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Caring for a family member or loved one with dementia places a heavy burden 

on those providing the care. Caregivers often develop chronic depression because of 

having to deal with this burden. A great deal of literature has been published discussing 

coping effectiveness, effects of social support, and other internal and external means of 

support for the caregiver. However, little has been written about the changes, if any, in 

depression that the caregiver experiences after the termination of care, either through 

institutionalization or death of the person with dementia. This study examined whether 

there is a change in depression of spousal caregivers after institutionalization of the 

dementia care recipient as well as any changes in depression that may have occurred 

as a result of the death of the dementia care recipient. Two theoretical models, the wear 

and tear model and the adaptation model were discussed in terms of caregiver 

depression after institutionalization of the dementia care recipient.  Two other theoretical 

models, the relief model and the stress model, were discussed in terms of caregiver 

depression after the death of the dementia care recipient. Datasets from the National 

Institute on Aging sponsored Health and Retirement Study were analyzed. Results 

indicate that both male and female spousal caregivers report an increase in depression 

after the institutionalization or death of the dementia care recipient, but that as time 

passes, males report a decrease in depression while females continue to report an 

increase in depression.   
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CHAPTER I 

INTRODUCTION 

 Millions of adults in the United States provide care to family members or loved 

ones with dementia (Schulz, Mendelsohn, Haley, Mahoney, Allen, Zhang, et al., 2003) 

and these numbers are likely to increase in the future. By 2040, it is expected that 77 

million people will be age 65 or over (Stone, 1999). Many of these people will 

experience dementia and require care. While some care recipients with dementia 

receive care from paid caregivers, such as those employed by home health agencies, 

the majority of patients are cared for by informal primary (typically family) caregivers. As 

the result of the chronic stress of providing care to a person with dementia, many 

primary caregivers develop depression. The purpose of this proposed study was to 

examine whether there is a change in the level of depression experienced by the 

informal primary family caregiver after the institutionalization or death of the patient. 

Definitions of Terms 

Spousal Caregivers 

 Informal primary caregivers are defined as those people who provide the majority 

of assistance and support for dementia patients and are not paid for the services they 

provide. Most frequently, informal primary caregivers of dementia patients are spouses 

or adult children, mostly daughter or daughter-in-laws, of the patients (Pot, Deeg, & 

Knipscheer, 2001). For the purposes of this study, only changes in depression of 

spousal caregivers were examined. In addition, only those spouses who provide in-

home, rather than those or coordinate or provide care to a spouse who is already 

institutionalized, were discussed. 
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Dementia 

 Within the literature, dementia is defined in several ways. Some authors use 

measures such as the Mini-Mental State Examination (MMS) (Gonzalez-Salvador, 

Arango, Lyketsos, & Barba, 1999), the Modified Mini-Mental State Examination (3MS) 

(Gallicchio, Siddiqi, Langenberg, & Baumgarten, 2002), and the Clinical Dementia 

Rating (CDR) (Waite, Bebbington, Skelton-Robinson, & Orrell, 2004) or a combination 

of such measures. Others define dementia as that diagnosed through clinical 

examination by a primary care physician, neurologist, or other medical personnel 

(Thomas, Chantoin-Merlet, Hazif-Thomas, Belmin, Montagne, Clement, et al, 2002). 

Still others use a combination of objective measures and clinical measures. Several 

authors analyzed data received from participants enrolled in the Resources for 

Enhancing Alzheimer’s Caregiving Health (REACH) study, a multi-site study that 

assessed the feasibility of numerous psychosocial interventions and their impact on the 

health and well-being of caregivers of people with Alzheimer’s disease (Coon, Rubert, 

Solano, Mausbach, Kraemer, Arguelles, et al., 2004; Haley, Gitlin, Wisniewski, 

Mahoney, Coon, Winter, et al, 2004; Schulz et al., 2003,). However, a great number of 

researchers do not define dementia in their studies, but simply state that subjects had 

dementia (Atienza, Collins, & King, 2001). 

Caregiving 

Negative aspects of caregiving. Caregivers of people with dementia face many 

challenges and stresses. Objective stressors include the patient’s cognitive status, the 

patient’s problematic behavior, as well as the patient’s dependency on the caregiver for 

activities of daily living (ADL) and instrumental activities of daily living (IADL) (Gallagher-

Thompson & Powers, 1997). Subjective stressors include caregiver overload and 

relational deprivation, and decreased personal time (Zarit, Todd, & Zarit, 1986). 

Positive aspects of caregiving. In addition to the many stressors related to caregiving, 

there are also several positive aspects to the experience. Results from previous 
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research indicate that many caregivers reported that they had positive feelings toward 

at least one aspect of their caregiving. These positive feelings included companionship, 

fulfillment, enjoyment, and the satisfaction of meeting an obligation and providing quality 

of life to a loved one (Boerner, Schulz, & Horowitz, 2004).  

Theoretical Models of Caregiver Depression 

Family Caregiver Response to Patient Iinstitutionalization 

 While institutionalization of the dementia patient or death of the patient both 

reduce the burden on the caregiver, there are different theories regarding the effects of 

the transitions on the caregiver. The two theoretical models concerning 

institutionalization are the Wear and Tear Model and the Adaptation Model. The Wear 

and Tear Model stresses that caregivers’ resources tend to break down because of the 

demanding chronic stress associated with caregiving, while the Adaptation Model posits 

that caregivers have the ability to change and cope effectively with the many stresses 

and challenges of proving care to the dementia patient (Gold, Reis, Markiewicz, & 

Andres, 1995).  

 Supporting the Wear and Tear Model, previous longitudinal studies have found 

that caregivers demonstrated increased depressive symptomology (Alspaugh, 

Stephens, Townsend, Zarit, & Greene, 1999), providing support for the Wear and Tear 

Model, and that higher levels of caregiver burden predicted the transition to 

institutionalization (Zarit et al., 1986). In another study, Zarit and Whitlach (1992) found 

that caregivers who placed the care recipient in an institution reported decreased 

feelings of overload and tension and increased overall well-being after placement. 

Grant, Adler, Patterson, Dimsdale, Ziegler, and Irwin (2002) also found that after placing 

the dementia patient in an institution, caregivers reported being less depressed. 

Caregiver characteristics also played a role in determining whether to institutionalize the 

dementia patients. Female caregivers tend to report greater caregiver burden 

(Gallicchio et al., 2002; Zarit et al, 1986,) and often do not ask for assistance in 



 

 

 

4 

 

providing care (Hope, Keene, Gedling, Fairburn, & Jacoby, 1998). As a result, they 

were more likely to place the care recipient in an institution. 

 However, other research has provided support for the Adaptation model. In a 

study by Schulz and Williamson (1991), burden scores for both in-home caregivers and 

those who had institutionalized their dementia patients decreased, suggesting that in-

home caregivers had developed greater tolerance for the stresses of caregiving. 

Additional support for the Adaptation model is seen in the findings of a study by 

Spruytte, Van Audenhove, and Lammertyn (2001) who found that several factors 

affected the caregiver’s decision to institutionalize the care recipient with dementia. A 

good relationship between caregiver and care recipient tended to delay 

institutionalization, as did an increased level of adaptation of the home to facilitate care. 

Schulz, Belle, Czaja, McGinnis, Stevens, & Zhang (2004) found that caregivers who 

reported that assisting the care recipient made them feel more useful and appreciated 

were less likely to place the care recipient in an institution. Lieberman and Fisher (2001) 

studied the effects of nursing home placement on family caregivers of patient with 

Alzheimer’s disease. The results of the study showed that while spousal caregivers 

reported a reduction of care burden after their loved ones were placed in nursing 

homes, they also experienced increased grief and depression as a result of the loss of a 

strong emotional attachment. 

 Spruytte et al. (2001) found there was no difference between spouse or child 

caregiver in terms of tendency to institutionalize. This finding is in contrast to the results 

of a study by Pot, Deeg, and Knipscheer (2001) that showed that non-spouse 

caregivers were more likely than spouse caregivers to institutionalize, and that when 

spouses did place the care recipient with dementia in an institution, it was frequently 

only as the result of succumbing to pressure from children or other people outside the 

spousal relationship. 
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 It should be noted that after institutionalization of the dementia patient, unlike 

after the death of the patient, the caregiver usually continues to have contact with the 

patient and to provide some support, although to varying degrees. Schulz et al. (2004) 

found that spouses as well as those who visited at least daily and those who were less 

satisfied with the facility in which the dementia patient resided were more likely to report 

depression levels equal to or higher than the depression levels reported prior to 

institutionalization of the patient. One possible cause for the continuation or increase in 

depression of these caregivers may be that, after institutionalization of the dementia 

patient, these caregivers actually experience increased stress as the result of increased 

responsibilities. Not only do these caregivers continue provide perform many of the 

activities that they did when caring for the patient at home, such as feeding, grooming, 

managing finances, and providing transportation, and they also take on new activities 

such as interacting with the staff and administration of the facility.  

