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The purpose of the present study was to compare 42 

community-dwelling spouse and child Alzheimer's Disease 

caregivers with 38 community-dwelling potential caregivers 

on salience of illness symptoms, and accuracy of judging 

symptoms of illnesses. Participants were initially measured 

on a variety of personality and knowledge instruments. 

Participants then read four case studies that depicted four 

different older females who were experiencing difficulties 

characteristic of Alzheimer's disease, toxic reaction to 

drugs or medication, depression, and normal aging, 

respectively. Participants rated specific behavioral, 

cognitive and affective symptoms on a Likert-type scale as 

to the pertinence to the particular case study that was 

read. Participants also made ratings for each case study as 

to the appropriateness of specific outcomes, such as home 

care, institutionalization, services for initial diagnosis 

and services for home care. Finally, participants rated the 

extent to which each of four diagnoses pertained to the case 

study that was read. These diagnoses included Alzheimer's 



disease, toxic reaction to drugs or medication, depression, 

and normal aging. 

No differences were found between the active and 

potential caregivers for symptom salience or symptom 

accuracy. However, female active caregivers rated 

behavioral and cognitive symptoms as more salient than did 

female potential caregivers. Also, male spouse active 

caregivers were more accurate in rating cognitive symptoms 

than were male child active caregivers, with the effects 

particular to the depression case study. 

Overall, differences were found among case studies, for 

both symptom salience and accuracy of ratings. In general, 

participants were most accurate with respect to judging 

symptoms for the Alzheimer's case study for behavioral, 

cognitive and affective types of symptoms. Participants 

tended to be least accurate in judging symptoms with respect 

to the depression and normal aging case studies. 

Increased symptom salience, as well as decreased 

accuracy of judgements were found to be related to increased 

Filial Anxiety, Expressive Support, self-rated health 

problems, Health Locus of Control (chance), use of Problem-

focused coping, and effectiveness of Emotion-focused coping. 
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CHAPTER I 

INTRODUCTION 

Alzheimer's disease (AD), and related types of 

disorders, are currently recognized as a major public health 

problem in the United States. More than 1.5 million older 

adults suffer from symptoms severe enough to require 

continual care, and the number of "severely demented" older 

adults has been predicted to increase 60% by the year 2000 

(Light & Lubes, 1989). The impact of AD on the patient, 

families and health care system has been severe. 

During the past several years, an increasing number of 

investigators have examined problems associated with the 

caregiving role, such as depression, changes in health 

status, and other negative psychological, social, and health 

consequences for caregivers (Haley, Levine, Brown, 

Bartolucci, 1987; McFall & Miller, 1992; Pagel, Becker, & 

Coppel, 1985; Poulshock & Deimling, 1984; Zarit, Reever, & 

Bach-Peterson, 1980). These studies suggest a variety of 

complex contextual factors moderate both nejgative and 

positive consequences of caregiving, and that potential 

sources of caregiver stress include competing demands of 

childbearing and employment (especially for women), 

isolation and reduction in social support (Rivera, Rose, 



Futterman, Lovett, & Gallagher-Thompson, 1991), neglect of 

familial responsibilities, and increases in family conflict 

(Archold, 1983). 

Studies involving active caregivers of impaired 

relatives provide information beneficial not only current 

caregivers in the community, but potential caregivers as 

well. Risks related to caregiver stress could be reduced by 

providing information about the anticipated reactions of 

both the Alzheimer's patient and family members as the 

disease progresses. Results from community based surveys 

suggest that there is a tremendous need for increased 

education of caregivers about Alzheimer's Disease symptoms, 

various community services and referral agencies, and 

appropriate services for assessment or intervention (Coyne, 

1991). 

Stress and burden in caregivers appears to impact 

decisions about care. From the standpoint of public policy 

concerns, caregiver stress and burden are relevant to a 

family member's decision to seek institutional support 

(Pruchno, Kleban, Michaels, & Dempsey, 1990). Thus, 

research that carefully evaluates outcomes for caregiver 

interventions, such as improved health, reduced utilization 

of health services, and delay of institutionalization, can 

be critical in guiding future policy decisions (Knight, 

Lutzkey, & Macofsky-Urban, 1993). 



Family members' perceptions or "cognitive appraisals," 

of their relatives' symptoms have been found to be related 

to certain coping styles for caregivers. Dependence upon 

specific strategies for coping with the caregiver role has 

been found to influence levels of depression, amount of life 

satisfaction, and subjective health (Haley, Levine, Brown, 

Benny, & Hughes, 1987; Schulz & Williamson, 1991). Family 

members cognitive appraisals of their relatives' symptoms 

form the basis of many subsequent decisions or events, such 

as whether the impaired relatives' behaviors are reacted to 

as an "illness" or "willful stubbornness," when evaluation, 

treatment and support are sought and at what stage of the 

illness decisions are made about a particular treatment or 

intervention for the family. Caregivers' appraisals of their 

family members problems, resources and support available, 

and emotional stress and strains also influence the use of 

strategies for coping and managing stressful events. 

Perceptions and appraisals made by family members are based 

not only on available, objective information and knowledge, 

but also on basic preconceptions and biases about the aging 

process, andabout illnesses where profound changes in 

personality andbehaviors occur, such as mental and dementing 

illnesses. Perhaps a more personal bias exists on the part 

ofthe caregiver with respect to idealizing a family member's 

premorbid personality characteristics that existed prior to 



the illness (Pollitt, O'Conner, & Anderson, 1989; Strauss, 

Pasupathi, & Chatterjee, 1993). 

While a few studies that were reviewed have looked at 

how active caregivers may perceive and appraise the 

caregiving context, and the resulting impact on stress and 

burden, few investigations to date have explored the basic 

role of such preconceptions and biases in the crucial and 

early decision-making period when family members first 

notice a subtle change in their relative's behavior. These 

potential caregivers likely perceive and appraise their 

family members' behaviors based on very basic assumptions, 

attitudes, anxiety and beliefs about aging and illness that 

are pervasive in our Western culture. Family members who 

lack knowledge about AD may experience denial and avoidance 

of the problem if they fear "catching" AD, or becoming 

embarrassed over their relatives' bizarre behaviors. Family 

members who deny a problem exists may fail to seek early 

evaluation and diagnosis. Decisions regarding treatment or 

care are crucial for older adults with dementia-like 

symptoms because these early symptoms may signal a 

reversible or treatable condition. Although there is no 

cure, early diagnosis of AD can provide family members with 

information and skills to help manage, and interact with 

their relative more effectively, and minimize the impact of 

stress. 



This study is important because early detection and 

intervention in individuals with dementia-like symptoms 

could allow reversible conditions to be treated more 

quickly, which reduces morbidity in illnesses such as 

depression. Family members who are potential caregivers most 

often observe the earliest changes associated with a 

Alzheimer's-related illness. Additionally, clarification of 

the role of basic stereotypes and biases in such important 

family and health decisions could provide a framework for 

providing support and education, and reducing burden and 

stress for families at risk. Also, this research can 

contribute to the understanding of how anticipating the 

caregiver role may influence perceptions and decisions. 

Alzheimer's Disease 

Alzheimer's disease (AD) is the most common cause of 

dementia, and accounts for about 50% to 70% of identified 

cases. The disease process is characterized by progressive 

and irreversible cognitive deterioration that can occur in 

individuals 45 years of age and older. The progression rate 

varies between individuals, but a time-ordered sequence of 

functional decline has been described (Almkvist & Backman, 

1993). A definitive diagnosis of AD results from a post 

mortum histological exam that verifies the presence of 

neurofibrillary tangles and senile plaques in the cerebral 

cortex (Black & Hughes, 1987). The clinical diagnosis can 

only be made when other known causes for cognitive and 



memory impairment have been excluded. Early diagnosis is 

important in order to rule out treatable or reversible 

conditions such as drug-induced toxicity, which may be 

present in 20% of those presenting with dementia-like 

symptoms (Pratt, Schmall, & Wright, 1986). Adverse 

reactions causing dementia-like symptoms may occur because 

older adults typically experience a reduced capacity to 

metabolize many types of drugs that is associated with 

reduced liver and kidney functioning. Due to more numerous 

health problems, older adults are more likely to be treated 

with multiple medications from multiple physicians 

(poly-pharmacy). In fact, persons over the age of 65 make 

up about 11% of the American population, but they account 

for 25% of drug expenditures. Thus, older adults may 

present with dementia-like symptoms that result from 

poly-pharmacy, as well as other medical conditions. In these 

and similar cases the differential diagnostic considerations 

include treatable and reversible disorders that produce 

similar symptoms, such as depression (Wells, 1979), and 

various medical conditions, such as reactions to drugs or 

alcohol, tumors, nutritional disorders, metabolic or 

endocrine disorders, infections, and sensory overload or 

deprivation (Jenike, 1986). 

A common cause of reversible dementia is depression, 

which can produce a variety of symptoms that mimic physical 

disease (Martin & Guthrie, 1988). Symptoms such as memory 



problems and impaired concentration can suggest depression 

as well as an organically-based illness. Because age-based 

stereotypes suggest aging is usually associated with 

senility and memory impairment, both patient and physician 

may interpret these symptoms as a progressive, nonreversible 

dementia, rather than a treatable functional disorder such 

as depression (Butler, 1982; Kahn, Zarit, Hilbert, & 

Niederehe, 1975). 

The progression of AD is described in DSM-III-R (APA, 

1987) as "generally progressive," which reflects the 

significant variability in the rate of decline, and 

differences in the duration of the disease. A more rapid 

rate of deterioration has been found to be associated with 

alcohol abuse, agitation and neurologic disease (Teri, 

Hughes, & Larson, 1990), as well as a long duration of 

illness (Thai & Grundman, 1986) . 

