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Abstract 

There are many orphaned and separated children (OSC) in the world and caregivers 

play a crucial role in caring for, supervising, and educating them. However, caregiving 

work is stressful and overwhelming, which sometimes bring negative influences to 

caregivers’ physical and mental health such as depression and anxiety that can be a great 

threat to caregivers’ mental health. Current studies mainly focus on caregivers’ mental 

illness instead of caregivers’ positive mood and mental health which are also very 

important. Besides, there is little information on caregivers’ daily life and work schedule 

which likely have a strong relationship with their positive mental health. This study’s 

objective was to describe OSC caregivers’ daily lives and how their work and activities are 

related to their positive mental health. Data collected included diary entries, surveys, and 

interviews from caregivers from five geographic locations: Hyderabad, India; Nagaland, 

India; Ethiopia; Kenya; and Cambodia. A total of 82 participants completed surveys and 

diary entries, and 69 of them finished interviews. Diary data were coded to learn about time 

spent on every activity; how caregivers perceived an activity’s importance, meaningfulness, 

pleasantness, and unpleasantness; and how time spent on activities related to caregivers’ 

daily mood. We focused on five main activities: cleaning, cooking, caring for children, 

supervising children and teaching children. We found that caregivers sometimes spend 

more hours on cleaning and cooking than staying with children in terms of caring for 

children, supervising children, or teaching children. These findings are important for OSC 
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residential care centers to consider rearranging caregivers’ work schedules and planning 

more activities for caregivers to improve their positive mental health. 
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1. Introduction 

Based on a report by UNICEF, there were about 140 million orphaned and 

separated children (OSC) across the world in 2015. Countries have OSC either 

because one or both of their parents have died, or because their parents have 

difficulties looking after them. Although some children are taken care of by other 

family members, there are still an estimated 2 million children living in residential 

care centers and being taken care of by caregivers, which means attention is needed 

for OSC caregivers. 1-2 

Caregivers provide care for people who are in need. In the case of medical care, 

they play a very important role in adherence to treatment. In the case of children, 

caregivers play crucial roles in education, meals, sleep, cleanliness, and emotions, 

which are all related to the children’s life quality and wellbeing. At some residential 

care centers, OSC caregivers work in shifts and are not responsible for a specific 

child, however, at other residential care centers, caregivers spend significant amounts 

of time with certain children. By comparing the wellbeing of children who live with 

family members to those who live in residential care centers, Whetten et al. (2014) 

found that caregivers played a large role in guaranteeing the wellbeing of children in 

residential care centers since they were like parents for the children in the residential 
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care centers they lived in. Better quality of care provided by the caregivers was 

related to more positive child wellbeing outcomes. 2  

To provide better quality of care, it is important for caregivers to have strong 

physical and mental health. The work of caregivers can be both physically and 

emotionally demanding. The negative feelings such as stress may have an impact on 

their physical, psychological and social health. In our study, we will focus on the 

caregivers of OSC. Although there can be many rewards from working with children, 

including keeping ourselves young and feeling love in the truest form, working with 

children also comes with a lot of responsibilities. For example, children not listening 

to caregivers’ words or getting injured can have negative impacts on caregivers’ 

moods, as can seeing children struggle from having experienced traumatic events or 

missing their parents. Therefore, it is necessary to learn more about caregivers’ 

mental health to promote their quality of life. According to several studies, caregivers 

report significantly more psychological distress, poorer well-being, higher rates of 

clinical psychiatric disorders, and more depressive and anxiety symptoms than non-

caregivers. 3-5 The reasons for poor mental health in caregivers may be high-intensity 

caregiving work, repeating boring daily activities, financial and employment 

concerns, high burden of care, and limited social support.3-5 However, some 

researchers have questioned the findings of worse caregiver mental and physical 
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health, suggesting that those findings are due to selection bias in which researchers 

fail to include caregivers who are doing well. Consequently, more studies are 

required. 6   

The World Health Organization (WHO) defines mental health as “a state of well-

being in which an individual realizes his or her own abilities, can cope with the 

normal stresses of life, can work productively and is able to make a contribution to 

his or her community.” 7-8 This definition frames emotional and spiritual wellbeing 

positively. It emphasizes that mental health is the presence of positive emotions and 

good functioning. 9 Yet, current research pays more attention to caregivers’ mental 

illness than to their positive mental health. For example, Lv et al. 10 examined 

symptoms of depression among children caregivers of living with HIV in rural areas 

and found an association between symptoms and reduced family socioeconomic 

status, and also an association between depression symptoms and adult or pediatric 

HIV infection in the family. 

Although studying mental illness in caregivers is important and attention is being 

paid to mental illness, positive mental health is also very important for OSC 

caregivers. Positive mental health, which we can call flourishing, is distinct from the 

absence of mental illness. Corey Keyes 11-13 defines positive mental health as: 1) 
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frequently experiencing positive emotions and 2) having good functioning. He further 

proposes that two kinds of functioning are important. The first kind of functioning is 

good psychological functioning which focuses on an individual’s private feelings, 

such as meaning in life. The second kind of functioning is good social functioning 

which focuses on individuals when they are part of a group, and areas such as feelings 

of belonging and contributing to the world. Mental illness is when an individual has 

negative symptoms at a level that interferes with everyday functioning. Although 

treatments can moderate mental illness, they cannot create a flourishing life. 