Family Caregiver Response to Death of Dementia Patient 

 Caregiver bereavement after the death of the dementia patient is also associated 

with two theoretical models, the Relief Model and the Stress Model. The Relief Model 

hypothesizes that caregivers experience a decrease in depressive symptomology due 

to a decrease in caregiver burden after the death of the dementia patient. In their 

research, Collins, Liken, King, and Kokinakis (1993) found that the emotion most 

frequently experienced by caregivers in the period after the death of the dementia 

patient was a feeling of relief related to the end of the care burden. Gold et al. (1995) 

also reported that caregivers who had terminated home care due to the death of the 

recipient experienced decreased depression and improved functioning after termination 

of care. Schulz et al. (2003) also found that while 72% of caregivers reported that the 

death of the dementia patient was a relief to them, more than 90% reported that they 

believed the death was a relief to the patient. In this study, the researchers found that 

caregivers experienced high levels of depressive symptoms while providing care to the 
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dementia patient, but after the death of the patient, caregivers had clinically significant 

declines in depression. Only one study discussed gender differences in bereavement of 

caregivers of dementia patients: Collins, Stommel, Wang, and Given (1994) found that 

female caregivers, compared to male caregivers, expressed decreased depression after 

death of the dementia patient, possibly due to the greater caregiving burden that female 

caregivers reported. 

 The Stress Model proposes that caregivers tend to experience an increase in 

depression as the result of the death of the patient. In support of the Stress Model, 

Bodnar and Kiecolt-Glaser (1994) found that caregiver depression often lasts long after 

the death of the care recipient. Collins et al. (1993) also found that many of the 

caregivers they surveyed expressed doubts about the care that they had provided to the 

dementia patient prior to the care recipient’s death. Many caregivers also reported 

positive aspects of providing care to the dementia patient. While little research has been 

done regarding positive aspects of caregiving of dementia patients, Boerner et al. 

(2004) found, even after controlling for caregiver demographic characteristics, 

contextual factors, and caregiver burden, that caregivers who reported higher levels of 

caregiving benefit were more likely to report more depression and grief after the death 

of the care recipient. Relationship type (i.e. spousal caregiver) was a significant 

independent predictor for grief, a finding that led researchers to posit that caregivers 

who reported high levels of caregiving benefit had a more positive or closer relationship 

with the care recipient and so the loss was greater for them resulting in more intense 

grief. In addition, not only did caregivers who reported higher levels of caregiving benefit 

lose a family member, but also the caregivers themselves lost an important and 

meaningful role, resulting in increased depression. This supports the findings of Mullan 

(1992) who found that caregivers who provided more hands-on involvement in care 

experienced increased depression after the death of the patient. Collins et al. (1994) 



 

 

 

7 

 

found that female caregivers reported increased depression after the death of the 

dementia care recipient. 

Purpose of Study 

 The purpose of this study was to determine what, if any, changes in caregiver 

depression result when care of the dementia care recipient ends through either 

institutionalization or death of the care recipient. From the results, it can be determined 

if caregivers would benefit from counseling or other support services when caregiving 

ends. 

Hypotheses 

1: It was expected that the results of this study would provide further support for the 

Wear and Tear Model of caregiver depression. That is, it was expected that caregivers 

of dementia care recipients would report less depression after institutionalization of the 

care recipients. 

2: It was expected that the results of this study would provide further support for the 

Relief Model of caregiver depression; caregivers of dementia care recipients would 

report less depression after the death of the care recipients. 



 

 

 

8 

 

CHAPTER II 

METHOD 

Participants 

 The study was originally conceptualized as analyzing longitudinal data obtained 

from Wave 1 (1993), Wave 2 (1995), Wave 3 (1998), Wave 4 (2000), and Wave 5 

(2002) of the Study of Assets and Health Dynamics of the Oldest Old (AHEAD), a 

nationally representative panel study conducted by the Institute for Social Research at 

the University of Michigan and funded by the National Institute on Aging (Juster & 

Suzman, 1995). However, it was discovered that there were significant differences in 

the definition of variables in the first two waves and that these waves were not fully 

compatible with subsequent waves. For this reason, a decision was made to analyze 

only Wave 3 (1998), Wave 4 (2000), and Wave 5 (2002). In addition, beginning in 1998 

and continuing in subsequent waves, the AHEAD data set was merged into the Health 

and Retirement Study (HRS), a larger nationally representative data set that is similarly 

funded by the National Institute on Aging and conducted by the Institute for Social 

Research at the University of Michigan. Therefore, all further references will be made to 

the HRS. 

 The Wave 3 (1998) HRS survey population is made up of United States 

household residents who were born in 1947 or earlier. The sampling was a random 

probability sample with a 100% oversampling of African Americans, Hispanics, and 

Florida residents (Health and Retirement Study, 2003). The racial/ethnic oversampling 

was obtained because several of the factors that affect the aging process are different 

among various racial/ethnic groups. Florida residents were 100% oversampled because 

of the great number of older Americans living in that state.  

 Respondents were interviewed by telephone except in cases where there was no 

telephone in the household or the respondent was unable to complete the interview by 

telephone. In these cases, the interviews were carried out face-to-face. When telephone 
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interviews were conducted with the respondents, the respondents’ spouses were also 

interviewed by telephone.  

 Interviewers were instructed to obtain interviews with the participants 

themselves, but in some cases, interviews were conducted with proxies instead. Three 

criteria were used to determine if a proxy interview was needed: 1. how long the initial 

part of the interview took to complete, 2. the number of questions to which the 

respondent gave a “don’t know” response, and 3. the respondent’s score on a test of 

cognitive functioning (Health and Retirement Study, 2003). In addition, exit interviews 

using proxies were conducted if respondents who were community dwellers in a specific 

wave had moved to nursing homes or died before the time of a subsequent wave. When 

a proxy was needed, the interviewers attempted to interview the person who most 

familiar with the financial, health, and family situation of the sampled individual. In most 

cases, the proxy was the spouse, but in some cases, it was an adult daughter or son or, 

less frequently, another relative or caregiver. The relationship to the sampled individual 

is noted in each wave. In addition, if there was a proxy interview at two successive 

waves, it is noted whether or not the proxy was the same individual in each wave. 

Measures 

Cognition Self-report 

  For the self-report, the cognitive measures selected specifically excluded 

nonverbal tests such as those measuring psychomotor functioning, visual perception or 

memory because they cannot be administered over the phone. Overall, the cognitive 

measures used in HRS were selected because they had the following characteristics: 1. 

they could provide descriptive information on a wide range of cognitive functions, 2. they 

span difficulty levels ranging from competent cognitive functioning to impaired cognitive 

functioning, 3. they are sensitive to changes over time, 4. they can be administered over 

the telephone by trained lay interviewers in a short time, and 5. they are valid and 

reliable (Ofstedal, Fisher, & Herzog, 2005). 
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 Self-respondent measures assessed memory, mental status, abstract 

reasoning, and vocabulary. In the 1998 interview, an additional question was added to 

determine if the respondent had ever been diagnosed with dementia.  

 As part of memory assessment, respondents were asked two questions 

regarding their own rating of their memory at the present time (“How would you rate 

your memory at the present time?”, “Would you say it is excellent, very good, good, fair, 

or poor?”) and compared to their memory in the past (“Compared with (previous wave 

interview month-year/two years ago), would you say your memory is better now, about 

the same, or worse now than it was then?”).  

 Memory was also assessed two word list recall tasks (immediate free-recall and 

delayed free-recall) and the Serial 7’s subtraction test). In the immediate word recall 

task, the interviewer read one of four possible lists of 10 nouns to the respondent. The 

lists did not overlap in word content. The respondent was then asked to recall as many 

words as possible from the list in any order. In the delayed word recall task, the 

respondent answered other survey questions for approximately 5 minutes. The 

respondent was then asked to recall the nouns previously presented as part of the 

immediate word recall task. For the Serial 7’s subtraction test, the interviewer asked the 

respondent to subtract 7 from 100 and to continue subtracting 7 from each subsequent 

number for a total of 5 trials (see Table 1).  

 Four tests assessing knowledge, language, and orientation were used to 

measure the respondents’ mental status. In the Backwards Count starting from 20 and 

86, respondents were asked to count backwards as quickly as possible for 10 

continuous numbers beginning with the number 20. Respondents were also asked to 

count backwards for 10 continuous numbers beginning with the number 86. Again, 

respondents were instructed to count backwards as quickly as possible. In the Date 

Naming test, respondents were asked to report “today’s date,” including the month, day, 

year, and day of week. For the Object Naming test, respondents were asked the 
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following questions: “What do you usually use to cut paper?” and “What do you call the 

kind of prickly plant that grows in the desert?”  In the President/Vice President Naming 

test, respondents were asked to name the current President and Vice President of the 

United States.  

 To assess established knowledge, or crystallized intelligence, a vocabulary 

measure adapted from the WAIS-R was used. Respondents were asked to define five 

words from one of the following two sets: 1) repair, fabric, domestic, remorse, plagiarize, 

and 2) conceal, enormous, perimeter, compassion, audacious. Respondents were 

randomly assigned to one set of words in the first wave and the sets are alternated in 

each subsequent wave.  

Cognition Proxy-report 

 The cognitive performance tests could not be conducted with proxy respondents; 

therefore, during the proxy interview, different measures were selected to assess the 

original respondent’s present cognitive status as well as change in status between 

waves. Proxy measures asked proxy respondents to assess the following in the 

respondents: global ratings (“meta memory”), judgment, organization, Jorm IQCODE 

(16 questions regarding the respondent’s change in memory for various types of 

information), and behavior problems observed (Ofstedal, Fisher and Herzog, 2005). 

 To assess respondents’ present memory, proxy respondents were asked: “How 

would you rate (respondent’s first name)’s memory at the present time?” and “Would 

you say it is excellent, very good, good, fair, or poor?”  They were then asked, “Have 

you noticed any change in his/her memory over the past two years?” and were asked to 

rate the amount of change they had noticed over the past two years (see Table 2).  