Ware and Carper (1982) described the earliest stage of 

the disease as characterized by memory loss, agitation, 

anxiety, personality changes and sleep problems. Patients 

may be observed having difficulty following conversations or 

movies, and getting lost in familiar environments. 

Personality changes often occur in the context of diminished 

social skills, and increasingly poor judgement and insight. 

As intellectual deterioration progresses, these patients may 

develop language deficits characterized by word-finding 

problems, impaired reading and writing skills, and 
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difficulty with simple calculations. Eventually, memory 

problems generally worsen, and patients experience 

difficulty performing even overlearned tasks such as 

cooking, sewing or driving. 

Late stage AD is characterized by loss of control over 

physical functions. Problems with walking, bowel and 

bladder control, and disorientation can eventually result in 

total dependency on caregivers in the community, or on 

medical treatment in institutions or nursing homes. 

Careqivinq and Stress; Issues with Burden 

Much of the current caregiving literature reviewed by 

this investigator focuses on the burden and strain 

associated with the caregiver role associated with 

Alzheimer's Disease (George & Gwyther, 1986; Lawton, Moss, 

Kleban, Glicksman, & Rovine, 1991). This focus on burden, 

in part, reflects increasing concern by policymakers and 

health care professionals that the stress in caring for 

impaired family members may reduce families capacity to 

provide needed services, and increase the use of 

institutional support. It has been well documented that the 

majority of patients with dementia receive care in the 

community and that family support is an important factor in 

determining treatment outcomes for the patient, in terms of 

community care or institutionalization (Tobin & Kulys, 

1980). 



While caring for a family member with an illness that 

is chronic and debilitating tends to have negative outcomes 

for the caregiver, some researchers support the notion that 

caregiving for a family member who experiences cognitive, 

rather than physical impairment, is much more stressful, 

because they experience the caregiving process differently 

(Krizek-Karlin & Bell, 1993). In a study comparing spouse 

caregivers for a partner with dementia vs. cancer, Clipp and 

George (1993) found significant differences in burden 

between the two groups, with the dementia caregivers 

experiencing greater symptoms of stress, less life 

satisfaction, greater negative affect, poorer self-rated 

health, greater burden and less satisfaction with social 

activities. Apparently, "hours of care" and "length of 

caregiving" did not contribute to the differences found. 

Clipp and George suggested that the "quality of life" 

associated with these two illnesses are different, with 

dementia relatives eventually losing the sense of "self," 

and the integrity of the relationship with the caregiver. 

Clipp and George also found in their study that age was a 

significant predictor of burden, with younger spouses 

experiencing more problems than did the older spouses. These 

authors also highlighted the importance of considering the 

"stage of illness" for dementia, where greater burden may be 

associated with the impact of carereceiver characteristics 
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(memory loss, wandering, incontinence) that are 

stage-related. 

In contrast to the differences in caregiving 

experiences discussed by Clipp and George (1993) with 

respect to cancer and dementia, some authors emphasize the 

commonality of the caregiving experience. Montgomery, 

Kosloski and Borgatta (1989) contrasted caregivers for 

relatives with Alzheimer's-related dementia, nonAlzheimer's 

related memory problems, and non-cognitive problems. These 

authors found no relationship between the type of 

carereceiver impairment and level of burden. However, they 

noted that as caregiving tasks for Alzheimer's carereceivers 

become more difficult with the disease progression, these 

carereceivers are more likely to be institutionalized than 

are the noncognitively impaired carereceivers. Thus, 

community dwelling caregivers may experience more 

commonality in the caregiving role, according to these 

investigators. 

Family support and involvement in care continues as 

long as family members can cope with increasing demands from 

the progressive deterioration and social losses associated 

with Alzheimers. Ory et al. (1985) characterized the impact 

on family members resulting from such increased demands as 

"burden," which he defined as "the impact of the changes in 

cognition and behavior of the Alzheimer patient on the 
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family, and the patient's subsequent need for care and 

supervision.H 

Caregiver burden has been broadly defined and 

differentially measured in the research literature 

(Braithwaite, 1992; Poulshock & Deimling, 1984). The 

diverse definitions include the emotional costs reflected in 

overload and feelings of embarrassment (Thompson & Doll, 

1982), disruptions in caregivers7 daily routine 

(Fatheringham, Skeleton, & Hoddinott, 1972), as well as 

financial, health and role strain consequences (Pearlin, 

Turner, & Semple, 1989; Zarit et al., 1980). The challenge 

of developing specific measures for a construct so broadly 

defined has been addressed by several authors (Braithwaite, 

1992; George & Gwyther, 1986; Lawton, Morton, Moss, Rovine, 

& Glicksman, 1989b; Novack & Guest, 1989; Poulshock & 

Deimling, 1984). Several unidimensional burden scales have 

been developed (Morycz, 1985; Zarit et al., 1980), with a 

common focus on caregivers' feelings and experiences. George 

& Gwyther (1986) criticized such unidimensional measures 

and suggested that caregiver "well-being" represents a more 

methodologically sound measurement of the impact of 

caregiving, in that burden is measured in terms of discrete 

dimensions of well-being, and can be administered to 

noncaregivers. In an effort to capture the complexity of 

caregivers' experience of burden, multidimensional measures 

of burden have been developed and utilized by various 
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authors (Montgomery et al., 1985; Niederehe & Fruge, 1984; 

Poulshock & Deimling, 1984). 

Objective and Subjective Burden and the Appraisal Process 

In an effort to define burden more precisely, 

researchers distinguished between objective and subjective 

burden (Montgomery et al., 1985; Piatt, 1985; Thompson & 

Doll, 1982). Piatt (1985) characterized subjective burden 

as the feelings aroused in caregivers as they function in 

their role, and measurable to the extent that caregivers 

"self report" feeling burdened. Objective burden was 

described by Piatt as observable events that create stress 

for caregivers, such as troublesome behaviors in the care 

receiver and disruption in the routine and schedule within a 

family. 

The relationship between objective and subjective 

burden has been found to be low in some research studies 

(Montgomery et al., 1985; Zarit et al., 1980), which 

suggests that the contribution of the caregivers' appraisal 

of the caregiving environment needs to be included when 

burden is measured. Montgomery et al. (1985) found that 

some caregivers appeared to function well under adverse 

conditions, while others experienced more distress. 

Pearlin et al. (1989) reported that variability 

occurred in caregivers' subjective sense of "role overload," 

and objective measurements of the "frequency" of occurrence 

of role overload did not result in similar levels of role 
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overload for all the caregivers. Thus, the measurement of 

objective role demands may provide and incomplete assessment 

of caregiver strain or burden. 

Poulshock and Deimling (1984) characterized burden as 

subjective, and distinguished burden on the caregiver from 

the impairment of the carereceiver, and impact on the family 

members. According to these authors, burden on the 

caregiver represented the distress and discomfort from 

coping with the carereceivers' behavioral and cognitive 

problems. According to Cantor (1980), however, the impact 

of caregiving on the family functioning is central to the 

concept of burden, with interpersonal conflicts with family 

members contributing to the caregivers' subjective sense of 

strain and stress. 

Some research focused on caregiver burden has yielded 

contradictory results. Braithwaite (1992) suggests that 

contradictory findings result from measurement problems. 

Apparently, when objective caregiver demands have been 

related to burden, the measures of burden have tended to 

actually assess the impact of these objective stresses on 

the life style of the family, in terms of social and family 

life, leisure activities and work. 

Colerick and George (1986) reported that the severity 

of the patients's cognitive deficits, the patient's 

inability to perform daily tasks, and the duration of 

caregiving, did not adequately predict caregivers' sense of 
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burden. However, several investigators have found that some 

aspects of the patients' behaviors are more poorly tolerated 

than others, and that caregivers' perceptions of the 

carereceivers' behaviors can contribute to burden, and are 

predictive of institutionalization (Deimling & Bass, 1986; 

Pruchno & Resch, 1989). Problem or disruptive behaviors, 

such as sleep disturbances, repetitive questions, and 

combativeness, are reported to be the strongest correlates 

of burden by some authors (Chenoweth & Spencer, 1986; 

Quayhagen & Quayhagen, 1988). Rabins, Merchant and Nestadt 

(1984) reported that physical violence and hitting, memory 

problems, incontinence, catastrophic reactions, and 

suspiciousness were behaviors identified as most stressful 

for caregivers. Deimling and Bass (1986) compared the 

impact of behavioral versus cognitive problems in the 

carereceiver, and reported that impaired social functioning 

and disruptive behaviors predicted caregiver stress, while 

cognitive impairment was an indirect predictor through its 

influence on the other two factors. 

Some research suggests the stage of illness is 

associated with more or less burden or distress for the 

caregiver (Biegel, Salis, & Schulz, 1991). Several authors 

reported that higher levels of caregiver burden are 

associated with the early stages of DAT, when the patient's 

impairment is less (Miller, 1987; Zarit, Todd, & Zarit, 

1986), while other researchers (Weiler, Chiriboga, & Black, 
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1994) reported that caregivers experienced greater burden 

when the carereceivers' cognitive functioning was less 

impaired. Haley and Pardo (1987) suggest that earlier 

stages of AD are associated with more behavioral 

disruptions, and thus with increased burden, although Weiler 

et al. (1994) described cognitive deficits as more 

characteristic of the early stages of AD. Pollitt et al. 

(1989) examined early symptoms that family members may 

identify in their relative, and suggested that a change in 

the caregivers' perception or appraisal of the caregiving 

situation leads to a reduction in burden in the later stages 

of AD, with family members acutely distressed upon receiving 

the diagnosis, and able to resolve grief issues as AD 

progresses. Despite an inconsistent pattern of results in 

studies reviewed, the bulk of investigations indicate that 

caregiver burden is best predicted by characteristics of the 

caregiver situation, such as social support, resources 

available, and the subjective perceptions of caregiving 

(Colerick & George, 1986; George & Gwyther, 1986; Zarit et 

al., 1980). 