Nevertheless, mental illness and positive mental health are linked in some ways and 

in many studies are correlated. 12 In addition, the promotion of positive mental health 

may be a way to proactively prevent depression and other mental health problems. 13 

In some studies, participants whose mental health declined from flourishing or 

moderate mental health had more of a chance to have a mental illness ten years later. 

14 High positive mental health has also been associated with better future physical 

health. In a study by Corey Keyes 15 all-cause mortality was associated with changes 

in positive mental health but not with changes in mental illness. People with 

flourishing mental health had less of a possibility to die ten years later. The reason for 

that may not be related only to mental health but also correlated with less tobacco use 

and more physical activity. 
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 As noted above, one important aspect of positive mental health is positive 

emotions. “Moods” and “emotions” are different, despite often being used 

interchangeably. Emotions have a short duration when compared with moods and 

usually are triggered by the immediate events occurring. Moods, on the other hand, 

are more long-term and can build up gradually. However, moods and emotions are 

correlated and can influence each other. Both emotions and mood are important 

because they can influence an individual’s actions and coping. 16-17 The definition of 

positive mental health focuses on emotions 13-15. In daily diary studies, participants 

can be asked about emotions paired with a specific activity, or their overall mood for 

the day. Both kinds of information can be informative and may be distinct or 

correlated. 

One way to learn about caregivers’ positive mental health is to consider closely 

their daily lives. There are few studies that focus on caregivers’ daily activities and 

how those activities impact their moods. However, in one such study, Wong and 

Shobo 18 examined the relationship between daily time use and stressor exposures for 

family caregivers. Researchers used telephone interviews every night to ask 

participants about their daily time use roughly, stress level, and physical feelings 

experienced for one day. They wanted to learn about the quality of three different 

types of family caregivers’ daily experience in midlife and late adulthood. Akerstedt 
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19 also used telephone interviews twice a day (morning and evening) to explore the 

relationship between Alzheimer’s patients’ family caregivers’ daily life, in which 

they asked about sleeping status and their moods. The researchers found that sleep 

disturbances for Alzheimer’s patients’ family caregivers were correlated with 

caregivers’ negative mood and stress levels. Although both of the studies combined 

moods and caregivers’ daily activities, the activities were measured broadly across 

the day and not with the detail of every hour or half-hour and perceptions of that 

specific activity. Other studies use time-sampling methods to learn individual’s time 

use and daily schedule more specifically. For example, Vandewater et al. 20  used 24-

hour time-use diaries to study how children use their time and if time spent on TV 

interferes with time spent on more developmentally appropriate activities. 

However, these studies just focused on how people used their time but not how 

their activities influence their moods. 

In the current study, we seek to improve upon these shortcomings. A close 

examination of caregivers’ daily activities can reveal caregiving burdens, as well as 

activities that offer meaning and positive emotions, which are part of the definition of 

positive mental health. In the current study, caregivers’ activities are measured using 

time-use diaries which required caregivers to write their activities every half hour for 
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seven days. Learning more about activities that are relevant to OSC caregivers’ 

positive mental health is helpful to sustain caregivers in their work, and in having 

positive mental health across many years. 
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2. Methods 

2.1 Study design 

This study utilized a mixed-methods study design. 

2.2 Recruitment 

This study was conducted by researchers at Duke University and four non-

governmental organizations (NGOs) around the world which worked for the welfare 

of children but did not necessarily provide care for OSCs directly. These researchers 

recruited caregivers from residential care centers in:  

Hyderabad, India and also Dimapur/Kohima in Nagaland state, India: Sahara 

Centre for Residential Care and Rehabilitation; 

Bungoma County, Kenya: Action in the Community Environment (ACE) Africa-

Kenya; 

Addis Ababa, Ethiopia: Stand for Vulnerable Organization; and 

Battambang, Cambodia: Meahto Phum Ko'mah (MPK, or "Homeland").  

Although there were some minor differences in recruitment and participant 

compensation, researchers from different countries used consistent methods.  

Convenience sample approaches were used in engaging residential care centers 

and then recruiting caregivers. The inclusion criterion for residential care centers was 

that they had to have at least one caregiver and multiple children. The inclusion 

criteria for caregivers were that: (1) they were currently a caregiver for orphaned and 



 

 

9

separated children; (2) had extensive direct contact with the children (for example, 

were not a cook); (3) had worked for at least the last 3 years as a caregiver, and (4) 

should be identified as excellent in caregiving, although enacting this “excellence” 

criterion varied by country.  

To recruit residential care centers, researchers in each country identified OSC 

centers in their geographic area. There were some differences in recruiting caregivers. 

In Ethiopia and Kenya, staff talked to the OSC center director to get suggestions on 

caregivers that were good with children. Staff contacted the caregivers by phone or in 

person and explained the study to them. In Hyderabad, staff spoke to the OSC center 

director and senior caregivers as these long-term caregivers had a greater chance to be 

good caregivers. In Nagaland, there were only a few OSC centers which were small 

and had just one or two caregivers. Staff called the center directors who might also be 

the caregivers and scheduled an in-person visit. In Cambodia, staff sent a letter to 

directors and met with those who were willing to discuss the study. After gaining 

permission from directors to talk to the caregivers, staff described the study to the 

caregivers. Caregivers could decline participation.  

2.3 Data collection 

Data were collected in-person by trained staff from the four countries. Our data 

contained three main parts from caregivers: in-depth interviews, surveys, and week-
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long diaries. Data were collected across two or three visits during the timeframe of 

November 2016-September 2017.  