 To assess respondents’ judgment and organization, proxy respondents were 

asked the following questions: “How would you rate (respondent’s first name) in making 

judgments and decisions?”, “Would you say that (he/she) is excellent, very good, good, 
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fair, or poor?”, and “How would you rate (respondent’s first name)’s ability to organize 

(his/her) daily activities?”   

 Proxy respondents were also asked questions from the 16-item version of the 

Jorm IQCODE regarding the respondents’ change in memory over the previous two 

years for various types of information. The 16 questions were adapted from the short 

form of the Informant Questionnaire on Cognitive Decline in the Elderly. The questions 

covered a range of topics including remembering where things are kept, remembering 

recent events, learning new things, and handling financial matters (see Table 2).  

 In addition, proxy respondents were asked about the frequency with which they 

had observed a variety of behavior problems. These problems included getting lost in a 

familiar environment, wandering off, hearing or seeing imaginary things, becoming 

hostile, doing things dangerous to himself/herself and having difficulties sleeping 

(Ofstedal et al., 2005). 

Validity and Reliability of Cognitive Measures 

 The Cognitive Functioning Items for each of the HRS waves have adequate 

internal consistency reliability coefficients for this sample (alpha) when the scissors item 

is excluded:  Wave 3 (1998): 0.63 (previous waves: 0.65); reliability calculations for 

Wave 4 (2000) and Wave 4 (2002) have not yet been released. Little research has been 

done regarding construct validity of the cognitive measures used in the HRS waves. 

However, past research of these same measures used in the Health and Retirement 

Study waves indicates that the measures adequately assess cognitive function and 

impairment (Ofstedal et al., 2005). There is a possibility of nonresponse bias, which is 

supported by the observations that typically survey response rates are 70% or lower, 

and that rates tend to decrease with respondents’ increasing age. In addition, HRS 

researchers noted that nonrespondents are more likely to be in worse health and of 

lower cognitive ability than are respondents. In addition, older respondents are more 

likely than younger ones to refuse or avoid answering a survey question. This can result 
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in lower response rates for specific questions and can lead to bias in the data if the 

respondents who do not answer a question are different from those who do provide an 

answer (Ofstedal et al., 2005). 

Depression 

 HRS researchers used an 8-item version of the 20-item Center for 

Epidemiological Studies Depression Scale (CES-D) to assess depression level in 

respondents. The CES-D scale does not determine the presence or absence of 

recognized psychiatric disorders but instead measures a continuum of symptoms of 

depression and anxiety. The Short Form Composite International Diagnostic Interview 

(CIDI-SF) was also administered to assess respondents for occurrences of major 

depressive episodes. The CIDI-SF elicits information relating to symptoms of major 

depressive episodes as described in the Diagnostic and Statistical Manual of Mental 

Disorders of the American Psychiatric Association, third edition revised (DSM-III-R) 

(Steffick, 2000). These instruments were chosen because they have been shown in 

previous literature to be reliable when administered over the telephone and in person 

(Radloff & Teri, 1986; Mroczek & Kessler, 1994 cited in Steffick, 2000). In addition, 

these instruments allow for comparison to results found in multiple other studies. 

 An eight-item version rather than the full-length CES-D (see Table 3) was used in 

the HRS studies in order to accommodate the time constraints of the interviews. In 

addition to decreasing the number of items in the CES-D, the HRS researchers also 

changed the response format from a frequency response format to a yes/no response 

format. A summary score ranging from zero to eight is produced by summing the 

number of “yes” answers across the eight items (positive items are reverse-scored) 

(Steffick, 2000). 

 When administered to older populations, the CES-D has reliability coefficients 

ranging from 0.85 to 0.91. In addition, factor structures remain stable and scores and 

factors are not significantly influenced by age (Radloff & Teri, 1986). Another significant 
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finding by Radloff et al. (1986) is that there is no indication that older adults are unable 

to understand or follow instructions in the instrument. 

 The properties that make the full CES-D attractive to researchers carry over to 

the 8-item version used in the HRS surveys. Overall reliability using standardized 

variables yields Cronbach’s alpha of 0.78 for AHEAD Wave 1 (1992) and 0.79 for Wave 

2 (1995); reliability calculations for HRS Wave 3 (1998), Wave 4 (2000), and Wave 5 

(2002) have not yet been released. Internal consistency and construct validity are also 

good. Sensitivity and specificity of the 8-item CES-D measure are acceptable when 

compared against the CIDI-SF. Turvey, Wallace, and Herzog (1997) (as cited in 

Steffick, 2000) found that when a cutoff point of 3 or more on the 8-item CES-D was 

used, the abbreviated form of the CES-D identified 71 percent of respondents as “not 

depressed” that the CIDI-SF also identified as “not depressed.”  In addition, the 

abbreviated CES-D classified 79 percent of respondents as depressed that the CIDI-SF 

also classified as depressed. 

 In addition to administering the CES-D to respondents during each wave, the 

HRS researchers also administered The Short Form Composite International Diagnostic 

Interview (CIDI-SF) once to each respondent during the 1998, 2000, and 2002 

interviews. The CIDI-SF is designed to determine if respondents have experienced 

major depressive episodes. Respondents are asked about seven symptoms of 

depression: anhedonia, fatigue or low energy, change in appetite, trouble sleeping, 

difficulty concentrating, feelings of worthlessness, and thinking about death. Literature 

indicates that endorsement of three or more symptoms is indicative of a diagnosis of 

depression (Health and Retirement Study, 2003) but the endorsement of five or more 

symptoms corresponds to the DSM-IIIR requirements for major depression. The short 

form of the CIDI for major depressive episodes is only administered once to each 

respondent in the HRS surveys. 
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 The CIDI-SF consists of 33 questions in its entirety but respondents do not 

answer all 33 questions. First, respondents are asked a screening question regarding 

dysphoria (depressed mood): whether they ever felt sad, blue for depressed for more 

than two weeks in a row in the past 12 months (see Table 4). If they answer “no” to this 

question, they are skipped past the detailed questions regarding depressed mood and 

are asked the second screening question about anhedonia (inability to experience 

pleasure from normally pleasurable activities): “during the past 12 months, was there 

ever a time lasting two weeks or more when you lost interest in most things like 

hobbies, work, or activities that usually give you pleasure?”  If respondents also answer 

“no” to this second question, the CIDI-SF is completed and the respondents continue 

with the rest of the HRS interview. If the respondents answer “no” to either question 

because they were taking antidepressant medication, their responses are coded as 

such and they continue on to the next part of the interview. If respondents answer “yes” 

to either question, they are then asked more specific questions about dysphoria or 

anhedonia, depending on to which screening question they answer in the affirmative. 

 The summary score for the CIDI-SF ranges from zero to seven. Respondents 

who answer “no” to both screening questions as well as those who did not meet 

frequency and duration for those questions and those who did not endorse any major 

depressive episode symptoms beyond one of the screen questions receive a summary 

score of zero. For those respondents who answered “yes” to one of the screening 

questions, with the appropriate frequency/duration, the summary score is the number of 

symptoms endorsed out of seven possible. For respondents who answered “yes” to the 

screening question about anhedonia, the total possible score ranges from zero to six 

because anhedonia is counted as an additional symptom for those with dysphoria. For 

some researchers, a score of three or more indicates a diagnosis for depression, but a 

more conservative cutoff of five or more symptoms corresponds to the DSM III-R criteria 
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for major depressive episodes. The CIDI-SF has not been used in any other surveys of 

older Americans so it is not possible to compare results across a variety of studies. 

 Both the CIDI-SF and CES-D are self-report instruments that ask the respondent 

to evaluate his/her own state of mind. For this reason, neither the CIDI-SF nor the CES-

D was administered in interviews with proxy respondents. These items were coded 

“don’t know” for these respondents. 

 The HRS study includes a third measure, five self-report questions, that address 

psychological health in general (see Table 5). In each wave, respondents were asked to 

self-report their own emotional health on a scale ranging from excellent, very good, 

good, fair, and poor. They were also asked about a doctor’s diagnosis of psychological 

problems, psychological treatment received, and the use of psychotropic medications. If 

respondents answered “no” to any of these items, they were asked again in subsequent 

waves. If respondents answered, “yes” to any of these items, they were asked about 

treatments and medications in subsequent interviews. 

Procedure for Selecting Caregivers and Care Recipients 

 In order to have longitudinal data for each respondent, data records from the 

1998, 2000, and 2002 interviews were merged. This required matching across waves 

the household identification numbers and person identification numbers that were 

specific to each respondent and selecting the appropriate information needed for data 

analysis. Next, couples who had been married at least ten years were selected. A 

decision was made to limit this study to spousal caregivers as they have been found in 

previous research to be significantly more committed to providing care than other 

caregivers (Hope et al., 1998). In addition, spouses are most likely to provide full-time 

in-home care to dementia patients and are the most affected by the care recipient’s 

institutionalization or death. Ten years of marriage was selected as the cutoff because it 

was believed that couples married for at least this length of time would have developed 

strong emotional bonds that would allow for adequate analysis of depression if present. 
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 Because a diagnosis of dementia was not always included in the HRS data, the 

determination of dementia was calculated. Since some respondents participated in the 

interview process and provided self-report while data for the remaining respondents was 

collected through a proxy interview, the determination of dementia was different for 

each type of interview. As discussed previously, respondents who provided self-report 

information answered questions that made up the cognitive measures in the interview. 

Through correspondents with data analysts at HRS, it was found that total cognition 

score was comprised of scores from the following categories: immediate recall; delayed 

recall; adding 7 in a serial order; counting backwards from 20; recalling day, month, 

year, and day of week; and identifying scissors, cactus, current US president and 

current US vice-president. Possible cognition scores ranged from zero to thirty-five. 