A number of investigators have suggested that 

"caregiver burden" is a significant factor in determining 

outcomes for Alzheimer's patients (Townsend, 1990; Zarit et 

al.,1980). Colerick and George (1986) investigated 

predictors of institutionalization among caregivers of 

patients with AD, and reported that patient characteristics 
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such as severity and frequency of symptoms and duration of 

illness did not predict institutionalization, while 

caregiver characteristics emerged as more significant 

predictors of placement decisions. More recently, 

investigators have identified several factors associated 

with the caregiver and carereceiver that predict 

institutionalization (Cohen, Gold, Shulman, Worthley, 

McDonald, & Wargon, 1993; Pruchno et al., 1990). These 

factors include formal service use, caregiver health and 

level of burden, gender, kinship to carereceiver, 

carereceivers' cognitive impairment and behavioral 

disruptions, and the caregivers' perceptions and reactions 

to these carereceiver characteristics. 

Chenoweth and Spencer (1986) reported that even after 

institutionalizing an impaired family member, caregivers 

continued to demonstrate problems with physical illness and 

depression, suggesting that the subjective aspects of burden 

and caregivers' appraisal of the situation, regardless of 

the setting, are important to evaluate. In fact, the 

context of caregiving, including caregiver characteristics 

such as sex, age and caregiver status, cognitive and 

behavioral limitations of the carereceiver, and caregiver 

well-being, appeared to be central with regard to outcomes 

for Alzheimer's patients, rather than objective demands 

caregivers may have experienced. 

Burden and Utilization of Resources 
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Many investigators propose that the availability of 

informal support is a major deterrent to 

institutionalization (Smyer, 1980; Wan, 1986). However, some 

authors (Newman, Struyk, Wright, & Rice, 1990) are critical 

of many analytical studies that have addressed this issue, 

and suggest that inadequate or inappropriate statistical 

techniques and models, cross-sectional designs, and small 

sample sizes have resulted in mixed results. Newman et al. 

(1990) examined the mediating effects of formal and 

informal support on institutionalization. They established 

that the use of paid caregivers (formal support) was 

associated with greater risk of institutionalization. 

Interestingly, caregivers in the community make little 

use of formal services, with only about 10% of the impaired 

community residing older persons relying solely on formal 

support (Lawton et al., 1989b). Although many variables 

have been suggested as influencing service underutilization, 

Smyer (1980) indicated that knowledge about services 

available contributes most to the variability in service 

usage. Coyne (1991) examined knowledge about services as a 

predictor of service utilization, and concluded that the 

dissemination of knowledge about resources may provide a 

needed link to actual service use. However, attitudes 

toward community services may also influence usage. 

Gwyther and George (1986) indicated that beliefs about 

the families' duty to provide exclusive care may mitigate 
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against requests for assistance. Female spouse caregivers 

in particular may feel obligated to provide exclusive care 

because of societal expectations about the appropriate role 

for women, and may seek help only during the later stages of 

the caregiving process. Other factors have also been 

postulated to influence the use of support and resources. 

Clipp and George (1990) used a longitudinal design to 

examine patterns of social support over a two-year period. 

These authors confirmed earlier studies (Colerick & George, 

1986), where caregiver need and patient symptom severity 

were not related. Interestingly, the neediest caregivers 

were those who received the least tangible assistance, 

suggesting that factors such as personality may influence 

the perception of social support, and services sought out. 

Social Support 

Social support is viewed by many researchers as a 

resource that buffers an individual from the negative impact 

of stress (Clipp & George, 1990; George & Gwyther 1986). 

However, there is little agreement about how social support 

provides relief from stress, and what kinds of support are 

helpful for specific stresses, and related to burden 

(Thompson, Futterman, Gallagher-Thompson, Rose, & Lovett, 

1993). 

Krause (1987) maintained that social support is only an 

indirect mediator of stress effects, in that "individual 

characteristics" of the stressed person provide a "filter" 
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through which information is processed. Thus, an 

individual's appraisal of the social support context is 

likely to influence actual perceptions of social support. 

In fact, several investigators established that the 

subjective appraisal of the adequacy of social support, 

rather than the objective amount of support, best predicts 

stress tolerance (Gesten & Jason, 1987). 

Thompson et al. (1993) looked at the dimensions of 

social support, including intimate interaction and 

confiding, positive feedback, advice, material aid, physical 

assistance, and social participation, in relationship to 

types of burden, such as interpersonal, finances, negative 

health effects, unwanted life changes, embarrassment and 

social life restrictions. These authors were able to 

differentiate between types of social support that were 

helpful to caregivers, and related to burden. Thompson et 

al. found that burden was most often mitigated for 

caregivers by socializing with relatives and friends. These 

authors failed to find gender differences in social support 

and burden. 

Clipp and George (1990) looked at patterns of social 

support use over a two year period, and found that certain 

caregiver and caregiving contexts were predictive of 

different patterns of social support utilization. These 

authors reported that patterns of social support, such as 

high stable and low stable, tend to be fairly stable for 
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individuals, and are not influenced by the length of time of 

caregiving, or the severity of the care receivers symptoms. 

Caregivers who perceive high stable support reported the 

highest self rated health, the lowest use of psychotropic 

medication, tended to be older and more educated, 

experienced fewer symptoms of stress, the highest positive 

affect, and the highest reports of life satisfaction. 

Individuals who receive high stable support were also 

reported to be most satisfied with time available for 

leisure activities, high levels of relaxation, and were most 

likely to not be involved with in-home care. The opposite 

pattern was reported for individuals who perceived their 

social support to be stable and low. These authors also 

found that need did not dictate the amount of assistance 

received. 

Kinship and Gender Differences in Caregiving Impact 

Caregiver kinship status has been the focus of a number 

of studies, and is meaningful in terms of caregiver outcomes 

(Williamson & Schulz, 1990; Young & Kahana, 1889). Spouse 

caregivers have been found to provide more extensive care 

and keep the impaired spouse in the home longer, although 

spouse caregivers are vulnerable to significant distress 

and burden (George & Gwyther, 1986; Greene & Monahan, 1987). 

Clipp and George (1993) reported that older spouses 

experienced greater well-being, compared to younger spouses, 

and suggested that as the length of caregiving continues, 
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these older spouses may adapt to the role, and are even less 

likely to institutionalize their partners. Spouse 

caregivers' reluctance to institutionalize may reflect the 

greater intimacy, commitment, and personal interdependence 

characteristic of a long-term marital relationship relative 

to other relationships (Greene & Monahan, 1987). 

The family member assigned the caregiver role appears 

to follow an hierarchical pattern referred to by Shanas et 

al. (1969) as the "principle of substitution." The spouse, 

usually the wife, is typically the primary caregiver. The 

oldest adult daughter assumes the role if a spouse is not 

available, and neighbors or friends provide assistance when 

children are not available. More recently, Stone, Cafferata 

and Sangal (1987) provided a descriptive profile of informal 

caregivers, and verified that the majority (72%) of 

caregivers are female, with many over 65 years of age. 

Among the caregiving females, 29% were adult daughters, and 

23% were wives, whereas only 13% of informal caregivers were 

husbands. 

The caregiver literature has distinguished between 

spousal and parent-child relationships with regard to 

caregiver process and outcome. Issues that are distinctive 

to parent-child relationships include employment, and 

competing demands of family life. Spouse caregivers are 

typically older, and may view caregiving as a normative 

expectation of marriage, and thus, may be more committed 
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than child caregivers. Research findings generally support 

this conclusion. Spouses provide a greater range of 

assistance and more hours of care, and also preserve the 

caregiving role in the face of increasing health problems or 

disability (Horowitz, 1985; Townsend & Noelker, 1987). 

Although spouses as caregivers may be more vulnerable 

toproblems because of their advanced age and poorer health, 

studies have demonstrated that child caregivers 

alsoexperience significant role strain, and greater burden 

thanspouse caregivers (Young & Kahana, 1989). In fact, 

Colerick and George (1986) found that the risk of actually 

institutionalizing a carereceiver is greater with a child 

caregiver. Townsend and Noelker (1987) indicated that adult 

children eventually adapt to the caregiver role over time, 

but may experience major mental health conseguences. 

Gender-based differences in well-being, burden, risk of 

institutionalization, and type of assistance provided has 

been found to differ between spouses and children (Brody, 

Hoffman, Klegan, & Schoonover, 1989; Young & Kahana, 1989). 

Colerick & George (1986) reported that children and women as 

caregivers were more likely to institutionalize a relative. 

With respect to type of assistance provided, Horowitz (1985) 

reported that women tended to provide greater amounts of 

assistance overall, and were more likely than males to 

attend to personal hygiene needs, household tasks, and meal 

preparation. On the other hand, male caregivers were found 
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to provide assistance with transportation, home repairs, and 

finances. 

Psychological outcomes in terms of increased burden and 

depression have been found to be greater for females than 

for males (Young & Kahana, 1989). One author (Vaux, 1985) 

found that depression in females actually predicted a 

decline in physical health when measured over a 9 month 

period. Gilligan (1992) used gender role theory to explain 

the increased burden for females. He suggests that females 

are more likely than men to feel torn about their sense of 

responsibility for meeting the needs of others, and their 

own desire for self-development. Thus, he proposes that 

females are more willing to sacrifice social and 

recreational activities that typically mitigate against 

stress. Gwyther (1988) also suggested that societal norms 

influence expectations that the caregiving role is 

appropriate for women rather than for men. 

Male and female perceptions of the caregiving demands 

may also account for differences in burden and stress, and 

how resources are utilized. Miller (1987) indicated that 

males may tend to approach the caregiving task like a 

project, where tasks can be delegated, limits recognized, 

and thus more control maintained. Males are more 

comfortable seeking informal types of help and may be able 

to maintain more social contacts than women. Women, on the 

other hand, may approach caregiving similarly to child care, 
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and focus at the level of the interpersonal relationship 

where changes in the quality of the marital relationship may 

be quickly noticed (Quayhagen & Quayhagen, 1988). 