(1) Diary data 

Participants were required to finish a week-long diary. Staff taught participants 

how to fill out the diary. They were required to record their activities to be specific 

and include both work and personal time every half an hour, except for sleeping time. 

Then, participants were asked to rate how important, meaningful, enjoyable, and 

unpleasant each activity was. The scale for each was from 1 (“not at all”) to 5 

(“extremely”). Take “importance,” for example: “1” means the activity was not 

important at all, and “5” means the activity was very important. For “important,” 

participants were asked to think about how important this activity was in their life. 

For “meaningful,” participants were asked to think about how much meaning the 

activity contributed to their life. For “enjoyable,” the participants were asked to think 

about how enjoyable the activity was, or how much they have fun or pleasure when 

doing the activity. For “unpleasant,” the participants were asked to think about how 

stressful, uncomfortable, or unpleasant the activity was. In contrast to these emotions 

items, the last part of the diary included a mood item. Participants were asked to think 

about their overall mood for the day and the day’s quality (“was today a day well-

spent…how valuable was today overall?”). 
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(2) Interview data 

We collected caregivers’ diary entries and then conducted in-depth interviews in 

a private location while audio recording them. Staff were trained by the lead 

researchers on interview skills such as how to conduct open-ended questions, the 

purpose of each question, and how to deliver follow-up questions. The interviews 

lasted 30-120 minutes to complete. Interviews were conducted in a language spoken 

by both the caregiver and interviewer. The interviewer transcribed the interview in 

the original language and then translated it into English. Of the 31 interview 

questions, in this study we focused on the following three sets:  

1) Why did you first start caring for children?  What motivated you to work 

with children in institutions / orphanages?  

2) What tasks do you do at the institution? Which of these tasks come most 

easily to you?  Which tasks are hardest for you? What task do you enjoy 

the most and why? Do you get to do the tasks you enjoy as often as you 

like? Which tasks do you dislike the most and why? How often do you do 

these tasks? What are some of your strategies for managing to do these 

least favorite tasks? 
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3) What are some of the biggest challenges for you as a caregiver? What 

motivates you to continue to be a caregiver, even when there are big 

challenges? 

(3) Survey data 

All diary participants were also given a survey to complete which asked 

questions about participants’ demographic items, behavioral and mental health. 

2.4 Data analysis  

(1) Daily mood scores from diaries 

After finishing the diary every day, participants were required to answer 

questions on their mood as a whole day. The first question was “How positive or 

negative were your emotions today?” The choices were: extremely negative, very 

negative, slightly negative, slightly positive, very positive, and extremely positive. We 

gave “extremely negative” a score of “1” and “extremely positive” a score of “6”. The 

second question was “Thinking about today as a whole, was today a day well-spent? 

Another way to think about this question is, how valuable was today overall?” The 

choices were: not at all valuable or well-spent, slightly valuable or well-spent, 

moderately valuable or well-spent, very valuable or well-spent, and extremely valuable 

or well-spent. We gave “not at all valuable or well-spent” a score of “1”, and 

“extremely valuable or well-spent” a score of “5”. Mean daily mood scores and well-
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lived scores across the 7 days were calculated then. For participants who were missing 

data, a mean of at least 2 days was taken. Descriptive statistics, including range and 

standard deviation, were generated. After data collection, we conducted data analysis. 

For the diary data, we focused on the amount of time spent on each activity, including 

which kinds of activities, the activity ratings (i.e., important, meaningful, pleasant, and 

unpleasant), and the daily mood and day well-lived scores.  

We also combined in-depth interview data, which was qualitative data, with the 

results of the diary data, which provided the quantitative data for this study. 

(2) Demographics information, behavior, and mental health scores from survey data 

The survey included several demographic questions: (1) gender: “What is your 

gender?  Male, female, other.” (2) age: “How old are you (in years)?” (3) caregiving 

experience: “How many years have you been caring for orphans?” (4) education 

experience: “What is the highest amount of education you completed? Some of grades 

1-12 (or Standard 1 – Form 4), completed grade 12 or form 4, some university, graduate 

from university, beyond university, vocational or technical training, and other.”  

The survey also included several behavioral and mental health descriptive 

questions. First, the participants were asked about their financial stress: “How stressful 

is your current financial situation for you? Extremely stressful, very stressful, 
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moderately stressful, slightly stressful, or not at all stressful.” Second, the participants 

were asked about their activities related to religious beliefs which included: (1) “What 

is your religion?” (2) “Aside from weddings and funerals, how often do you visit a 

religious place of worship, attend a religious service, or attend a meeting of a religious 

group?” (3) “How often do you personally engage in prayer?” 

Finally, the survey included mental health measures. The Mental Health 

Continuum-Short Form12 is a 14-item measure of positive emotions used for measuring 

positive mental health. This form includes three main parts: (1) emotion (e.g., “During 

the past month, how often did you feel happy?”); (2) psychological functioning (e.g., 

“During the past month, how often did you feel that you had warm and trusting 

relationships with others?”); and (3) social functioning (e.g., “During the past month, 

how often did you feel that you had something important to contribute to society?”). 

The participants chose from six choices for the frequencies during the last month for 

every question: “never”, “once or twice”, “about once a week”, “two or three times a 

week”, “almost every day”, and “every day”. Scores were categorized into three 

categories of flourishing, moderate, and languishing. For participants to be categorized 

as flourishing, they needed to answer “every day” or “almost every day” to at least one 

of the three emotions questions and at least six of the eleven psychological and social 

functioning questions. For participants to be considered as languishing, they needed to 
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answer “never” or “once or twice” to at least one of the three emotions questions and 

to at least six of the eleven psychological and social functioning questions. In addition, 

participants who neither belonged to the languishing nor the flourishing category were 

categorized as having moderate mental health. 