Analysis revealed a significant difference in the number of individuals earning scores of 

below or equal to 12 and individual earning scores of 13 and above. For this reason, 12 

was selected as the cutoff score for determining respondents with likely dementia. In 

addition, because variables were labeled differently in each HRS wave, calculating each 

component of the total cognition score and tallying them had to be done separately for 

each wave. In addition, because only respondents aged 65 or older in a particular wave 

answered the questions related to cognition, not all respondents had cognitive data in 

the same wave. As the final step in this imputed determination of dementia, the most 

recent cognitive data for each individual in the data set was selected. Since the 

variables were labeled differently in each wave, the total cognition scores were 

relabeled and given the same variable name so that comparisons could be made 

between respondents’ whose most recent scores were in different waves. 

 As respondents for whom a proxy interview was conducted did not provide 

cognition scores as described above, cognitive status was determined from analysis of 

available proxy information concerning cognition. This study examined only care 

recipients and their caregiving spouses; therefore, only proxy reports supplied by 
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spouses were selected. In the proxy cognition section of the interview, spouses were 

asked to rate the care recipients’ memories as Excellent, Very Good, Good, Fair, or 

Poor. Since memory decline is the strongest indicator of cognitive decline or dementia, 

respondents’ whose memories were rated as “Fair” or “Poor” by their caregiver spouses 

in proxy interviews were selected to be analyzed. Again, because variables were 

labeled differently in each wave, each wave was analyzed separately, and variables 

were relabeled to a common variable name to allow for accurate analysis between 

subjects. 

 The next step required calculating mean CESD scores for each spousal 

caregiver. Because the answers to the HRS questions were scored as 1 = “yes” and 5 = 

“no”, questions asking about effort, restless sleep, loneliness, sadness, inability to get 

going, energy were reversed scored so that a score of 5 conveyed the presence of 

depression. A mean of each respondent’s score was calculated resulting in a mean 

CESD score ranging between 1.0 and 5.0 where a high mean score indicates that the 

respondent is experiencing more depression than a respondent with a lower mean 

score. 

 After all cognition, proxy cognition, and depression scores were calculated, 

further selection of respondents was necessary. Four separate selection processes 

were carried out in order to obtain the final datasets for analysis. To assess depression 

in spousal caregivers, it was necessary to first determine which respondent in each 

couple had been home in one wave and in a long-term facility in the next wave and 

which respondent had resided at home in subsequent waves. This was done first for 

dementia care recipients who had been living at home and cared for by their spouse at 

the time of the 1998 interview and then were in a care facility at the time of the 2000 

interview. The process was repeated to select dementia care recipients who were at 

home at the time of the 2000 interview and in a care facility at the time of the 2002 

interview. After the care recipients had been selected, household identification and 
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spousal identification numbers were used to select and match each spousal caregiver 

to the appropriate care recipient. After this selection process had been completed, the 

data records for each care recipient and matching spousal caregiver were combined 

into one data record to allow appropriate statistical analyses to be performed. Finally, 

any couple in which the spousal caregiver had died or moved to a care facility during 

the time that the caregiver had been home and then moved to a care facility was 

removed from the selection. Because individuals frequently enter a care facility within a 

few years of their spouse entering a care facility, this eliminated several couples from 

analysis. In addition, if a caregiver who participated in an interview at the time that their 

spouse was receiving care at home but then had a proxy interview done by someone 

else at the time that the care recipient was residing in a care facility, that couple was 

also eliminated from analysis. Fewer caregiver-care recipient couples were removed 

from analysis during this step than in the previous de-selection procedure. After the final 

selection had been processed, the date of interview was calculated, as was the date of 

institutionalization of the care recipient. The time elapsed, as measured in years, 

between the date of institutionalization and the date of the subsequent interview was 

then calculated. Finally, the change in depression of the caregiver spouse was 

determined by finding the difference between the spouse’s depression scores before 

and after the care recipient was institutionalized. In the case of care recipients who had 

been institutionalized between the 1998 and 2000 interviews, a second calculation of 

change in spousal depression, using 1998 and 2002 depression scores, was performed 

to determine if spousal depression changed as the time that care recipient resided in 

the care facility increased. 

 After selection of care recipients who had been institutionalized and their spousal 

caregivers had been completed, a separate selection process was begun to select 

those care recipients who had been living at home at the time of one interview and died 

prior to the next interview. First, care recipients who had been living at home in 1998 
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and for whom an exit interview had been completed by the spouse during the 2000 

interview process were selected. This process was repeated for care recipients who 

were living at home in 2000 and for whom an exit interview had been completed by the 

spouse during the 2002 interview process. Again, by matching household and person 

identification numbers, spouse data records were selected and combined with the 

corresponding care recipient data records. As in the institutionalization selection 

process, any couple in which the caregiver died in the same time interval as the care 

recipient was eliminated from analysis. Also, if a caregiver was living at home with the 

care recipient at the time of an interview but moved into a care facility after the death of 

the care recipient and prior to the subsequent interview, that couple was eliminated. 

This was done because the caregiver’s change in depression could be attributed to the 

change in residence and living conditions rather than the death of the care recipient. 

After the final selection had been completed, the date of the care recipient’s death, the 

date of the subsequent interview, and time elapsed, in years, between the two events 

were calculated. Change in depression of the caregiver spouse was then determined. 

As in the case with institutionalization of the dementia care recipient, a second 

calculation of change in spousal caregiver depression was made if a caregiver was 

present for three subsequent interviews. Specifically, if a care recipient was living at 

home in 1998 and died prior to the 2000 interview, the spouse’s change in depression 

between 1998 and 2000 as well as change in depression between 1998 and 2002 were 

calculated to determine if depression increased or decreased as the length of time 

elapsed since the death of the care recipient increased. 
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CHAPTER III 

RESULTS 

Descriptive Statistics 

For those whose care-recipient spouse was institutionalized, after the final 

selection process was completed, a total of 36 married couples were found to be 

appropriate for analysis. There were nine African-American couples, one Hispanic 

couple, 26 Caucasian couples and no self-identified mixed race/ethnicity couples (see 

Table 6). Ages of care recipients and caregivers ranged from 52 to 90. Results indicate 

that both male (n = 21, m change = .74) and female (n = 15, m change = .03) caregivers 

reported a slight increase in depression after the institutionalization of a spouse with 

males reporting a slightly larger increase in depression than females. 

By comparison, for those whose care-recipient spouse died, 87 couples were 

found to be appropriate for the analysis of change in spousal caregiver depression after 

the death of the care recipient. There were 11 African American couples, two Hispanic 

couples, 74 Caucasian couples and no self-identified mixed race/ethnicity couples (see 

Table 7). Ages of care recipients and caregivers ranged from 57 to 90. Results indicate 

that while both genders indicate an increase in depression, female spousal caregivers 

report a greater increase (n = 67, m change = .41) than do male spousal caregiver (n = 

20, m change = .23). 

Inferential Statistics 

 As change in spousal caregiver depression since institutionalization of the care 

recipient and change in spousal caregiver depression since death of the care recipient 

were analyzed separately, the results of the analyses will be discussed separately. 
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Results from the analysis of change in spousal caregiver depression after the 

institutionalization of the care recipient spouse are presented first. 

Spouses of Institutionalized Care-recipients 

 An ANCOVA was run to examine the effects of sex of spousal caregiver on 

change of depression. Here, the time elapsed between the time of institutionalization of 

the caregiver and the time of subsequent interview was added as a covariate. Results 

indicate that between subjects, the sex of the caregiver spouse has a marginal effect 

that approached statistical significance (df = 1, F = 3.20, p = .08). In this analysis, the 

time elapsed between institutionalization of the care recipient and the time of the 

subsequent interview does not have an effect (df = 1, F = 0.33, p = .57). Caregiver 

gender and time elapsed did account for approximately 10% of the variance in change 

in depression (R = .31, R² = .10). This is not statistically significant (i.e., not different 

from zero), so no suggestion can be made about possible clinical significance. If the 

magnitude of this relationship was maintained with a larger sample, it would likely reach 

statistical significance, at this point the possible clinical significance of this effect should 

also be examined.  

 In comparison, when within-subjects effects were examined, results indicate that 

the change in spousal caregiver depression became more significant than indicated by 

the between-subjects analysis. In this within-subjects analysis, Wilks’ λ = .87 (F = 4.99, 

p = 0.03). Similar to the between-subjects analysis, the effect of the time elapsed 

between institutionalization and subsequent interview as a covariate was not significant 

(Wilks’ λ = .99, F = .32, p = .58) when within subject effects are examined. This within-

subjects analysis is stronger because the within-subject factor allows each respondent 

spousal caregiver to act as his/her own control and provides within-subject stability, and 

thus more exact analysis of change. These results do not support the first hypothesis 

that predicted that spousal caregivers of dementia patients would report decreased 

depression after the care recipient is institutionalized. In addition, results suggest that 
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the length of time that an individual is institutionalized has little effect on the change in 

depression experienced by a spouse who provided care while the care recipient was at 

home. 