Several investigations looked at characteristics of 

male spouse caregivers. Barusch and Spaid (1989) reported 

that men tend to be older, to experience more health 

problems, and to care for more disabled partners. Stone 

(1987) reported that although male spouse caregivers spent 

more hours in caregiving tasks than females, only about 50% 

of these males used formal or informal assistance. Pruchno 

and Resch (1989) found that their male spouse caregiver 

participants expressed a greater investment in the marital 

relationship, and experienced less burden than did the 

females. 

Competing theories have been used to account for this 

gender-based difference in the experience of caregiving. 

Miller (1987) suggested that men are more comfortable with 

the caregiving role because in some ways it reflects an 

extension of the "authority" role men assumed both at work 

and at home. This may be reflected in males tendency to 

focus on aspects of caregiving perceived to be controllable, 

such as more instrumental tasks. Gutmann (1987), on the 

other hand, suggested that older spouse males tend to become 

more family oriented and nurturant, whereas women become 

more assertive and instrumental. 

Burden and Coping Issues 
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Caregiver burden research has generally been 

conceptualized as operating within a stress and coping 

framework (Gatz, Behgtson, & Blum, 1990), which includes the 

following elements: (1) stressor or life event, (2) 

perceptions, appraisals, or attributions about the event and 

the demands created by the stressor, (3) mediators, or the 

coping skills and resources brought to bear on the 

situation, and (4) outcomes for the caregiver, such as level 

of morale. 

Lazarus and Folkman (1984) emphasized the "appraisal" 

of stressful events, including secondary ramifications, or 

re-appraisals, of the stressor on the self and lifestyle, as 

determinants of caregiver outcomes, such as coping or 

burden. Rather than continue to use the popular term 

"burden," Lawton et al. (1989b) suggested that all 

appraisals of caregiving stress can best be characterized by 

the term "caregiving appraisal," in that appraisals can be 

positive, negative or neutral. The term "burden" implies a 

negative outcome in response to the stressor. Within this 

framework, these authors suggest that a potentially harmful 

environmental event (stressor) arouses the process of 

appraisal, where the potential for threat is assessed 

(primary appraisal), and the external event is defined as a 

stressor or non-stressor. A "secondary appraisal" process 

involves the evaluation of the effectiveness of an 

individual's coping mechanisms. This secondary appraisal 
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process is subjective, and reflects an on going evaluation 

of the quality of caregiving, which mediates between the 

demands of caregiving and the outcome of well-being for the 

caregiver (Lawton et al., 1991). Several investigators 

(Lawton et al., 1989b; Robinson, 1983) characterize 

"caregiver burden" as an example of an external demand or 

potential threat that has been appraised asastressor. Thus, 

"caregiving appraisal," which includes both cognitive and 

affective appraisals of the potential stress of caregiving, 

influences the outcome in that situation, such as burden, or 

mastery. While negative outcomes effect the mental and 

physical health of the caregiver, influences the viability 

of employment, and disrupts social support, positive 

outcomes may result in increased satisfaction or caregiving 

mastery (Lawton et al.,1989b). 

Results regarding coping in caregivers have been 

equivocal, and this is due in part to various measures that 

define and examine aspects of coping in different ways 

(Pruchno & Kleban, 1993). Another factor that influences 

the measurement coping is the context in which it occurs 

(Folkman, Lazarus, Dunkel-Schetter, Delonges, & Gruen, 

1986). Investigators have reported that coping can differ, 

depending on the specific situation that is encountered. 

Lazarus and Folkman (1984) described coping in terms of 

emotion focused and problem focused coping. Problem focused 

coping refers to efforts aimed at managing or altering the 
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problem that is creating stress. Emotion focused coping 

involves efforts that are directed toward regulating the 

individual's emotional response to the problem. Research 

results have indicated that individuals use both types of 

coping at different times, but problem focused coping tends 

to be used more when people believe that something 

constructive can be done about the problem, and 

emotion-focused coping tends to be used by people when the 

stressor must be endured (Lazarus & Folkman, 1980). 

Some research reviewed did find that emotion-focused 

coping in the caregiver context was associated with greater 

burden (Vitaliano, Maiuro, Ochs, & Russo, 1989) , but another 

study (Pruchno & Kleban, 1993) reported that some types of 

emotion focused coping resulted in less stress. Differences 

in these studies involved the type of stresses encountered, 

with one study using active caregivers, and the other study 

including caregivers who had institutionalized the parent. 

Other researchers have characterized emotion-focused coping 

as consisting of some adaptive strategies, and less adaptive 

strategies that typically encourage avoidance and wishful 

thinking. Pruchno and Kleban (1993) reported that 

problem-focused coping was associated with higher levels of 

stresses, but more freguent use of these strategies did not 

result in more positive mental health outcomes. 

Some research has addressed coping and Gender (Barusch 

& Spaid, 1989; Lazarus & Folkman, 1980; Miller, 1987). While 
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the use of formal and informal services differs by gender, 

it appears to differ according to the types of services 

used. Apparently, Females tend to rely more on physician 

contact, support groups and counseling, while males seek 

assistance for home nursing and housework Snyder & Keefe, 

1985; Wylie, 1984). Barusch and Spaid (1989) failed to 

find gender differences with respect to informal services, 

with males and females using different types of informal 

supports. 

Research that has examined styles of coping and gender 

has been equivocal. Lazarus and Folkman (1980), reported no 

gender differences in the use of emotion focused coping, but 

did find that men tend to use problem focused coping more 

than women at work, and in situations that need to be 

accepted and that require more information. Siegler and 

George (1983) found that men reported greater use of active 

coping styles, compared to women. However, perceptions of 

coping were assessed, rather than actual coping behaviors. 

In another study that examined gender and coping, Billings 

and Moos (1981) looked at three types of coping: active 

cognitive, active behavioral, and avoidance. These authors 

found that women scored higher than men on all three styles, 

with a significantly greater use of active behavioral 

coping, a nonsignificant difference in cognitive coping, but 

a significantly higher use of avoidance coping, which was 

associated with more impairment. 
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Barusch and Spaid (1989) found no significant 

difference in the type of coping style used overall for 

males and females, but reported that women used a greater 

number of coping styles than did men, even when controlling 

for females' tendency to report more problems. Differences 

in gender based coping did emerge, however, when differences 

in coping style were examined with respect to specific 

problems. Men tended to use active coping and cognitive 

restructuring when dealing with feeling angry, having 

arguments with the spouse, and worrying about future 

finances, while females failed to cope. However, women 

tended to take direct action to change the situation when 

dealing with their spouses making excessive demands and 

other people making excessive demands, where males failed to 

cope. Women in this study were also found to experience 

greater burden, but this was not related to styles of 

coping. 

Miller (1987) looked at coping from the standpoint of 

gender based perceptions of the relative importance of self 

versus others. She suggested that for males, being in 

charge of another person in the context of caregiving was 

actually an extension of the male role as an authority 

figure at home and at work. Thus males tended to report 

less emotional stress, and focused on the elements in the 

home environment they could control, such as household and 

instrumental tasks. Women, on the other hand, tended to be 



30 

concerned with maintaining some continuity in the 

interpersonal relationship, which appeared to be related to 

women focusing much more at the level of the interpersonal 

interaction, and subsequently bothered much more by 

disruptive behaviors that occurred on a day to day basis. 

Although women reported uncertainty about feeling in control 

of the caregiving situation, they were engaged in multiple 

problem-solving tasks. Thus, perceptions about role 

expectations appear to be important in mediating how men and 

women cope. 

Few studies reviewed by this investigator have focused 

on the more positive aspects of caregiving. However, 

several authors have assessed the contribution of more 

positive factors in outcomes. Pruchno, Michaels and 

Patashnik (1990) reported a negative relationship between 

"uplifts" and the desire to institutionalize an impaired 

spouse. The concept of "uplifts" was described by Lazarus 

and Folkman (1984) as small events that elicit pleasure, joy 

or affirmation, and appear to be relevant to caregiving. 

Lawton et al. (1989b) examined the dimensions of caregiving 

in a factor analytic study, and reported that the concept of 

"burden" was broader in scope than defined by other 

researchers, and found subjective burden, caregiving 

satisfaction and caregiving impact as dimensions, or 

factors, of burden. 
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More recently, Lawton et al. (1991) investigated 

dimensions of "caregiver well-being," and proposed that 

well-being was actually comprised of independent pathways 

for negative and positive caregiver appraisals that 

differentially effect two types of psychological well-

being, with satisfactions leading to positive affect, and 

burden to negative affect. Results suggested that 

caregivers' appraisals function as mediators between the 

objective stressor and psychological well-being. 

The "double ABCX" model (McCubbin & Patterson, 1982) 

represents a stress and coping model also referred to 

frequently in the caregiver literature (Cohler, Grover, 

Borden, & Lazarus, 1989; Pruchno & Smyer, 1984), where "A" 

represents the stressful event, "B" is the family's 

resources, "C" is the family's perception of the crisis, and 

"X" is the sense of strain or amount of crisis. "Double" 

refers to the accumulation of additional problems secondary 

to the disruption created by the initial crisis, where 

stress results not only from the original event, but also 

from the continuation of changes initiated by the chronic 

debilitation from AD. McCubbin and Patterson (1982) 

emphasized that the "A," or stressor, actually represents a 

pileup of events, rather than a single event, including the 

patient's health problem or degree of disability, and 

multiple life changes for the caregiver such as competing 

demands of work, family, friendships and finances. 
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The appraisal process in the stress and coping model 

includes perceptions of the symptoms or behaviors (Niederehe 

& Fruge, 1984), as well as the caregiver's subjective sense 

about the acceptability of, and capacity to cope with, the 

impending life-style changes. Haley et al. (1987a) used the 

stress and coping model to predict adaptation in caregivers, 

and found that appraisal, coping, and social support were 

more important than objective stressor severity variables in 

predicting adaptation. Caregivers who appraised patient 

behaviors as more stressful, and appraised themselves as 

unable to manage the problem were significantly more 

depressed. Pagel et al. (1985) found increased caregiver 

depression related to perceived loss of control over the 

impaired spouse's disruptive behaviors. According to 

Deimling and Bass (1986), the carereceivers' behaviors 

impact coping, where the appraisal of the patient's behavior 

as deliberate stubbornness rather than a consequence of the 

disease increases the level of distress and burden. Thus, 

the appraisal process not only impacts the coping and well-

being of caregivers, but also influences decisions about the 

type of care most appropriate for the carereceiver 

(Townsend, 1990). 

