationship between the 

care-giver and care recipient with regard to their mutual (or shared) leisure travel experiences. For example, 

respondents who scored high on this factor found lack of encouragement to travel without care recipient, lack of 

travel companion, and lack of others to care for care recipient to be barriers to their leisure travel. This factor 

also represented the need for similar interests in a travel companion. 

 
 



 
 

 
 



 

 



 

Independent t tests and ANOVAs were run to determine whether there were statistically significant differences 

on each of the 5 factors for various demographic profile variables. Most demographic profile variables showed 

no statistically significant differences for any of the 5 factors. Therefore, for each of the 5 barriers identified in 

the factor analysis, respondents experienced similar barriers to leisure travel regardless of age, marital status, 

level of education, living arrangements with the care recipient, type of disability, sex, and hours of care received 

from various support systems. 

 

The variables that did show statistically significant differences included relationship to care recipient, level of 

income, race, and level of care required for the care recipient. Results indicated that those caregivers who were 

caring for a spouse found more barriers to their Shared Leisure travel experiences than did those caregiving for 

a parent or another family member or friend (P = .001). 

 