 Further analysis was done to examine the effect of a longer time interval on 

spousal caregiver depression after the dementia care recipient is institutionalized. From 

the sample of 36 care recipients who were institutionalized either between the 1998 and 

2000 interviews, or between the 2000 and 2002 interviews, only 15 spousal caregivers 

had their spouse institutionalized between 1998 and 2000 and were also present in the 

2002 interviews (i.e., two post-institutionalization interviews were present). Of these 15, 

seven male caregivers reported decreased depression (m change = -.07) from 1998 to 

2002, while eight female caregivers continued to report an increase in depression (m 

change = .31) with time since institutionalization again used as a covariate in prediction 

of change in depression (df = 1, F = 0.26, p = 0.62). While the sample size is very small, 

these results may potentially suggest that male caregivers continue to experience a 

lessening of depression as time elapses while female caregivers continue to report an 

increase in depression. Therefore, support for the hypothesis may exist, but a greater 

amount of time may have to elapse before the predicted results occur. 

Spouses of Deceased Care-recipients 

 An ANCOVA was first run to examine the effects of sex of the 87 spousal 

caregivers (67 women, 20 men) on their change in depression with time elapsed 

between the time of death of the care-recipient and time of the subsequent interview as 

a covariate. Results of this between-subjects analysis indicate that the gender of the 

spousal caregiver did not have a significant effect (df = 1, F = 1.26, p = .265). In 

contrast, the time elapsed between death of the care recipient and time of the 

subsequent interview did have a significant effect (df = 1, F = 9.27, p = .003, β = -.514) 

and results indicate that depression decreases as time passes. In addition, together 

spousal-caregiver gender and time elapsed account for 11% of the variance (R= .33, R² 
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= .11) in change in depression (total model df = 2, F = 5.26, p = .007), with most of this 

effect on change in depression due to time elapsed since the death of the care 

recipient. 

 Within-subjects analysis demonstrates that the change in depression as reported 

by spousal caregivers was significant (Wilks’ λ = .82, F = 18.90, p< .001). This was 

maintained when the length of time between the time of the care recipient’s death and 

the following interview was controlled as a covariate on change in depression (Wilks’ λ = 

.90, F = 9.24, p = .003). This length of time between the time of the care recipient’s 

death and the following interview covariate only approached significance (df = 1, F = 

2.67, p = .11). 

 Further analysis was done on the 36 spousal caregivers who lost a spouse 

between the 1998 and 2000 interview and were also present for the 2002 interview. 

This sample size was small, but results indicate that male caregivers reported a 

decrease in depression (n = 11, m change = -.73) while female caregivers continued to 

report an increase in depression (n = 25, m change = .26) with time since death again 

used as a covariate in prediction of change in depression (df = 1, F = 7.90, p = 0.01).  

 These results give mixed support for the second hypothesis that predicted that 

spousal caregivers of dementia patients would report decreased depression after the 

death of the care recipient. Caregivers reported increased depression after the death of 

the care recipient, a result that does not support the hypothesis. However, the 

depression lessens as time passes, indicating that with the further passing time, 

spousal caregivers may experience a decrease in depression but that female caregivers 

may recover more slowly than male caregivers.  
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CHAPTER IV 

DISCUSSION 

 The purpose of this study was to determine what, if any, changes in spousal 

caregiver depression result when care of the person with dementia ends through either 

institutionalization or death of the care recipient. In addition, the gender of the spousal 

caregiver and the time elapsed between the institutionalization or death of the care 

recipient with dementia was examined to determine if either has an effect on caregiver 

depression. 

 The data used examine changes in spousal caregiver depression was from the 

Health and Retirement Study, a large nationally representative data set that is funded 

by the National Institute on Aging and conducted by the Institute for Social Research at 

the University of Michigan. A subset of this larger data set was used to conduct this 

study; specifically, demographic, cognitive, and affective information about respondents 

collected during the 1998, 2000, and 2002 interviews.  

 Two theoretical models regarding institutionalization of dementia care recipients 

were presented. According to the Adaptation Model, caregivers have the ability to cope 

effectively with the challenges and stresses of providing care to the dementia patient 

(Gold, Reis, Markiewicz, & Andres, 1995). In contrast, proponents of the Wear and Tear 

Model propose that caregivers demonstrated increased depressive symptomology as 

the result of providing full-time care to dementia patients (Alspaugh, Stephens, 

Townsend, Zarit, & Greene, 1999). Results from earlier research had indicated mixed 

findings. Some previous studies had provided support for the Adaptation Model while 

others had yielded results supporting the Wear and Tear Model. It was expected that 

this study would yield results supporting the Wear and Tear Model. 

 However, this study yielded somewhat mixed results similar to the results found 

in previous studies. It was expected that spousal caregivers would report decreased 

depression after the dementia care recipient was institutionalized, but results of this 
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study indicated that caregivers of either gender reported increased depression. 

However, further analysis indicated that as time passes, male caregivers reported 

decreased depression while female caregivers continue to report increased depression. 

This may indicate that there is a gender difference regarding depression after the 

institutionalization of a spouse. 

 Although the final data set of care recipients with dementia who were 

institutionalized and their spousal caregivers was smaller than desired, the results can 

still be discussed. It had been expected that spousal caregivers would report decreased 

depression after the care recipients had been institutionalized. Results of caregivers 

whose spousal care recipients had been in a care facility for fewer than two years 

indicated that caregivers of both genders experienced an increase in depression. This 

may be the result of a sense of loneliness and lack of purpose once the care recipient 

was no longer residing at home. However, male caregivers reported a smaller increase 

in depression than did female caregivers. There are several possible causes for these 

results. Male caregivers may experience less of a sense of guilt and more support from 

family members and friends when their female care recipient is institutionalized. Males 

may also be more willing to relegate more of the care recipient’s daily needs to the care 

facility staff. Female caregivers, on the other hand, may feel a greater sense of guilt that 

they were unable to provide all the necessary care for their care recipient at home. They 

may also feel a greater responsibility to continue to provide as much daily care as 

possible for the care recipient even while the care recipient is institutionalized. Related 

to this, another possible cause of increased stress in depression in female caregivers 

may be due to the additional responsibility to oversee their spouse’s care while in the 

care facility and to interact with staff and administration of the care facility (Schulz et al, 

2004). Also, in some cases, female caregivers may be assisting their adult children by 

providing at-home care to young grandchildren and may not be able to go to the care 

facility to visit their spouses. An inability to provide care to their spouse with dementia 
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while simultaneously continuing to provide care to other family members may result in 

an increased sense of burden and depression in female caregivers. 

 Regarding psychological support, the results from this study indicate that both 

male and female dementia spousal caregivers may benefit from counseling, support 

groups, or other forms of psychological support during the time soon after the 

institutionalization of their care recipient. In addition, female spousal caregivers may 

need psychological support for a longer time period than do male caregivers. 

 There are several possible reasons for the smaller-than-expected sample size 

given the very large original HRS data set. First, previous literature indicates that 

individuals are frequently reluctant to transfer their spouse from home to a care facility 

(Pot et al., 2001). Although many care facilities are well maintained and provide very 

good care for the residents, many people appear to believe that there is a social stigma 

to placing a loved one in a care facility, even if that loved one has significant cognitive 

deficits and requires a great deal of care throughout the day. They may also believe that 

a care facility cannot provide the care and individual attention that the spouse with 

dementia receives at home or that the spouse with dementia may be frightened by 

unfamiliar surroundings. 

 Race/ethnicity also plays a role in deciding whether or not to institutionalize a 

spouse with dementia. Previous literature has shown that, as the result of several 

factors including a stronger sense of filial responsibility, more extensive informal help 

network, and more prominent emotional support than Caucasian caregivers, African 

American caregivers are more likely to defer or prevent institutionalization (Cox, 1995). 

In addition, Female Hispanic caregivers have reported lower stress, greater perceived 

benefits of caregiving, and more use of religious coping methods than Caucasian 

caregivers (Coon et al., 2004), resulting in less frequent institutionalization of dementia 

care recipients (Mausbach, Coon, Depp, Rabinowitz, Wilson-Arias, Kraemer, et al., 

2004).  
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 Another possibility is that the married couple may have promised each other in 

earlier times that neither spouse would be institutionalized, thus the caregiver spouse 

may feel that he/she must keep this earlier promise. Similarly, other family members 

may be opposed to institutionalization and try to influence the caregiver to keep the care 

recipient at home. A more positive possibility is that friends and family members provide 

the caregiver with both instrumental and emotional support enabling the care recipient 

to continue to reside at home. There may be both financial and resource access 

reasons for a caregiver to continue to provide care at home rather than moving the care 

recipient to a care facility. Some couples are financially stable enough to afford 

professional care assistance, whether full-time or part-time at home and are able to 

choose to keep the dementia care recipient at home. For those without substantial 

resources, residing in a care facility can be prohibitively expensive so that the caregiver 

must continue to provide care for his/her spouse at home. Previous studies have 

demonstrated that cultural, familial, and financial influences (Pot et al., 2001; Cox, 1995) 

are frequently cited as reasons for the relatively low use of care facilities and the small 

sample size in this study support the findings of the previous research. 

 Earlier studies found that male caregivers are less likely to place their spouses in 

a care facility than are female caregivers (Gallicchio et al, 2002; Zarit et al, 1986; Hope 

et al., 1998). In contrast to these findings, results of this study indicate that more male 

caregivers continued to reside at home while their wives were residing in a care facility. 

One possible reason for this finding is that the male caregivers in this sample have not 

given as much daily assistance in the past and may not feel as capable providing care 

such as bathing and dressing. Related to this possibility is the finding that male 

caregivers tend to be more likely to request assistance in providing care (Hope et al., 

1998). It is possible that the male caregivers’ requests for assistance allow people who 

reside outside the home to understand how much care the recipient requires and to 

support the male caregiver’s decision to institutionalize his spouse who has dementia. 
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Yet, another possibility is that male caregivers who are older than their care recipient 

wives may suffer their own physical setbacks and be unable to care physically for their 

wives. As a result of any of these possible scenarios, male caregivers in this sample 

may have been more likely to institutionalize their spouses than were the female 

caregivers. 