The Appraisal Process and Health Care Decisions 

Historically, elderly persons have under-utilized 

health care services. Cohen (1976) reported that older 

persons constitute 10% of the population, but make up only 
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4% of all psychiatric outpatients seen privately or in 

community mental health centers. This in part reflects care 

providers' negative attitudes towards aged individuals 

(Baker, 1984; Gatz et al., 1990), as well as biases held by 

older individuals. Lasoski (1986) identified biases toward 

health care professionals that precluded help-seeking by 

older individuals, such as a tendency to somaticize symptoms 

rather than acknowledge underlying psychological issues, 

beliefs regarding untreatability, and mistrust of mental 

health professionals. Secondary to negative attitudes and 

misconceptions about the normal aging process, older 

individuals may misinterpret lapses in memory as the 

beginning of senility, leading to avoidance of medical care 

for conditions that may be treatable and reversible. 

In situations where older individuals do receive 

medical attention for symptoms such as poor concentration 

and memory, the pervasive "myth of senility" may influence 

health care providers, such that appropriate tests are not 

performed that could rule out treatable disorders such as 

depression. Butler (1982) suggests problems are overlooked 

because decline is so often associated with the aging 

process. Some authors have indicated that the belief that 

AD is untreatable has resulted in some health care providers 

overlooking the impact of "excess disability" on the 

functioning of AD patients, which refers to treatable 

conditions such as depression that coexists with AD (Reifler 
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& Larson, 1989). These authors have criticized consequences 

of earlier research on "pseudodementia" (Wells, 1979), where 

the desire to find a cure for dementia resulted in the 

administration of anti-depressant medication to demented 

patients who had no symptoms of depression, in the hope that 

an underlying and unrecognized form of depression caused the 

cognitive problems. Thus, considerable effort was put into 

finding alternate explanations for the cognitive impairment 

resulting from AD, while more realistic interventions, such 

as treating the depression that was causing the "excess 

disability" in AD, were overlooked. 

Reifler and Larson (1989) re-examined the Marsden and 

Harrison (1972) study, which investigated the differential 

diagnosis of dementia in 106 in-patients that were presumed 

to have presenile dementia, and depicted the "hidden 

assumptions" that influence health care decisions and 

diagnoses that are made. Some of the patients that were 

referred for a dementia workup were not actually demented. 

In fact, 15 patients were identified with cases that 

included affective disorders, drug intoxication, and 

epilepsy. Among the 84 demented patients, 36 were 

clinically diagnosed with a possible etiology, while 48 were 

not diagnosed. Reifler and Larson (1986) suggest that the 

belief that AD is incurable, and thus untreatable, results 

is a view of AD as "undiagnosable" as well. In the 1972 

study, specific diagnoses such as Huntington's Chorea and 
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alcohol-related dementia were made, although these 

diagnostic categories were not clearly defined at the time, 

and represented "probabilities rather than certainties." 

The co-existence of AD and Depression has been well 

documented (Rabins et al., 1984, Teri & Wagner, 1992). A 

retrospective review of patients' medical records from one 

clinic (Reifler & Larson, 1986) revealed that 31% of AD 

patients also met the DSM-III criteria for a major affective 

disorder. On examination of records of patients with the 

dual diagnosis treated with antidepressants, 85% displayed 

improved mood and activities of daily living (ADL's), as 

well as a decrease in vegetative signs of depression. 

However, improved cognitive functioning was notassociated 

with improved mood. Although the treatment ofdepression in 

patients with AD does not improve cognitive functioning or 

result in a cure, it does impact thequality of life for 

these individuals with regard to improved family 

functioning, and ultimately caregiver well-being. 

Historically, physicians have regarded a diagnosis of 

AD as an end to itself, secondary to the lack of available 

interventions. Although AD cannot currently be 'cured', 

medical interventions play a valuable role in the treatment 

and management of most Alzheimers patients (Reifler et al., 

1986). Progress has been made in accurately diagnosing 

patients with AD. Katzman (1986) pointed out that based on 

our current information and technology, AD is diagnosed with 
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90% accuracy in many locations. Reifler and Larson (1989) 

confirmed the 90% diagnostic accuracy rate by comparing 

clinical diagnoses with autopsy findings. 

Impact of Stereotypes on the Appraisal Process 

The subtle and gradual onset of AD may preclude an 

early diagnosis and appropriate treatment, especially when 

unusual or changed behaviors in an older family member are 

tolerated. It is well documented that familial attitudes 

and behaviors influence the perception and appraisal of, as 

well as the response to, symptoms of both physical and 

mental illnesses (Litman, 1974; McKinley, 1980). However, 

few investigations have focused on how family members 

evaluate and label their impaired family member, and make 

decisions regarding appropriate treatment or care (Orey et 

al., 1985). Preconceptions or biases about the cause or 

treatability of particular diseases, accuracy of knowledge, 

as well as attributions about symptoms and behavioral 

changes, influence how family members respond to an impaired 

relative (Zarit & Zarit, 1982). Decisions made by families 

effect how quickly a diagnosis is made and reversible 

conditions treated, utilization of support and resources 

that allow better management of the relative and appropriate 

interventions, and eventually impact the well- being of the 

caregiver. 

According to Chenoweth and Spencer (1986), the early 

symptoms of AD, such as memory loss, disorientation and 
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subtle personality changes that prompt family members to 

seek help may be observed for some time. In this context, 

family members' observations and actions are crucial to 

obtaining an early diagnosis. Family members often describe 

these early periods before diagnosis as perplexing. 

However, families do attempt to explain and understand the 

care receiver's behaviors. These interpretations, or 

attributions, that the family makes about the older 

relative's behaviors and symptoms, as well as appraisals of 

their own coping capacity, form the basis for future 

decisions regarding the need for professional help or 

institutionalization (Colerick & George, 1986). For example, 

if family members expect that cognitive deterioration will 

occur as a function of the normal aging process, the early 

and subtle symptoms may be viewed as "legitimate," and 

perhaps tolerated longer (Shifflett & Blieszner, 1988). 

Pollitt et al. (1989) emphasized the importance of 

early recognition of symptoms associated with mild dementia. 

For these caregivers, symptoms such as forgetfulness, 

changes in the ability to handle money, disorientation, 

incontinence or a gradual loss of concern with appearance 

and grooming were ascribed to normal aging, an extension of 

the older adult's previously established personality, or a 

consequence of physical illness. Indeed, such persons did 

not even define themselves as caregivers. Pollitt et al. 

(1989) state that only when symptoms worsen is there a 
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recognition of illness and the caregiving demands associated 

with it, culmination in a "bereavement" reaction, where the 

family member must come to terms with the loss of the person 

as an individual. To the extent that the spouse or relative 

fails to see the necessity for help in diagnosing or 

managing a problem (in that it is not yet perceived as a 

problem), helping efforts by professionals are not likely to 

be sought out (Pollitt et al., 1989). 

A caregiver's or potential caregiver's perceptions of 

an impaired family member's symptoms and behaviors are 

influenced by many factors, including the social meaning of 

a diagnosis of Alzheimer's Disease (Cohler et al., 1989; 

Shifflett & Blieszner, 1988). Problems in social 

functioning and disruptive behaviors defy our Western 

culture's definition of behavior as intentional, and may be 

labeled, similar to mental illness, as "illegitimate," 

despite the patient's health status, with the impaired older 

person held responsible and stigmatized for displaying these 

symptoms (Elsworth, 1965; Shifflett & Blieszner, 1988). 

Such negative attitudes towards mentally ill persons elicit 

behaviors such as denial, normalization of the problem, or 

dissociation from the disturbing events or behaviors, and 

thus impacts decisions about care. Consequences of these 

negative attitudes for the impaired patient may also include 

loss of social support, frustration and anger expressed 

toward the impaired family member, and delay of appropriate 
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care. Consequences for family caregivers could include 

increased anxiety about their own health, increased anxiety 

about the future, as well as increased burden and stress in 

caregiving (Haley et al., 1987b). 

Reifler and Larson (1989) suggest that discrimination 

against the elderly, similar to that seen with the mentally 

ill population, results in the confusion between 

"incurability" and "untreatability." Ford and Sbordone 

(1980) investigated the attitudes of psychiatrists toward 

elderly patients by analyzing responses to questionnaires 

completed by 179 psychiatrists, who were asked to rate how 

well the patient met the psychiatrist's criteria for the 

ideal patient, the estimated prognosis, and preferred 

treatment. Subjects were first required to read four 

clinical vignettes that were identical except that in half 

the descriptions, the patients were 65, and younger than 45 

in the other half. The case histories, which were identical 

except for age, produced responses to the questions that 

indicated the psychiatrists viewed older patients as having 

a poorer prognosis and being a less than ideal patient. 