(3) Kinds of activities from diaries  

To develop codes for the activities listed in the diaries, two study team members 

received and read through diary data examples from each geographic location. They 

determined a list of activities from the data, using a data-driven approach. After 

developing a comprehensive list, we considered ways to categorize the activities into 

fewer groups and assigned each group a code and wrote a definition for the code with 

specific examples. For example, the code of “caregivers’ personal work” was defined 

as caregivers’ work outside of the residential care centers, and “take care of my own 

child” was categorized as “caregivers’ personal work”. The codebook was used to 

code an initial set of diary data and updated for any additional codes or code edits 

during regular meetings among coders. Three team members coded all diaries with 

the first set of broad codes and 10% of all diary coding was double coded and 

reviewed until the team came to consensus. During the regular meetings, team 

members shared their different opinions on coding and we kept improving the 

codebook and made our coding from different members become consistent. The final 



 

 

16

version of the codebook contained 19 codes of activities (such as teaching children), 

as shown in the Results. 

(4) Activity scores from the diaries 

We counted the mean number of 30-minute units coded per caregiver per day by 

geographic location to learn about their working time and daily schedule. For 

example, if one caregiver had 10 units of “teaching” in her one-week diary, it 

indicated that she spent 5 hours per week on teaching. The mean score for 

Importance, Meaningfulness, Enjoyment, and Unpleasantness by geographic location 

were calculated and compared using STATA (Version 15.0) 26 ANOVA tests were 

conducted to show if the results were significantly different by geographic location. 

2.5 Ethics approvals  

All procedures were approved by the Duke University Arts & Sciences 

Institutional Review Board. We also secured the following country-level approvals: 

Kenya (Kenya Medical Research Institute) and Cambodia (Provincial Department of 

Social Affairs, Veterans, and Youth Rehabilitation). Researchers from each NGO 

secured in-country ethics approvals, with local approvals for Hyderabad, Nagaland, 

through Sahara Centre for Residential Care and Rehabilitation in India, and Ethiopia, 

through Stand for Vulnerable Organization. Participants were compensated after data 

collection. In Kenya, the residential care centers received a gift which included 
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cooking oil, sugar, or soap worth ksh 2,000 to share, and the caregivers received a 

small gift which included sugar, tea, soap, or talk time scratch cards worth ksh 1,000. 

In Nagaland, caregivers received a small gift of stationary sets. Monetary 

compensation was given to individual caregivers in Cambodia ($10 USD), Ethiopia 

($13 USD), and Hyderabad ($8 USD). Written consents were given to all 

participants. 
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3. Results 

A total of 82 caregivers participated in diary data collection, with the following 

number of participants by site: 6 in Nagaland; 12 in Ethiopia; 14 in Hyderabad; 24 in 

Kenya; and 26 in Cambodia. Not all participants completed in-depth interviews. 

Specifically, 8 participants from Cambodia and 5 participants from Hyderabad did not 

finish in-depth interviews due to staff constraints. Of the 82 participants who provided 

diary data, 70 provided data for a full 7 days. In Hyderabad, we collected 3-day diary 

entries instead of 7-day diary for 12 participants because they had such low literacy 

that they needed the daily help of study staff to review their day and complete the diary, 

and the study staff were only able to go 3 days in a row. Participants had an average of 

8.4 years for caregiving work. The mean age was 36.1 years old and the majority were 

female (76.8%).  

3.1 Codes 

In this paper, all activities were classified into 19 codes: (1) religious activities 

such as “go to the church”; (2) caring activities for caregivers themselves such as 

“take a bath” (cooking for themselves is included elsewhere); (3) leisure activities by 

themselves such as “take a rest”; (4) leisure activities with the children such as 

“watch TV with children”; (5) leisure activities in which it was not possible to tell if 

the caregiver was alone or with children; (6) residential care center work outside of 

caregiving such as administrative or budget work; (7) caregiver personal work such as 
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“wash clothes for myself”; (8) caregivers’ social support activities such as “talking to 

neighbors”; (9) travel or transition activities such as “return from market”; (10) 

shopping activities; (11) meetings for communities or schools; (12) cooking for 

themselves; (13) cooking for children; (14) cooking but it was not possible to know 

for whom; (15) cleaning or maintenance activities; (16) gardening or farming 

activities such as “water the flowers”; (17) caring for children such as bathing, 

feeding, getting dressed; (18) supervising children’s activities such as “watch children 

play outside”; and (19) teaching children. 

 From all these 19 codes, the current study uses five codes: cooking for children 

(13), cleaning (15), caring for children (17), supervising children’s activities (18); and 

teaching children (19). The first reason for choosing these five activities is that these 

are primary daily tasks for caregivers.  