 As stated previously, this sample size was smaller than anticipated. There are 

several possible reasons for this small size. One factor that significantly decreased 

sample size was the number of proxy interviews that were completed by non-spouses. 

When proxy interviews are necessary, it is the stated goal of the HRS researchers to 

obtain information from the individual most appropriate to provide the required 

demographic, cognitive, affective, medical, and financial information required. In many 

cases, a child or grandchild of the caregiver-care recipient married couple provided this 

information. In addition, some spouses who completed a proxy interview for the care 

recipient either could not or would not rate the care recipient’s memory resulting in 

missing data for the cognition analysis. It is possible that the caregiver spouse may 

have a protective bias toward the dementia care recipient and tends to subjectively rate 

the care recipient’s cognitive status as higher than it is in actuality. Finally, this small 

sample size can be attributed to the infrequent transition from home to nursing home, 

within the relatively short time-span of this study. This highlights the difficult of 

attempting to study relatively rare occurrences over a short time period.  

 Another complication was that some respondents who participated in the self-

report interviews refused to answer one or more questions related to cognition. Ofstedal 

et al. (2005) found that respondents who refused to answer specific interview questions 

were more likely to be of lower cognitive ability than respondents who answered all 

interview questions. It is possible that since these respondents did not answer all of the 

interview questions related to cognition, a total cognition score could not be calculated 

and the respondents and their spouses could not be included in this study. Similarly, 
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some spouse caregivers refused to answer one or more questions related to 

depression; as a result, mean depression scores could not be calculated for these 

individuals and these caregivers and their spouses were not included in the analysis. As 

a result of these various occurrences, the number of caregiver- care recipient couples 

and the corresponding data available for analysis decreased to a less-than expected 

size. 

 Still other factors influenced the size of the sample data set. It is not an 

uncommon occurrence that, after a care recipient is institutionalized, his/her caregiver 

spouse enters the same care facility. In some cases, the caregiver spouse may feel that 

by living in the same facility, and usually in the same room, as the care recipient, he/she 

can continue to look after the care recipient. Even if the caregiver can no longer 

physically assist the care recipient, he/she can make an effort to ensure that the care 

recipient receives the needed assistance. Another possibility is that family members 

may realize that the caregiver now also needs assistance for daily activities and may 

encourage the caregiver to move into a facility. Occasionally, after the care recipient is 

institutionalized due to his/her cognitive decline and inability to function without 

assistance, the caregiver experiences a physical ailment that necessitates his/her own 

institutionalization. Although a reason for transfer to a care facility was not noted in the 

HRS data set, during analysis it was noted at least 10 spousal care givers were 

institutionalized during the same time interval that their spousal care recipients were 

institutionalized, resulting in a smaller sample size. In addition, some caregivers died in 

the time interval that their care recipients were institutionalized. As a result, these 

couples were also eliminated from analysis. The final result was a significantly smaller 

data set available for analysis. 

  Regarding the death of the dementia care recipient, two theoretical 

models were also presented. Researchers supporting the Stress Model (Bodnar & 

Kiecolt-Glaser, 1994) theorize that caregivers experience an increase in depression as 
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the result of the death of the care recipient while proponents of the Relief Model 

(Schulz et al., 2006; Gold et al., 1995, Collins et al., 1993) hypothesize that caregivers 

experience a decline in symptomology as the result of a decrease in caregiver burden. 

Conflicting results from previous models provided some support for both models. It was 

predicted that results from this study would support the Relief Model. 

 Results from this study did provide support for the Relief Model. Initial between-

subjects and within-subjects analyses indicate that caregivers of both genders reported 

an increase in depression after the death of the care recipient with dementia. However, 

as the time between the death of the care recipients and the time of the caregivers’ self-

report interview increased, the extent of the depression reported by the caregivers 

decreased. Further analysis indicated that as the time elapsed between death of the 

care recipient and time of the caregiver’s self-report surpassed two years, there was a 

difference in the amount of depression reported by male and female caregivers. 

Supporting the findings of Collins et al. (1994), results of this analysis indicate that male 

caregivers in this study reported a decline in depression experienced while female 

caregivers continued to report an increase in depression. 

 There are several possible explanations for these findings. Males tend to have 

shorter life spans than females; as a result, the number of females living outnumbers 

the number of similar-aged males still alive. These surviving males likely find it relatively 

easy to find female companionship and many may remarry or enjoy steady 

relationships. As a result, the self-reported depression scores of males may tend to 

decrease after the death of a spouse. On the other hand, females may find it more 

difficult to find companionship and may tend to continue to feel a sense of loneliness 

and depression. In addition, Mullen (1992) found that caregivers who provided more 

hands-on involvement in care of the dementia care recipient usually experience an 

increase in depression after the death of the care recipient. Since females tend to 

provide more of this type of care (Gallicchio et al., 2002; Hope et al., 1998), it would not 
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be unexpected that females would report an increase in depression after the death of 

the spousal care recipient. 

 Similar to the analysis of change in depression of the spousal caregiver after the 

institutionalization of the dementia care recipient, the results from this analysis indicate 

that there is a need for psychological support for the spouse after the death of the care 

recipient. Both male and female spousal caregivers may benefit from such post-

intervention psychotherapy or other type of psychological in the short-term while 

females may have a need to continue to benefit from counseling for a longer time after 

the death of the care recipient. 

 The sample size used to examine change in spousal depression after the death 

of a care recipient with dementia was also smaller than expected. One possible reason 

for the smaller size was that persons other than the spouse of the deceased completed 

many exit interviews done after the death of the care recipient. Most frequently, a child 

of the deceased care recipient completed exit interviews. As this study focused on 

spousal caregivers and care recipients, these non-spouse exit interviews were not 

included in analysis. Another cause of a smaller sample size was that, occasionally, 

after the death of the care recipient, the caregiver spouse was institutionalized. The 

data for these caregiver-care recipient couples could not be analyzed due to the change 

in the caregiver’s environment and subsequent confounds of depression. A smaller 

number of data records were eliminated from the final sample due to the death of both 

the care recipient and spousal caregiver in the same interval between interviews. 

 Some additional causes of the smaller sample size in this section of the study 

examining change in spousal caregiver depression after the death of the care recipient 

are identical to those influencing the size of the institutionalized dementia caregiver-care 

recipient sample. As discussed in the institutionalization section, some spouses 

participating in proxy interviews for care recipients could not or would not rate the care 

recipients’ memory; similarly, some spouses completing exit interviews could not or 
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would not rate the deceased care recipients’ memory. In other cases, in the interview 

prior to death, the care recipient would not answer one or more questions related to 

cognition; as a result, a total cognition score could not be calculated. Because of the 

lack of data concerning cognition and subsequent determination of possible dementia, 

these individuals’ data could not be included in analysis. In addition, some spousal 

caregivers refused to answer one or more questions related to depression. Due to these 

many complications, the final data set available for analysis was smaller than expected. 

 There were several limitations to this study. A primary limitation was the 

exclusion of the 1992 and 1995 AHEAD datasets due to the incompatibility of the 

variables in these initial datasets with variables in later datasets. Had these datasets 

been compatible, the size of the sample appropriate for analysis would have been 

larger. Related to small sample size, neither the number of marriages of each 

participant nor the length of marriages was examined. Because of the small sample 

size, any analysis of these two factors would not have been statistically significant.  

 Another limitation was that religion and spirituality of the interview participants 

was not examined. Some research has indicated that some individuals rely on their 

religion or spirituality to cope with the stress of providing care to a family member with 

dementia (Coon et al., 2004). However, of the respondents included in this study, only 

four answered questions related to religious preference and the importance of religion to 

the respondent. For this reason, spirituality was excluded from analysis. A final limitation 

of this study was the exclusion of analysis of education level of the respondents. 

Because the education level of dementia caregiver spouses ranged from first grade to 

graduate degree level, there were not sufficient respondents at any level of education to 

attain a meaningful analysis. 

 As the population ages and more individuals experience dementia and the need 

for assistance, the study of depression in caregivers remains an important topic. There 

are several indications for an extension of this study. The most important indication is 
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that the HRS study project is an ongoing collection of longitudinal data. At the time that 

this study of depression was carried out, the 2004 HRS data set was not available. 

Because the HRS is a study of older Americans and the United States population is 

aging, the 2004 dataset is likely larger than those in previous waves. Including the 2004 

data with data previous collected and merged would allow for further analysis and more 

statistically significant results. Other factors that could be examined in an extension of 

this study include the length of marriage of respondents as well as the amount of 

perceived psychological and instrumental support that the caregiver receives from 

family and friends. Yet another indication for study might be the effect of 

institutionalization or death of a dementia care recipient on an adult child primary 

caregiver. 

 This study examined both the change in depression of spousal caregivers of 

dementia patients after either the institutionalization or death of the patient. Results 

indicated that spousal caregivers of both genders reported an increase in depression 

after the institutionalization of the dementia care recipient with females reporting a 

greater increase in depression that male caregivers. However, over time, male spousal 

caregivers reported a decline in depression while female caregivers continued to report 

an increase. In the case of the care recipient’s death, both male and female caregivers 

reported an increase in depression with females reporting a greater increase than 

males. However, similar to the institutionalization portion of this study, as time passed, 

males reported a decrease in depression while females continued to report an increase. 