As suggested by investigations described above, 

negative appraisals or expectations regarding the behavior 

or functioning of older adults impacts important health care 

decisions for both health care providers as well as aged 

individuals. The mental health care decision process has 

been conceptualized as a three stage process: (1) definition 
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or labeling of a problem, (2) deciding to seek professional 

help, and (3) deciding that a particular type of help is 

necessary (Veroff, Douvan, & Kulka, 1981a; Veroff, Douvan, & 

Kulka, 1981b). This process of appraising and labeling a 

problem, and then making a decision, suggests a valuable 

framework within which to evaluate potential caregivers' 

appraisal and interpretation of a family member's disruptive 

symptoms and behaviors, as well as labeling of a possible 

problem as Alzheimer's Disease, and then making a decision 

regarding the need for professional help, home care, or 

institutionalization. 

Anticipation of the Caregiving Role 

Several investigations have looked at the reactions of 

adult children when asked to anticipate their future role as 

caregivers to their aging parents (Cicirelli, 1988; Horne, 

Lowe, & Murray, 1990; Wolfson, Handfield-Jones, Glass, 

McClaren, & Keyserlingk, 1993). Anxiety over the 

anticipation of caregiving was evaluated by Cicirelli 

(1988), with his measure of "filial anxiety." He found that 

adult children experienced greater anxiety when parental 

health was declining, when the participant perceived their 

resources to be limited, when attachment to the parent was 

less, and when the participant used an "Internal Locus of 

Control." He also suggested that some anxiety in 

anticipating caregiving is related to an individuals 

concerns about their own mortality. 
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Home et al. (1990) assessed State and Trait Anxiety in 

college aged students after having them read scenarios 

depicting various caregiving tasks being performed by 

individuals for their mothers and fathers. Both male and 

female students experienced increased anxiety, but females 

exhibited more anxiety than did males. These authors also 

suggested that when the participant experienced a more 

positive relationship with parents, the anxiety appeared to 

be lower. The gender differences reported by these 

investigators in part appears to parallel research findings 

with active caregivers, where women are most likely to 

actually become caregivers, and experience more burden than 

do males (Cantor, 1983; Horowitz, 1985). This suggests that 

early socialization about role expectations may impact 

perceptions about providing care, long before the caregiver 

role is assumed. 

Knowledge of Alzheimer7s Disease 

Knowledge about Alzheimers Disease is often not 

available to family members. Chenoweth and Spencer (1986) 

reported that even after a diagnosis was made, 54% of family 

members in the study perceived explanations from 

professionals as focusing entirely upon the hopeless aspects 

of the disease. Several investigations have explored the 

relationship between knowledge of services and an 

institutional outcome for the care receiver. Colerick and 

George (1986) indicated that caregivers who 
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institutionalized their relative had greater knowledge of 

services at baseline than caregivers who cared for the 

patient at home. 

Information received not only about the nature of the 

illness, but also about services and resources, is likely to 

impact family members' continuing appraisals and 

interpretations of the impaired family member's behavior in 

a negative way. Chenoweth and Spencer (1986) reported that 

caregivers who had not received information when their 

relative was diagnosed reported that they tended to cling to 

past methods of communication, such as reasoning, which has 

been found to be ineffective with AD patients. Smith, Smith 

and Toseland (1991) emphasized the impact of caregivers' 

beliefs and attitudes about family responsibility on help 

seeking behaviors, and noted the strong reluctance of some 

caregivers to rely on others for help. These authors 

suggested that attitudes and beliefs about family role 

functioning influences choices caregivers make with regard 

to help seeking, and in general how information is perceived 

and utilized. They imply that knowledge about services, 

without support that enables caregivers to alter attitudes 

and accept the help, may not allow individuals to provide 

care as well or as early as possible. 

When family members are given little information about 

the disease and possible interventions, this could 

contribute to the perception of hopelessness regarding the 
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disease process and appropriateness of interventions for the 

patient. This may contribute to caregivers' later decisions 

regarding the need for community resources and support, or 

institutionalization, as well as decrease caregiver 

well-being. Thus, the dissemination of accurate information 

regarding Alzheimers disease may be important in influencing 

attitudes about the disease for those potential caregivers 

whose family members are still healthy. Accurate 

information about AD may also influence subsequent outcomes 

for both caregivers and their impaired family members. 

Personality and Caregiver Appraisal 

Caregivers' interpretations of behavior changes in 

older relatives are based on (1) the caregiver's beliefs, 

feelings, and attitudes about aging, preconceptions 

regarding the necessity for change in his/her behavior as a 

function of worsening symptoms, as well as (2) general 

predispositions or willingness to reconceptualize new 

experiences as such (and as calling for new ways of 

behaving). These factors help determine a potential 

caregivers tendency to "cling to" normal aging as an 

explanation for mild dementia, or simply fall back on 

familiar and easily understood patterns of behavior as 

preferable interpretations for an older person's 

forgetfulness, difficulty with self-care, money management 

or incontinence. 
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Few investigations reviewed by this author have 

examined the contribution of caregiver personality factors 

to the appraisal of care receiver's symptoms, or the impact 

on help seeking. Personality traits, which are generally 

stable across adulthood (McCray & Costa, 1984), are likely 

to influence caregivers' appraisals of and responses to the 

caregiving situation. Personality can therefore be 

conceptualized as a "window" of sorts, through which 

caregivers assess their own capabilities, anticipate and 

label future caregiving-related outcomes, as well as 

appraise a family member's behavior (Hall & Lindsay, 1985). 

In a number of studies, locus of control beliefs (LOC) 

(Rotter, 1966) have been found to impact self—efficacy and 

self-attributions (Bandura, 1977; Ryckman, 1979). Other 

investigations have focused on the process by which locus of 

control beliefs mediate the impact of stress on well- being. 

Studies have shown that people who believe that life events 

are under their own control cope more effectively than those 

who believe life events are controlled by luck or chance 

(Blaney, 1985). One caregiver study (Levine, Dastoir, & 

Gendron, 1983) used Rotter's Locus of Control scale (Rotter, 

1966), and established that caregivers who scored higher on 

the scale for "internals" exhibited more effective coping 

skills when contrasted with "external." 

Higher levels of depression have also been found to be 

related to perceptions of control. Pagel et al. (1985) 
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reported that perceived loss of control over important 

events related to the spouse's disability, combined with a 

tendency to attribute loss of control to internal causes, is 

related positively to the severity of depression. 

Caplan (1981) emphasized the impact of social support 

on an individual's perception of control. While stress may 

diminish feelings of control, social support may catalyze 

perceived control by providing concrete suggestions that 

elicit a plan of action, and the opportunity for feedback, 

which reinforces feelings of competence and mastery. 

Certain personality variables are likely to 

significantly impact caregivers' perceptions and appraisals 

of the caregiving context as well as the patient. Costa and 

McCrae (1980) indicated that many of the traditional 

personality traits measured in contemporary measures could 

be subsumed under three broad dimensions, including 

neuroticism (N), extraversion (E), and openness to 

experience (0). These authors more recently expanded their 

model into the five-factor model of personality, to also 

include conscientiousness (C), and agreeableness (A) (McCrae 

& Costa, 1983; McCrae, 1991). 

Reis, Gold and Andres (1990, submitted) used the NEO 

Inventory with caregivers, and reported that neuroticism 

augmented negative caregiver outcomes such as increased 

burden, impaired self-appraised health, and reduced positive 

outcomes such as satisfaction with caregiving. Extraversion 
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was reported to act as a buffer in caregivers' appraisals of 

the amount of help they provide, with more extraverted 

caregivers reporting giving less help. Extraverted 

caregivers also tended to re-appraise perceptions of 

relationships with care receivers, which appeared to 

mitigate the more negative effects of burden and patient 

aggression. The caregivers' appraisals of care receivers' 

poor cognitive functioning and increased aggressive 

behaviors resulted in a greater experience of burden. 

Fitzgerald (1966) first defined openness to experience 

as the ability to welcome new and unusual experiences 

without anxiety. Costa and McCrae (1980) reported a 

relationship between the occurrence of major life events and 

openness to experience, where men who scored high on this 

scale were more likely to have moved, become separated or 

divorced, or changed careers. Whitbourne (1986) reported 

that age and education, in addition to the personality trait 

of "openness to experience" were predictive of the 

perception of the opportunity for change. The relationship 

between "openness to experience" and caregiver outcomes such 

as burden and strain have not been investigated. However, 

greater flexibility in the ability of an adult to evaluate 

alternate lifestyle choices is likely to impact the 

caregiving situation with regard to stress and burden. 

Individuals' expectancies regarding personal efficacy 

are likely to influence the experience of stress, 
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persistence at tasks, and responses to particular 

situations. Bandura (1986) emphasized that the subjective 

expectancy rather than objective skill or performance, 

actually regulates motivation and performance. Thus, an 

individual's self-appraisal of mastery or efficacy mediates 

future behaviors and persistence at specific tasks. Bandura 

also suggested that self-efficacy serves as a cognitive 

mediator for a person's feeling of controllability that 

reduces stress reactions. Thus, caregiver's appraisal of 

self-efficacy is likely to impact not only subsequent coping 

and well-being, but also outcomes for the impaired family 

member. 

Although caregiver literature emphasizes the negative 

impact of caregiving (Lawton et al., 1989b), positive 

consequences are also possible (Gatz et al., 1990). Pearlin 

and Schooler (1978) characterized "personal mastery" as a 

stable self-perception that one is capable of dealing with 

problems as they arise, and is conditioned or reinforced by 

the caregiving process, and competencies inherent in the 

individual. These authors characterize "caregiving mastery" 

as another facet of caregiving appraisal. Thus, 

personality-related changes in the caregiver could represent 

one possible outcome of caregiving (enhanced feelings of 

self-efficacy or mastery) associated with a successful, 

satisfying caregiving experience or relationship, while in 

some cases personality features function as antecedents. 
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Statement of the Problem 

Caregiver investigations have focused largely on 

outcomes for caregivers in terms of negative consequences 

from their role, or "caregiver burden." While levels of 

burden have been found to influence caregiver decisions, the 

actual process by which family members perceive, appraise, 

label and respond to relatives with Alzheimer's Disease, as 

well as the impact of that appraisal process on outcomes for 

patients, has not been well documented. Given that the 

onset of Alzheimer's Disease is often subtle and gradual, 

family members observations are crucial in obtaining an 

early diagnosis, so that reversible conditions such as 

depression, drug toxicity or metabolic disorders can be 

treated. Thus, a study involving potential caregivers is 

important with regard to the impact on perception of 

illness, early diagnosis, and appropriate interventions. 