3.2 Rationale for focusing on these codes 

In the in-depth interviews, staff also asked participants’ motivations. The most 

mentioned reasons are: (1) love for children; (2) job opportunities; (3) personal 

experience and (4) religion. Some caregivers wanted to become a caregiver due to 

their personal experience. For example, some caregivers were orphans themselves 

and were raised in the residential care centers, so they became caregivers when they 

grew up. Some caregivers chose to become a caregiver because they needed a job 
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opportunity to support their family. A Kenyan caregiver said the reason is “My 

unemployment status after dropping out of school in Form 2 for lack of school fees 

and poverty that I grew in.” Love for children and the enjoyment of caring children 

were the most common reasons for caregivers. An Ethiopian caregiver said “It’s 

based on my interest. It’s because I enjoy working with and serving children. I have 

been working here for many years out of the love I have for children.” Religious 

beliefs are also important reasons for some caregivers. For example, a caregiver from 

Nagaland took caregiving as serving God, “since I am a religious……ummm., our 

mission, our work is that … main work is we…. when we come…we want to serve 

God so like … serving poor, we feel happier.”  

For this study, these motivations for caregiving influenced the codes we chose to 

examine closely. Love for staying with children was the most important motivation 

for caregivers and even though it was not the motivation for some caregivers, even 

those caregivers enjoyed staying with children after they took the job. Therefore, we 

focused on activities that caregivers enjoyed doing with the children. The second 

reason for choosing these activities is that teaching, caring and supervising are 

possibly the most important tasks for OSC caregivers that are related to children. 

Although cleaning and cooking are important, they are not related to spending time 

with children. Therefore, we wanted to know how much time participants spent on 
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these activities and how these activities related to caregivers’ mental health in the 

current study. 

3.3 Amount of time for each of five activities 

Figure 1 shows an example of coding using a Cambodian participant’s daily 

schedule. 

Time  Activity  Code   Time  Activity  Code  

5:00-5:30 Exercise 2  13:30-14:00 Do work at 

school 

6 

5:30-6:00 Cook 

breakfast 

13  14:00-14:30 Teach 19 

6:00-6:30 Observe 

children 

having 

breakfast 

17  14:30-15:00 Teach 19 

6:30-7:00 Broom the 

rubbish 

15  15:00-15:30 Do work at 

school 

6 

7:00-7:30 Take a bath 2  15:30-16:00 Teach 19 

7:30-8:00 Go to market 10  16:00-16:30 Eat something 2 

8:00-8:30 Go to market 10  16:30-17:00 Teach 19 

8:30-9:00 Cook lunch 13  17:00-17:30 Observe 

children 

having dinner 

17 

9:00-9:30 Cook lunch 13  17:30-18:00 Observe 

children 

having dinner 

17 

9:30-

10:00 

Cook lunch 13  18:00-18:30 Take a bath 2 

10:00-

10:30 

Cook lunch 13  18:30-19:00 Have dinner 2 

10:30-

11:00 

Observe 

children 

having lunch 

17  19:00-19:30 Tell children 

to read a 

story tale 

book 

18 
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11:00-

11:30 

Observe 

children 

having lunch 

17  19:30-20:00 Tell children 

to read a 

story tale 

book 

18 

11:30-

12:00 

Observe 

children 

having lunch 

17  20:00-20:30 Watch the 

news on TV 

3 

12:00-

12:30 

Take a bath 2  20:30-21:00 Watch the 

news on TV 

3 

12:30-

13:00 

Teach 19  21:00-21:30 Watch the 

drama on TV 

3 

13:00-

13:30 

Teach 19     

Figure 1. Example of one day of a diary (Cambodia) with this study’s activities  

Using the diary data, first we calculated the time for different activities in these 

five geographic locations. Table 1 and Figure 2 present the number of hours worked 

for each of five activities by geographic location per person per day. We found that 

participants spent much time on these five tasks: 9 hours per day per person in 

Ethiopia, 8.8 hours per day per person in Cambodia, 6.9 hours per day per person in 

Hyderabad, 6.2 hours per day per person in Kenya, and 4.4 hours per day per person 

in Nagaland. Especially for the participants in Ethiopia, they spent, on average, more 

time on the five activities combined than participants in other geographic locations. 

They spent about 9 hours on these five activities, which means these activities were 

the main responsibilities for them. Participants in Nagaland spent less time on the five 

activities combined than participants in other geographic locations. They only spent 

4.4 hours per person per day on these activities on average, which either means they 
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had more time on other responsibilities such as going to the market or they had more 

personal time such as personal leisure time and social support events. 

Table 1. Average number of hours spent on five activities per person per day 

and average mood in five geographic locations 

 Hyderabad 

N=14 

Nagaland 

N=6 

Ethiopia 

N=12 

Kenya 

=24 

Cambodia 

N=26 

Cleaning  1.8 0.8 2.1 2.9 2.1 

Cooking for children 1.2 0 2.2 1.2 2.6 

Caring for children 2.7 0.3 3.6 1.3 2.2 

Supervising 

children’s activities 

1.1 2.2 0.9 0.4 1.1 

Teaching  0.1 1.1 0.2 0.4 0.8 

Total hours 6.9 4.4 9.0 6.2 8.8 

      

Mean daily mood 

score (range 1-6, 

higher is better 

mood) 

3.81 4.79 5.02 3.50 4.69 

Mean daily well-

lived score (range 1-

5, higher is more 

well-lived) 

3.75 3.83 4.06 3.07 3.83 
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Figure 2. Comparison of average time spent on five activities in five geographic 

locations 

 Three notable findings emerged from Table 1 and Figure 2. 

(1) Participants in Cambodia spent more time on cooking and cleaning than 

caregivers in other geographic locations. 

Most participants in Cambodia logged time in their diaries from 5:30 a.m. to 

9:30 p.m., which was 17 hours in total. They reported spending an average of 8.8 

hours on all these five activities, which was nearly half of their working time. 