These results indicate that both male and female spousal caregivers of individuals with 

dementia would likely benefit from counseling or other psychological support after the 

institutionalization or death of the care recipient, but it is likely from the results here that 

women may likely need greater psychological support. 
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        Table 1 
 Cognition Questions Asked in HRS: Self-Respondents 
 

Question HRS 98 HRS 00 HRS 02 
Self-rated memory C1 C1 C1 
Memory compared to last interview C2 C2 C2 
Immediate word recall  C3 (10 items) C3-4 (10 items) C3-4 
Delayed word recall C12 C8 C8 
Date (mo/day/yr) C9a-c C9a-c C9a-c 
Day of the week C9d C9d C9d 
Backwards count (starting at 20) C6 C6 C6 
Backwards count (starting at 86) C6 C6 C6 
Word recognition    
   Scissors C10 C10 C10 
   Cactus C11 C11 C11 
President C12 C12 C12 
Vice-president C12a C12a C12a 
Serial 7’s C7a-e C7a-e C7a-e 
Vocabulary C13a-j C13 C13 
Memory-related disease B10d B10d B10d 
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      Table 2 
      Cognition Questions Asked in HRS: Proxy Respondents 
 

Question HRS 98 HRS 00 HRS 02 
Memory-related disease B10d B10d B10d 
Memory rating PC1 PC1 PC1 
Change in memory past 2 years 
(better/worse) 

PC2 PC2 PC2 

Judgments/decisions rating PC3 PC3 PC3 
Organize daily activities rating PC5 PC5 PC5 
Lost in familiar environment PC24 PC24 PC24 
Wander off PC25 PC25 PC25 
Can be left alone PC26 PC26 PC26 
Hears things not there PC27 PC27 PC27 
Angry/hostile PC28 PC28 PC28 
Difficulty falling asleep PC29 PC29 PC29 
Dangerous behavior PC30 PC30 PC30 
Pacing/rocking PC31 PC31 PC31 
Thinks people plotting/harming PC32 PC32 PC32 
Excessive alcohol consumption PC33 PC33 PC33 

                     (table continues)     
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Table 2 (continued). 
 
Question HRS 98 HRS 00 HRS 02 
   Change in ability to:    
Remember things about 
family/friends 

PC8 PC8 PC8 

Remember recent things PC9 PC9 PC9 
Recall conversation PC10 PC10 PC10 
Remember address/phone PC11 PC11 PC11 
Remember day/month PC12 PC12 PC12 
Remember where things kept PC13 PC13 PC13 
Remember where to find things PC14 PC13 PC13 
Know how to work familiar 
machines 

PC15 PC15 PC14 

Learn to use new 
gadgets/machines 

PC16 PC16 PC16 

Learn new things in general PC17 PC17 PC17 
Follow story in book/on TV PC18 PC18 PC18 
Make decisions on everyday 
matters 

PC19 PC19 PC19 

Handle money for shopping PC20 PC20 PC20 
Handle financial matters PC21 PC21 PC21 
Handle everyday arithmetic 
problems 

PC22 PC22 PC22 

Understand/reason PC23 PC23 PC23 
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Table 3 
Affective Functioning Questions Asked in HRS: CES-D 
 
Question HRS 98 HRS 00 HRS 02 
Depressed C5 C5 C5 
Everything was effort C5a C5a C5a 
Restless sleep C5b C5b C5b 
Happy C5c C5c C5c 
Lonely C5d C5d C5d 
Enjoyed life C5f C5f C5f 
Felt sad C5g C5g C5g 
Couldn’t get going C5h C5h C5h 
Had energy C5j C5j C5j 

 

 



 

 

 

39 

 

Table 4 
Affective Functioning Questions Asked in HRS: CIDI-SF 
 
Question HRS 98 HRS 00 HRS 02 
   2-week depression (screen) B26 B26 B26 
What fraction of day B27 B27 B27 
How many days B27a B27a B27a 
Lose interest in things B28 B28 B28 
Tired out B29 B29 B29 
Lose appetite B30 B30 B30 
Increase appetite B30a B30a B30a 
Trouble falling asleep B31 B31 B31 
How often B31a B31a B31a 
Trouble concentrating B32 B32 B32 
Down on self/worthless B33 B33 B33 
Think about death B34 B34 B34 
Number of weeks in past year B36 B36 B36 
Most recent month B37  B37 B37 

             (table continues) 
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Table 4 (continued). 
 
Question HRS 98 HRS 00 HRS 02 
   2-week loss of interest 
(screen) 

B38 B38 B38 

What fraction of day B39 B39 B39 
How many days B39a B39a B39a 
Tired out B40 B40 B40 
Lose appetite B41 B41 B41 
Increase appetite B42 B42 B42 
Trouble falling asleep B43 B43 B43 
How often B43a B43a B43a 
Trouble concentrating B44 B44 B44 
Down on self/worthless B45 B45 B45 
Think about death B46 B46 B46 
Number of weeks in past year B48 B48 B48 
Most recent month B49 B49 B49 
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Table 5 
Affective Functioning Questions Asked in HRS: Self-reported Measures 

 

 
Question HRS 98 HRS 00 HRS 02 
MD told that had emotional, 
nervous, or psychiatric problems 

B10 B10 B10 

Emotional, nervous, or 
psychiatric problems in last 12 
months 

B10 B10 B10 

Problems better or worse B10a B10a B10a 
Now getting psychiatric/ 
psychological treatment 

B10b B10b B10b 

Now use tranquilizers, pills, or 
anti-depressants for nerves 

B10c B10c B10c 
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Table 6 
Respondents at Home in Earlier Wave and in Nursing Home in Subsequent Wave 

 
Care Recipient in Care Fac. 

Age 
Yr Wave 
in Care 
Facility 

Cog 
source 

Spouse 
age 

Spouse 
Gender 

Race/ 
Ethnicity 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
CESD 
Prev. 

Wave1¹ 

Spouse 
CESD 
Wave 
Fac.² 

Change 
(Wave – 
Prev.) 

66 2000 Imputed 66 Female Caucasian 0.00 3.50 4.00 0.50 
61 2000 Proxy 59 Female Hispanic 2.17 4.00 4.00 0.00 
68 2002 Proxy 63 Female Caucasian 1.58 2.50 5.00 2.50 
64 2002 Proxy 65 Male Caucasian 1.75 1.00 1.00 0.00 
52 2000 Proxy 57 Male African American 0.00 1.50 2.00 0.50 
76 2002 Imputed 89 Male African American 0.58 3.50 3.00 -0.50 
87 2002 Imputed 85 Female African American 1.25 4.00 3.50 -0.50 
80 2002 Imputed 87 Male African American 0.42 1.50 2.00 0.50 
84 2000 Proxy 83 Male Caucasian 2.17 2.50 3.50 1.00 
94 2000 Proxy 81 Female Caucasian 2.00 3.00 4.00 1.00 
77 2002 Imputed 88 Male Caucasian 0.75 1.50 4.50 3.00 
90 2000 Imputed 65 Female Caucasian 3.33 4.50 4.50 0.00 
83 2000 Imputed 82 Male Caucasian 0.08 1.50 3.50 2.00 
85 2000 Imputed 76 Female Caucasian 0.00 1.00 2.50 1.50 
78 2000 Proxy 82 Male Caucasian 1.50 2.00 2.50 0.50 
87 2002 Imputed 89 Male Caucasian 1.00 1.50 3.00 1.50 
79 2002 Proxy 75 Female Caucasian 2.66 2.00 1.00 -1.00 

  1 Previous Wave Date = Interview Previous to Year Wave in Care Facility                           (table continues) 
 2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple 
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Table 6 (continued). 
 
Care Recipient in Care Fac. 

Age 

Yr 
Wave in 

Care 
Facility 

Cog source 
Spouse 

age 
Spouse 
Gender 

Race/ 
Ethnicity 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
CESD 
Prev. 

Wave1¹ 

Spouse 
CESD 
Wave 

Fac. Age² 

Change 
(Wave – 
Prev.) 

 

88 2000 Imputed 87 Male Caucasian 1.00 4.00 4.00 0.00 
81 2000 Imputed 81 Male Caucasian 1.33 1.50 2.00 0.50 
86 2000 Imputed 84 Female African American 1.67 2.00 4.00 2.00 
87 2000 Imputed 77 Female Caucasian 1.33 1.00 1.00 0.00 
85 2002 Proxy 79 Female Caucasian 1.08 1.00 1.00 0.00 
83 2002 Imputed 84 Male Caucasian 1.58 1.50 2.00 0.50 
84 2000 Proxy 75 Female Caucasian 0.92 3.50 5.00 1.50 
80 2000 Imputed 81 Male Caucasian 1.00 5.00 4.50 -0.50 
79 2002 Imputed 80 Female Caucasian 0.83 3.00 1.00 -2.00 
81 2002 Imputed 81 Female Caucasian 1.58 2.00 2.00 0.00 
75 2002 Imputed 79 Male African American 0.67 3.00 3.50 0.50 
70 2002 Imputed 77 Male Caucasian 0.08 2.00 3.50 1.50 
84 2000 Imputed 88 Male Caucasian 1.50 1.00 1.50 0.50 
80 2002 Imputed 68 Female Caucasian 2.67 4.50 4.50 0.00 
75 2002 Proxy 76 Female Caucasian 1.83 3.50 1.00 -2.50 
73 2002 Imputed 71 Male Caucasian 0.00 3.00 3.50 0.50 
74 2000 Proxy 74 Male Caucasian 0.75 2.00 1.00 -1.00 
71 2000 Proxy 72 Male Caucasian 0.25 2.50 3.00 0.50 
72 2002 Proxy 75 Male Caucasian 1.08 2.50 3.00 0.50 

        1 Previous Wave Date = Interview Previous to Year Wave in Care Facility                    
 2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple 
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Table 7 
Respondents at Home in Earlier Wave and Deceased Prior to Subsequent Wave 

 
Deceased 

Age 
Exit 

Interview 
Year 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
age 

Spouse 
Gender 

Race/ 
Ethnicity 

Spouse 
CESD 
Prev. 