The perceptions and labeling of a problem with an 

impaired family member is likely to impact decisions 

regarding the need for treatment or evaluation, necessity 

for home care or institutionalization. Thus, potential 

caregivers' perceptions and judgements about early symptoms 

and behaviors of impaired family members are very important 

with regard to early diagnosis and intervention. 

Appropriate interventions for Alzheimer's Disease 

patients and their families may reduce distress, increase 

competency in coping, and improve the quality of the 
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carereceivers' functioning. The most appropriate 

interventions would most likely be based on increased 

knowledge of how caregivers perceive symptoms of illness, 

and how they make decisions about the kind of care or 

treatment that is needed. Thus, an increased understanding 

of this process would aid in designing, implementing, and 

measuring outcomes for intervention programs. 

The perceptions and appraisals of family members who 

may become caregivers are likely to be affected by a variety 

of variables. Negative biases and stimatization of the 

elderly have been found to have a significant impact on 

decisions by family members and health care professionals. 

One area of focus for this study will be to look at 

salience, or biases for symptoms of illness that may be 

experienced by caregivers and potential caregivers. 

Caregivers' appraisal of an impaired family member's 

symptoms, primarily based on their knowledge of, and 

attitude toward Alzheimer's Disease, and knowledge and 

anxiety about aging, will represent another area of 

attention in this study. Hopefully, the influence of these 

variables on the perception of symptoms can be clarified. 

Additionally, the impact of caregivers perceptions of 

illness symptoms on decisions about the type of care needed 

willbe investigated. Personality factors, with regard to 

caregiving issues, have received minimal attention in the 

caregiver literature. Research has established that 
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personality factors are related to styles of coping and 

interpersonal interactions. However, the influence of 

personality characteristics on the process of appraising 

symptoms and making decisions about care, has yet to be 

ascertained. Additional factors thought to influence 

caregiver perception and appraisal of the impaired family 

member as well as the caregiving context will be explored 

inthis study, and these include self-efficacy, Health- Locus 

of control, and openness to experience. 

Hypotheses 

I) Using Social Desirability as a covariate, Caregiver 

status and Kinship status will differentiate the salience 

with which participants endorse either Cognitive, Behavioral 

or Affective types of symptoms. Main effects for Caregiver 

Status and Kinship Status are expected. The Active 

Caregivers' endorsement of Cognitive, Affective and 

Behavioral symptoms is expected to differ significantly from 

those of the Potential Caregiver group, with greater 

salience for symptoms in the Active Caregiver Group. Symptom 

endorsement by the Child group will differ significantly 

from the Spouse group, with symptoms more salient for the 

Child group than for the Spouse Group. 

II) Using Social Desirability as a covariate, 

caregiver status and kinship is expected to differentiate 

the accuracy with which either Cognitive, Behavioral or 

Affective symptoms are endorsed by participants. Main 
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effects for Caregiver status and Kinship status are 

expected. Spouse caregivers are expected to be less 

accurate in their endorsement of Cognitive, Behavioral and 

Affective symptoms than will Child caregivers. Also, 

Potential Caregivers are expected to be less accurate in 

their endorsement of Cognitive, Behavioral and Affective 

symptoms than will Active Caregivers. 

Ill) Utilizing Cognitive, Behavioral and Affective 

accuracy scores for each case study as Dependent Variables, 

it is predicted that high scores on Health Locus of Control 

(internal), Self Efficacy, Knowledge of Aging, Knowledge of 

Alzheimers Disease, Anxiety about Aging, Depression, Filial 

Anxiety, and Expressive Support, will result in more 

accurate symptom endorsement. Furthermore, it is predicted 

that low scores on Health Locus of Control (others and 

chance), as well as Active Caregiver Status, Child Caregiver 

Status, and Females, will also result in more accurate 

symptom endorsement by participants. IV) Utilizing 

Cognitive, Behavioral and Affective symptom scores for each 

case study as Dependent Variables, it is predicted that 

greater salience for the cognitive, behavioral and affective 

symptoms will best be predicted by higher scores on Health 

Locus of Control (Internal), Knowledge of Aging, Expressive 

Support, Knowledge of Alzheimer's Disease, Anxiety about 

Aging, Filial Anxiety, Depression, as well as lower scores 

on Health Locus of Control (Powerful Others, Chance). 
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Additional predictors include Active Caregiver Status, Child 

Caregiver Status, and Females. 



CHAPTER II 

METHOD 

Subi ects 

Participants consisted of community residents from the 

Dallas/Ft. Worth metroplex area. Volunteers were recruited 

with the help of the local Alzheimer's Association chapters 

of Dallas and Tarrant County, and through a newspaper 

article in the Denton area that asked for volunteers. 

Participants were paid $10 for their time and effort. 

Although an attempt was made to recruit caregiver 

participants who had no formal service contact, most 

participants who volunteered did have a range of formal 

service contacts, and these participants were included in 

the study. Because caregiver samples tend to be biased in 

favor of those who have had contact with formal services 

(Varer & Johnson, 1990) and very heterogeneous (Zarit & 

Toseland, 1989), correlations between formal service use and 

the variables of interest in this study were examined. 

Eighty participants completed the study after informed 

consent was obtained. Demographic data indicated that the 

sample of community dwelling adults (N = 80) included 42 

Active Caregivers (53%) and 38 Potential Caregivers (47%). 

53 
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The Demographic data for Active Caregivers (N = 42) 

indicated that the sample included 34 females (80%), 8 males 

(19%), 25 children (kinship to carereceiver) (60%) and 17 

spouses (kinship to carereceiver) (40%). The Active 

Caregivers had an overall mean age of 53, and the range was 

between 31 and 84. Among the Active Caregivers, 1 

participant was single, 4 were divorced, and 37 (88%) were 

married. Of the Active Caregivers, 8 (27%) participants 

reported a yearly income between $10,000 and $25,000, and 31 

(73%) reported an income above $25,000. Prescription 

medication was being used by 25 (59%) of the participants. 

Days missed from work due to illness over the past year was 

reported to be less than two days for 29 (69%) of the 

participants, between one and four weeks for 4 (10%) 

participants, and five weeks to three months for 1 (2.4%) 

participant. Self-rated health was excellent for 12 (29%) 

participants, good for 26 (62%) participants, and poor for 

only 1 (2.4%) participant. 

The Demographic data for Potential Caregivers (N = 38) 

indicated that the sample included 9 males (24%) and 29 

females (76%). The overall mean age for these participants 

was 46, with the range between 35 and 72. Among the 

Potential Caregivers, 31 (81%) were married, 3 were single, 

and 4 were divorced. Of the Potential Caregivers, data was 

missing on 2 participants, 2 participants reported a yearly 

income of less than $20,000, and 35 (96%) participants 
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reported an income of at least $25,000. Twenty (52%) 

participants reported that they were taking prescription 

medications at the time of their participation. Days missed 

from work due to illness was reported to be less than 2 days 

for 23 (60%) participants, between 3 days and 1 week for 11 

(29%) participants, and between 5 weeks and 3 months for 4 

(10%) participants. Self rated health was excellent for 21 

(55%) participants, good for 15 (39%) participants, fair for 

2 (5%) participants, and no participants rated their health 

as poor. For Potential Caregivers, 15 (39%) reported that 

both parents were still living, and 9 (23%) reported that 

neither parent was still living. 

Data describing the caregiving situation for Active 

Caregivers indicated that the mean age of carereceivers was 

74, with the range between 57 and 92. Among Active 

Caregivers, 27 (64%) lived in the same household as the 

carereceiver, 10 (23%) lived in a separate residence in the 

same city, 2 (5%) lived in a separate residence that was 

between 50 and 100 miles away from the carereceiver, 2 (5%) 

lived in a separate residence that was between 100 and 500 

miles away from the carereceiver, and 1 (2.4%) lived more 

than 500 miles away from the carereceiver. 

Among Active Caregivers, support was received from a 

spouse by 5 (11%) participants, from a child by 7 (15%) 

participants, from siblings by 2 (4.8%) participants, from 

friends by 3 (7.1%) participants, from other relatives by 10 
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(23%) participants, and by more than one supportive person 

by 7 (17%) participants. Only 2 (4.8%) participants 

reported that they only sometimes received support from 

others, and 30 (71%) participants rated the frequency of 

help from others to be most or all of the time. 

For Active Caregivers, 12 (28%) had been caregivers 

between 6 months and 2 years, 14 (32%) had been caregivers 

between 2 years and 4 years, and 16 (37%) participants had 

been caregivers between 5 and 10 years. The median length 

of caregiving was between three and four years. Among the 

Active Caregivers, 21 (50%) reported providing much help 

with shopping, 22 (52%) reported providing much help to 

carereceiver with taking medications, 19 (45%) reported 

providing some help to much help to the carereceiver with 

toileting, and 11 (26%) reported providing much help to the 

carereceiver with dressing. Twenty two (51%) of the Active 

Caregivers reported spending eight hours or more per day 

assisting the carereceiver, and only 7 (12%) reported 

providing three hours or less of assistance per day to the 

carereceiver. 