Combining the time for cleaning and cooking, the total time for Cambodia was 4.7 

hours per person per day, 4.3 hours for Ethiopia, 4.1 hours for Kenya, 3.0 hours for 
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Hyderabad, and 0.8 hours for Nagaland. Thus, participants in Cambodia reported 

spending more time on cleaning and cooking than participants in other geographic 

locations. For these five tasks, they spent almost four hours on cooking and three 

hours on cleaning daily, which was more than the time they spent with the children. 

From diary entries we learned that for cooking, they prepared breakfast, lunch and 

dinner every day. For cleaning, they needed to finish work like washing clothes, 

washing dishes, cleaning the house, cleaning the kitchen, preparing the bedroom, 

and sweeping the rubbish. 

(2) Participants in Kenya spent more time on cleaning and cooking than staying 

with children. 

Participants in Kenya reported spending 2.9 hours on cleaning, 1.3 hours on 

caring for children, 1.2 hours on cooking and 0.4 hours per person per day on 

teaching and supervising children’s activities. Teaching, supervising and caring can 

be counted as time spent with children. For these activities, the total time for Kenyan 

participants was 2.1 hours per person per day, which was less than daily cleaning 

time. 

(3) In all five geographic locations, participants spent the least amount of time 

on teaching.  
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Teaching is one of the greatest responsibilities for OSC caregivers that can 

benefit children for both knowledge and their personality. In addition, teaching can 

benefit caregivers since most caregivers enjoy teaching children. However, 

participants in all five geographic locations reported spending less time on teaching 

than on other activities. Participants in Nagaland reported spending 1.1 hours per 

person per day on teaching; in Cambodia, 0.8 hours; in Kenya, 0.4 hours; in Ethiopia, 

0.2 hours; and in Hyderabad, only 0.1 hours. For all five geographic areas, teaching 

was the activity that participants reported spending the least amount of time on.  

(4) Daily mood scores and daily well-lived scores in five geographic locations. 

Across geographic regions, the mean daily mood score ranged from 3.50 in 

Kenya, corresponding to a score of between “slightly negative emotions” (3) and 

“slightly positive emotions” (4), and 5.02 in Ethiopia, corresponding to a score of 

“very positive emotions” (5). Across geographic regions, the mean day well-lived 

score ranged from 3.07, corresponding to “moderately valuable or well-spent” (3) in 

Kenya to 4.06, corresponding to “very valuable or well-spent” (4) in Ethiopia. The 

mean daily mood score and well-lived score were also highest in Ethiopia. 

3.4 Activity scores for five activities 
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Participants rated each of the five activities on importance, meaningfulness, 

enjoyment, and unpleasantness. Figures 3-7 depict the participants’ average scores for 

each activity for each of the 5 geographic locations. 

 

Figure 3. Average scores for five activities for Hyderabad participants 
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Figure 4. Average scores for five activities in Nagaland 

 

Figure 5. Average scores for five activities in Ethiopia 
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Figure 6. Average scores for five activities in Kenya 
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Figure 7. Average scores for five activities in Cambodia 

Five noteworthy findings can be learned from Figures 3-7.  

(1) Teaching is the most important and meaningful activity. 

Across the five geographic locations, participants rated teaching with the overall 

highest important and meaningfulness scores. In three of the five geographic 

locations, participants rated teaching as the most important work. The average 

important score for teaching was 4.44, compared with 4.37 for supervising children’s 

activities, 4.28 for caring for children, 4.27 for cooking, and 4.01 for cleaning. The 

average meaningfulness score for teaching was 4.22, compared with 4.03 for 

supervising children’s activities, 3.92 for caring children, 3.85 for cooking, and 3.67 

for cleaning.  

By drawing on in-depth interview data, it was possible to learn why participants 

rated teaching as so important. The first reason was that participants considered 

education to be very important in a child’s life, because it will change their 

knowledge and personalities. A participant in Ethiopia mentioned, “Since I work with 

children, I enjoy advising them and like seeing when they take my advice and apply 

it. In addition, I am happy when they get changed following my advice. Advising is 

what I enjoy the most.” The second reason was that participants rated teaching as so 

important is that they considered teaching to be a kind of sharing and it can be a great 
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connection between the children and the caregivers. For example, a participant in 

Nagaland thought, “the most that I enjoy is giving them biblical teachings sharing 

from the bible… this is one of the most interesting and enjoyable tasks.” The third 

reason was that participants indicated that teaching also gives OSC caregivers 

satisfaction. A participant in Hyderabad said, “teaching to these students makes me to 

feel happy”. 

(2) Cleaning is the most unpleasant activity. 

For most participants in five geographic locations, cleaning had the highest 

unpleasant score, with an average of 1.98. We counted the average unpleasant score 

for all five geographic locations and found that cleaning had the highest unpleasant 

score, compared with 1.60 for caring for the kids, 1.51 for cooking, 1.48 for 

supervising children’s activities, and 1.46 for teaching. Cleaning dishes, cleaning 

clothes for caregivers, and cleaning clothes for the children were the most mentioned 

cleaning activities. In the participants’ in-depth interviews, when participants were 

asked about jobs they thought were hard or disliked, many participants mentioned 

that cleaning was the hardest work and they didn’t like it. 