Wave¹ 

Spouse 
CESD Wave 

Fac.² 
 

Change 
(Wave – 
Prev.) 

 

65 2002 0.50 67 Female Caucasian 2.00 3.00 1.00 
64 2002 0.50 66 Female Caucasian 2.50 3.00 0.50 
67 2002 2.58 67 Female Caucasian 2.00 1.50 -0.50 
68 2002 1.83 68 Female Caucasian 2.50 2.50 0.00 
66 2000 1.66 67 Female Caucasian 1.50 1.00 -0.50 
61 2002 1.49 62 Female African American 1.00 2.00 1.00 
65 2002 1.00 65 Female African American 4.00 1.50 0.50 
67 2000 0.84 66 Female Other 1.50 3.00 1.50 
75 2002 0.58 67 Female African American 1.50 2.00 0.50 
82 2002 2.00 78 Female African American 1.50 1.00 -0.50 
79 2002 0.25 81 Male Caucasian 5.00 4.50 -0.50 
89 2000 1.25 80 Female African American 1.50 2.00 0.50 
88 2002 2.17 74 Female Caucasian 4.00 2.50 -1.50 
82 2002 1.92 78 Female Caucasian 4.00 2.50 -1.50 
77 2002 1.58 81 Male Caucasian 1.00 2.00 1.00 

1 Previous Wave Date = Interview Previous to Exit Interview Year             (table continues) 
2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple 
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Table 7 (continued). 
 

Deceased 

Age 
Exit 

Interview 
Year 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
age 

Spouse 
Gender 

Race/ 
Ethnicity 

Spouse 
CESD 
Prev. 

Wave¹ 

Spouse 
CESD 
Wave 
Fac.² 

 

Change 
(Wave – 
Prev.) 

 

83 2000 1.00 79 Female African American 
 

2.00 4.00 2.00 

89 2002 2.00 78 Female African American 2.00 3.00 1.00 
86 2000 0.17 86 Male African American 2.00 4.50 2.50 
79 2002 0.67 75 Female Caucasian 2.00 1.00 -1.00 
80 2002 1.08 67 Female African American 1.00 1.00 0.00 
83 2000 1.25 78 Female Caucasian 1.50 2.00 0.50 
82 2002 1.08 79 Female Caucasian 1.50 2.00 0.50 
77 2000 1.92 77 Female Caucasian 1.00 1.50 0.50 
89 2002 0.92 73 Female Hispanic 1.00 1.50 0.50 
83 2000 0.75 57 Female Caucasian 1.00 4.00 3.00 
79 2000 1.08 76 Female Caucasian 1.00 1.50 0.50 
80 2000 0.92 82 Female Caucasian 2.00 3.00 1.00 
78 2002 0.17 76 Female Caucasian 1.00 1.50 0.50 
82 2000 1.67 74 Female Caucasian 1.00 1.00 0.00 
82 2002 1.17 78 Female Caucasian 3.00 3.50 0.50 
86 2000 0.42 72 Female Caucasian 1.00 3.50 2.50 

1 Previous Wave Date = Interview Previous to Exit Interview Year              (table continues) 
2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple  
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Table 7 (continued). 
 

Deceased 

Age 
Exit 

Interview 
Year 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
age 

Spouse 
Gender 

Race/ 
Ethnicity 

Spouse 
CESD 
Prev. 
Wave¹ 

Spouse 
CESD Wave 

Fac.² 
 

Change 
(Wave – 
Prev.) 

 

82 2002 0.67 73 Female Caucasian 3.00 3.00 0.00 
85 2002 0.67 80 Female Caucasian 2.00 4.00 2.00 
78 2002 0.25 78 Male Caucasian 3.00 1.50 -1.50 
72 2002 1.25 78 Female Caucasian 2.50 2.50 0.00 
78 2000 0.42 77 Female African American 1.00 2.50 1.50 
80 2002 1.33 81 Male Caucasian 1.00 1.00 0.00 
76 2000 0.50 75 Female Caucasian 2.50 3.50 1.00 
85 2002 1.92 77 Female Caucasian 3.50 4.00 0.50 
80 2000 0.25 55 Female African American 3.00 3.00 0.00 
80 2000 0.92 85 Female Caucasian 3.00 3.00 0.00 
86 2000 0.50 76 Female Caucasian 3.00 3.00 0.00 
80 2002 1.59 72 Female Caucasian 1.50 1.00 -0.50 
75 2000 0.08 77 Male African American 4.00 2.50 -1.50 
86 2000 2.16 90 Male Caucasian 3.50 1.00 -2.50 
84 2002 1.17 79 Female Caucasian 1.00 1.00 0.00 
77 2000 0.75 71 Female Caucasian 1.00 1.00 0.00 
78 2000 1.92 82 Male Caucasian 2.00 2.50 0.50 
93 2002 1.49 77 Male Caucasian 1.00 1.00 0.00 
76 2000 1.34 78 Male Caucasian 2.00 3.50 1.50 

1 Previous Wave Date = Interview Previous to Exit Interview Year            (table continues) 
2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple 
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Table 7 (continued). 
 

Deceased 

Age 
Exit 

Interview 
Year 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
age 

Spouse 
Gender 

Race/ 
Ethnicity 

Spouse 
CESD 
Prev. 

Wave¹ 

Spouse 
CESD 
Wave 
Fac.² 

 

Change 
(Wave – 
Prev.) 

 

80 2002 0.83 83 Female Caucasian 2.50 2.00 -0.50 
84 2000 1.92 74 Female Caucasian 5.00 5.00 0.00 
78 2000 1.92 79 Female Hispanic 5.00 4.50 -0.50 
82 2002 1.83 76 Female Caucasian 1.00 1.50 0.50 
81 2002 0.67 78 Female Caucasian 1.50 2.50 1.00 
77 2000 1.58 79 Female Hispanic 3.00 4.00 1.00 
78 2002 1.75 77 Female Caucasian 1.00 2.00 1.00 
80 2002 2.00 73 Female African American 3.00 2.50 -0.50 
85 2000 0.41 89 Male Caucasian 3.50 4.00 0.50 
91 2000 0.50 94 Male Caucasian 2.50 3.00 0.50 
80 2002 1.83 78 Female Caucasian 1.50 2.50 1.00 
85 2000 0.33 76 Female Caucasian 1.00 2.50 1.50 
84 2002 0.91 80 Female Caucasian 2.00 4.50 -0.50 
79 2000 0.75 76 Female Caucasian 1.50 1.00 -0.50 
84 2002 2.00 81 Female Caucasian 1.50 1.50 0.00 
88 2002 1.50 59 Female Caucasian 1.00 2.00 1.00 
99 2002 1.33 78 Female African American 3.00 3.00 0.00 
85 2002 1.00 66 Female African American 2.00 1.50 -0.50 
80 2000 0.17 75 Female Caucasian 2.50 3.50 1.00 

1 Previous Wave Date = Interview Previous to Exit Interview Year             (table continues) 
2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple 
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Table 7 (continued)   
 

Deceased 

Age 
Exit 

Interview 
Year 

Years 
Elapsed 
(Wave – 
Prev.) 

Spouse 
age 

Spouse 
Gender 

Race/ 
Ethnicity 

Spouse 
CESD 
Prev. 

Wave¹ 

Spouse 
CESD 
Wave 
Fac.² 

 

Change 
(Wave 

– Prev.)
 

85 2002 2.08 75 Female Caucasian 2.00 3.00 1.00 
87 2000 1.58 82 Female African-American 3.00 3.50 0.50 
78 2000 1.92 83 Male Caucasian 1.50 1.00 -0.50 
81 2002 1.00 81 Male Caucasian 2.50 3.50 1.00 
86 2002 0.33 83 Female Caucasian 3.50 5.00 1.50 
80 2000 1.92 82 Female Caucasian 3.50 2.00 -1.50 
77 2000 1.34 69 Male Caucasian 1.00 1.00 0.00 
84 2000 0.92 84 Female Caucasian 3.50 3.00 -0.50 
86 2002 1.42 84 Female Caucasian 4.50 4.00 -0.50 
82 2002 0.33 81 Female Caucasian 1.50 4.50 3.00 
78 2002 0.25 70 Female Caucasian 4.50 3.50 -1.00 
81 2000 0.17 85 Male Caucasian 4.00 4.50 0.50 
70 2002 0.17 71 Male Caucasian 1.00 3.50 2.50 
73 2002 0.66 73 Female Caucasian 1.00 1.50 0.50 
71 2002 0.42 75 Male Caucasian 3.00 2.00 -1.00 
72 2002 1.33 72 Male Caucasian 1.00 2.50 1.50 
73 2002 0.50 73 Female Caucasian 1.00 3.00 2.00 
74 2000 1.50 76 Male Caucasian 2.50 2.50 0.00 

1 Previous Wave Date = Interview Previous to Exit Interview Year    
2 Recipient and Spouse Race/Ethnicity are Identical for Each Couple 
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