The reason for that could be that cleaning is time-consuming and sometimes it is 

very dirty to do. For example, one participant in Kenya mentioned that she thought 

washing clothes is the hardest task because of bending for many hours. The task she 
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said she dislikes the most is cleaning toilets because they are used by many people 

which is untidy or filthy. Another participant in Kenya also mentioned cleaning 

clothes as the least favorite job. She said that she needs to do the job very often since 

they have children who urinate on their beddings and she has to wash them. The 

strategies for her to deal with her least favorite activity is that “I know that all tasks 

are important and that one has to do them to fulfil our purpose of serving God.” 

(3) Compared with other geographic locations, participants in Ethiopia gave 

higher ratings for importance, meaningfulness, enjoyment, and 

unpleasantness for all five activities than other countries. 

Participants in Ethiopia gave higher scores for importance, meaningfulness, 

enjoyment, and unpleasant for nearly every activity than participants in other 

countries. The difference between meaningfulness, importance, and enjoyment was 

lower in Ethiopia than it was in the other four geographic locations. For example, the 

difference between enjoyment and meaningfulness for cleaning in Nagaland was 

0.57, and the difference between meaningfulness and importance for cleaning in 

Nagaland was 0.53. However, the difference between enjoyment and meaningfulness 

for cleaning in Ethiopia was only 0.25, and the difference between meaningfulness 

and importance for cleaning in Ethiopia was only 0.19.  

(4) Teaching is not the favorite activity for participants in Kenya.  
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Participants in Kenya gave a 3.44 enjoyable score for teaching, which was the 

lowest among all five geographic locations. Participants from three of the five 

geographic locations gave teaching the highest enjoyable scores, however, 

participants in Kenya only rated it as the fourth enjoyable work among all five kinds 

of work and only higher than cleaning. These results indicate that participants in 

Kenya may not enjoy teaching like participants in other geographic locations do. 

However, the participants’ interviews show different results. For example, one 

Kenyan participant chose teaching as her favorite task because “when I teach even if I 

am just giving them advice, I feel there is something that I have built in them. If there 

is something that this child does not understand well, I explain to them because it will 

help the child in their future life.” Another participant also mentioned that she loves 

to provide support and give advice to the children, because “I like working with 

children and I feel good finding solutions for children in their everyday lives.” 

Therefore, maybe sometimes teaching is a hard task, but some participants in Kenya 

thought teaching is a way to give advice and change children’s futures, which is a 

great and important job. The advice for children’s current life or future also 

strengthens the connection between caregivers and children. 

(5) Participants in Cambodia didn’t consider cleaning as unpleasant  
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As mentioned before, cleaning received the highest unpleasant scores and 

participants from three of the five geographic locations rated it as the most unpleasant 

activity. However, participants in Cambodia didn’t dislike cleaning as much as 

participants in other geographic locations did. The unpleasant score for cleaning 

among Cambodian participants was only 1.34, which was the lowest among the five 

geographic locations. The unpleasant score was also the lowest among the five 

activities in Cambodia. It’s also very interesting that Cambodian participants reported 

spending the most time on cleaning compared to participants in the other geographic 

locations. One reason for that could be sometimes participants take cleaning as a 

work with children. One participant in Cambodia reported loving cleaning most 

because “cleaning the whole institution because I can see all my children here. When 

my children are not with me, I always worry about them, for example, I always worry 

when it rains because I don’t know if they are in class or not. Even if the job is a bit 

hard, but I am happy because I can see them all here.” Another reason could be the 

different attitude toward daily work for Cambodian participants. For example, when 

asked to rate their least favorite work, one participant answered that she cannot rate it 

because all different kinds of work are all the same to her. She reported wanting to 

enjoy every kind of work if she needs to finish every task. 
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4. Discussion 

4.1 Discussion of the results 

This study sought to identify how caregivers spend their days and how their 

daily activities relate to their mental health. To our knowledge, this is the first study 

that focuses on caregivers’ positive mental health and relates mood and emotions to 

caregivers’ daily activities by using diaries. Such information is important in order to 

learn about caregivers’ daily lives in order to improve their mental health. 

A key finding of this study is that caregivers sometimes even spend more time 

on cooking and cleaning than staying with children. For most participants, spending 

time with children was enjoyable and good for their moods. For example, based on 

the interview data, the majority of the participants reported enjoying teaching. Yet, 

the reality revealed by the diary data was that the participants didn’t have much time 

for teaching children. This finding was surprising; it is possible that many people 

think caregivers’ main responsibilities should be taking care of children and teaching 

them some basic knowledge and skills, yet we found that they do not spend most of 

their days with children.  

Another surprising finding is that caregivers didn’t rate caring for children as the 

most enjoyable activity (e.g., teaching and supervising children were rated as more 

enjoyable), even though the motivation for their job for most caregivers was that they 

love children and they want to take care of these orphaned and separated children. It 
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is possible that caregivers can receive happiness and satisfaction when taking care of 

children, however, caring for children includes caring for them when they are naughty 

and not listening to caregivers’ words, which participants in the interviews reported 

making them feel disappointed and sad. There are many challenges in caregiving; 

children may hurt themselves or make themselves sick when they reject to follow 

caregivers’ regulations and requirements and make caregivers very worried. 

According to the participants’ interview data, taking care of sick children was one of 

the greatest difficulties for caregivers since they would worry about the children’s 

condition. Other studies also discovered similar results. Catherine White Berheide et 

al. (1976) focused on the nature and consequences of household work. 21 They found 

that child care is the activity that evokes the most diverse feelings since housewives 

described it as “enjoyable”, “frustrating”, “fulfilling”, and “physically tiring”. When 

people care for children, it means that this person needs to take responsibility for 

other lives, which is enjoyable but distressing work. This is especially true because 

children don’t know how to protect themselves and sometimes make themselves sick 

or get injured, which will bring negative emotions to caregivers. 

Cleaning is another potential threat to influence caregivers’ positive mental 

health because they don’t like cleaning and the enjoyment score is the lowest and the 

unpleasant score is the highest among all activities. This result is consistent with what 
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Mutrie (2002) found, 23 indicating that most of physical activities have positive 

relationships with mental health, however, housework has a negative impact on 

mental health. They found that the more housework a person does, the more chance 

that that person will become depressed. Besides, some research has indicated that 

housewives feel dissatisfied with heavy loads of housework. 24 Fragmented and 

repetitive work may be the reason for the dissatisfaction. 21, 25 Nevertheless, the 

situation in Cambodia was different from these research findings and also from 

participants in this study’s other geographic regions. In Cambodia, participants didn’t 

rate cleaning low for enjoyment score and high for unpleasant score. They just took 

cleaning as an ordinary work like other works do and some participants said that they 

don’t have the hardest and the easiest work because they think all the work as the 

same. Therefore, caregivers may enjoy cleaning more if they change their attitudes to 

the work. Cleaning is necessary for caregiving work and nobody can get rid of it. A 

possible thought and attitude to take is that every work is valuable and respectful 

since it serves for children. The residential care centers can provide education for 

caregivers to encourage a good attitude toward cleaning in order to improve their 

moods and then improve their positive mental health status. In addition, since most 

caregivers who didn’t like cleaning mentioned that cleaning is dirty and a time-
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consuming burden, another option would be to have good schedules for all caregivers 

and give them enough personal rest time.  

4.2 Limitations  

This study is unique since we relate the caregivers’ daily life to their positive 

mental health by diary entries. By virtue of collecting diary data in five geographic 

locations, we were able to learn how caregivers spend their days with details and 

compare the similarities and differences between all geographic locations. 

Nonetheless, there were some limitations in our study. First, not all participants had 

good reading and writing literacy, so we cannot be sure that every participant gave 

accurate answers. Because participants in Hyderabad had research staff help them fill 

out their diary entries and at all other sites the diary entries were self-administered, it 

is possible that diary data from Hyderabad exhibit mode effects. Specifically, 

participants may have been more likely in Hyderabad to make themselves look better 

to the interviewer or give answers which the interviewer expects. Consequently, these 

may bring some misinterpretations and biases. Second, the distribution of data is 

unfair. There are some missing data since some participants in Hyderabad only 

completed three days of diary entries instead of seven days which may bring some 

biases. In addition, we didn’t have an equal number of participants by geographic 

location. There were fewer participants in Hyderabad and Nagaland. Besides, we 
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need to be cautious making conclusions across all five geographic locations due to the 

culture differences. For example, different countries may have different opinions on 

work and have different definitions of “enjoyable”. Third, it would have helped us 

understand better if we had asked some extra questions. The first one would be 

whether the participants have enough leisure time. Based on the results, we can see 

that heavy work burden can be one of the biggest threats of caregivers’ positive 

mental health, and social support can be a key way to improve positive mental health, 

so caregivers need enough leisure time. The second question could be whether 

anything unique happened in this week. Ideally, we would have made sure that was 

an ordinary week for the participants to understand caregivers’ daily lives.  

4.3 Recommendations and implications 

Based on our study results, we learned that most caregivers work a long time 

every day and especially cooking and cleaning, which may have a negative influence 

on the caregivers’ positive mental health. Hence, we suggest that residential care 

center directors can rearrange caregivers’ work schedules such as trying not to let one 

caregiver keep working on cleaning and cooking. Holding some interesting activities 

to connect caregivers can also be a potential method. In addition, the residential care 

centers can let caregivers have more time for teaching which may benefit both 

caregivers and children. Teaching is one of the most important responsibilities and 
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activities for OSC caregivers. First, children spend a great amount of time with 

caregivers and caregivers are important for children’s future development and 

personality. Teaching is the best way to share knowledge and cultivate good 

personality and habits. However, since education is important for children, it will be 

better if the residential care centers can provide some trainings for caregivers on how 

to teach children. Second, teaching may improve caregivers’ positive mental health 

status since staying with children is most children caregivers’ motivation and 

teaching is enjoyable for most caregivers. Third, teaching is also crucial for the 

connections between caregivers and children. However, we can also see that 

caregivers spend the least time on teaching among the five kinds of work studied. 

Therefore, residential care centers can arrange more teaching activities which will 

benefit both caregivers and children. 

Moreover, since our research still has some limitations, it is important for there 

to be future studies that can (1) include more caregivers from other countries; (2) 

prolong the diary period from 30 minutes to one hour since many jobs are repetitive 

and this may reduce caregivers’ burden on recording their activities; (3) focus on 

what activities caregivers enjoy most and the reason for the enjoyment; and (4) focus 

on why time spent with children can influence caregivers’ positive mental health to 

make full use of that. 
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5. Conclusion 

In sum, findings from this study indicate that caregivers work long hours every 

day and their work burden is high; these can be important threats for depression and 

stress. They spend more time on the tasks they don’t enjoy, such as cleaning, than the 

work they love, such as teaching. This information may be useful for the residential 

care center staff to consider and act on. For example, they might rearrange caregivers’ 

work schedules and hold some interesting activities for caregivers to improve their 

positive mental health. We hope that caregivers can have strong mental health and 

physical health to sustain them in their important work. 
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