Active Caregivers reported the following problems 

experienced by the carereceivers: 7 (16%) reported mild 

problems with forgetfulness and organizing daily tasks, 32 

(76%) reported significant problems with forgetfulness and 

organizing daily tasks that required supervision, and two 

reported major health problems associated with the cognitive 
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problems. Among Active Caregivers who sought an evaluation 

for the care receiver, 18 (43%) reported help from the 

family physician, 8 (19%) sought help from a neurologist, 4 

(9.5%) sought help from a psychiatrist, and 5 (12%) sought 

help from an internal medicine physician. Type of problem(s) 

identified by physicians for these care rec€iivers included: 

depression for 12 (28%), anxiety for 14 (33%), confusion for 

28 (66%), memory problems for 34 (81%), disorientation for 

25 (59%), and a stroke or vascular problem for 15 (35%). 

Materials 

Facts on Aging Quiz. Palmore (1977) developed his 25 

item "Facts on Aging Quiz" for the purpose of assessing 

knowledge and misconceptions about aging. The quiz contains 

factual information about aging in the form of true-false 

statements, and assesses knowledge about physical, mental 

and social aspects of aging. The ratio of negative to 

positive statements in the test is about three to one. The 

proportion of correct answers on the test has ranged from 

56% (just above chance) in a random sample of the population 

of Birmingham, Alabama (Klemack, et al., 1980) to 90% among 

faculty members in human development (Palmore, 1977). 

Test-retest reliability has been reported to be high 

(Palmore, 1980); although item-to-total reliability is low 

(alpha = .47) due to several items having a low item-to-

total correlation (Kleemack, 1978). Palmore (1981) 

indicated, however, that item-to-total correlations are not 
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crucial to the usefulness of the test secondary to the non-

psychometric nature of the quiz. Palmore indicated that 

validity statistics were based on representative, national 

studies, and that the face validity is high for the items. 

Self Efficacy Scale. The Self-efficacy scale (Sherer & 

Maddux, 1982) was developed to measure generalized self-

efficacy expectations, with items constructed to cover a 

wide range of behaviors. Factor analysis yielded a General 

Self-efficacy subscale with 17 items, and a Social Self-

efficacy subscale with six items. Cronbach alpha 

reliability coefficients of .86 and .71 respectively, were 

obtained for these two subscales. Construct validity was 

assessed via correlation studies with other measures of 

personality characteristics that are related to personal 

efficacy, but not synonymous with self-efficacy, such as 

Internal-External Control Scale (IE) (Rotter, 1966). 

Locus of Control - Internal. Chance. Powerful Others. 

This scale (Shewchuk et al., In press) is based on Rotter's 

early work (1966), and derived from Factor Analysis of 

Levenson's (1973) scale, which yielded Internal and Powerful 

others subscales. Rotter (1966) contended that individuals 

who view reinforcement as contingent on their behavior 

(Internals) are better adjusted than those that 

seereinforcement as determined by fate, chance, or powerful 

others (Externals). However, the ambiguity of the External 

classification was resolved by developing two classes of 
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external scales to measure "belief in chance expectancies" 

as separate from a "powerful others" orientation. 

Previous studies have demonstrated the independence and 

distinction of the two External scales (Levenson, 1974). 

Individuals who believe that the world is unordered (chance) 

are likely to behave differently from those who believe that 

the world is ordered, but that "powerful others" are in 

control. Each of the three scales consist of eight-items 

presented as a unified scale of 24 items. The scale has been 

validated with psychiatric and prison populations (Levenson, 

1973), with Coefficient Alpha = .67 (Internal), .82 

(powerful others), and .79 (chance scale). Varimax factor 

analysis yielded these three independent factors. 

Health Locus of Control Scale. The Health Locus of 

Control Scale (Wallston & Wallston, 1978) is a 36-item 

measure of three dimensions of health-related locus of 

control beliefs. These dimensions include "internality" 

(I), "powerful others" (P), and "chance" (C). This scale 

was designed as a health-specific indicator of generalized 

expectancy of locus of control reinforcements, based on 

Rotter's (1966) social learning theory. 

The three dimensions that comprise this scale have been 

found to be independent, with low intercorrelations, and 

alpha reliabilities of .85, .83, and .84 for the I, P, and C 

subscales, respectively. In a study designed to develop the 

multidimensional scales, the P scale was reported to be 
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significantly correlated with age (r = .19, p < .05), and 

with educational level (r = -.22, p < »05; Wallston & 

Wallston, 1978). 

The Wavs of Copincr Checklist. The Ways of Coping 

Checklist (Lazarus & Folkman, 1980) provides 68 items that 

describe a broad range of behavioral and cognitive 

strategies that an individual might use in a specific 

stressful episode. These strategies were derived from the 

stress and coping framework suggested by Lazarus (1966), and 

from other research that examined coping (Mechanic, 1962). 

The items on this instrument consist of content from the 

domain of defensive coping, such as avoidance, isolation, 

intellectualization, suppression), information seeking, 

problem solving, palliation, inhibition of action, direct 

action, and magical thinking. The items were classified 

into two categories: problem-focused and emotion-focused. 

The problem-focused items describe cognitive problem solving 

efforts and behavioral strategies for altering or managing 

the source of the problem. The emotion-focused items 

describe cognitive and behavioral efforts directed at 

reducing or managing emotional distress. 

Internal consistency for this measure was evaluated by 

several methods. Inter-rater reliability was high (91%) 

for the 68 items, with 27 items classified as problem-

focused (P), and 41 classified as emotion-focused (E). 

Additionally, in a study using undergraduate psychology 
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students (Leigh, 1979), an average of 78% of the items were 

identified as having the function that agreed with their 

scale membership, with only 5% of the items used for the 

opposite style. The internal consistency of the P and E 

scales was also examined using Cronbach's alpha, where the 

mean alpha coefficient for the two administrations of the P 

scale was .80 and for the E scale, .81. 

Further support for the two subscales was yielded by 

factor analysis. A principal factor analysis of the 

instrument yielded two factors. Of the 27 items classified 

as problem-focused, 21 (78%) correlated more strongly with 

the first factor. Of the 41 items classified as emotion-

focused, 28 (68%) were correlated more strongly with the 

second factor. Folkman and Lazarus (1980) reported that 

these factors were not purely problem or emotion-focused, 

based on the factor loadings, but suggested that the items 

might be sensitive to the situational context. 

This measure was originally constructed to be used with 

a specific stressful event in mind, and with a true/false 

format. For purposes of the present study, the instrument 

was modified. The response format was modified to a likert 

scale, from 1 to 5, in order to evaluate extent of use. 

Also, a likert scale was added to evaluate the perceived 

effectiveness of each of the coping strategy items. The 

stressful event presented to participants was general in 

nature with respect to caregiving, given that both active 
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caregivers and potential caregivers were responding to the 

items. 

Marlowe-Crovn Social Desirability Scale. The Marlowe-

Crowne Social Desirability Scale (Crowne & Marlowe, 1964) is 

widely used to assess the effects of a socially desirable 

response set. Henderson and colleagues (1981) devised a 

five-item test with adequate reliability (alpha = .70) that 

represented a subscale from the original Marlowe- Crowne 

Social Desirability Scale. Items on this scale are 

negatively worded in order to assess the tendency to 

disclaim disapproved qualities. 

Expressive Support. This instrument measures 

expressive, or perceived, emotional support (Pearlin, 

Mullen, Semple, & Skaff, 1990). Items from this measure tap 

the perceived availability of a person who is caring, 

trustworthy, uplifing, and a confidant. Participants 

respond to the 8 items by rating the extent of support on a 

likert scale. Pearlin et al. (1990) reported adequate 

reliability for the measure (alpha = .87). 

Affect Balance Scale. The Affect Balance Scale 

(Bradburn, 1969) was designed to measure the ratio of 

positive to negative affect. The scale consists of five 

items of both positive and negative affect. George (1981) 

established that the test measures more transitory aspects 

of emotion. Internal consistency was reported to be high 

(alpha = .89; George & Gwyther, 1986). 
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Alzheimer's Disease Knowledge Test. The Alzheimer's 

Disease Knowledge Test (Dieckmann, Zarit, Zarit, & Gatz, 

1988), is a 20-item multiple choice measure, designed to 

assess the level of knowledge of Alzheimer's disease of 

caregivers, mental health professionals, nursing home staff, 

and other individuals who interact with dementia patients. 

Content areas covered in the measure include prevalence, 

etiology, diagnosis, symptoms, proposed cures, management of 

problem behaviors, and the role of supportive services. 

Validity studies involved administrations to four 

different samples. The alpha coefficients were high, 

ranging from .71 to .92. The results from the four 

administrations also provided evidence for adequate 

validity. A criterion-referenced test construction strategy 

was used, and an indirect measure of bias was incorporated 

into the test (Palmore, 1977). 

Geriatric Depression Scale (Short Version). The 

Geriatric Depression Scale (Yesavage & Brink, 1983) was 

designed to discriminate between normal, moderately, and 

severely depressed older persons. This measure has 

concurrent validity with the Zung (1965) and Hamilton (1960) 

depression scales. Some studies suggest that reliability 

measurements for the Geriatric Depression Scale are higher 

than those for the Hamilton and Zung (Brink, Curran, Dorr, 

Janson, McNulty, & Messina, 1985; Yesavage & Brink, 1983). 

These three scales have generally been found to be 



64 

internally consistent, reliable, and valid as measures for 

depression in the elderly. 

Several investigations found that the Geriatric 

Depression Scale was useful in differentiating depressed 

from non-depressed elderly subjects who suffered from a 

physical illness, or mild to moderate dementia (Yesavage et 

al., 1981). A short form of the scale was devised to 

minimize problems with fatigue and poor concentration, where 

15 questions with the highest correlation with depressive 

symptoms were selected and arranged in a yes/no format. The 

short form has been found to have validity and reliability 

comparable to the long form (Yesavage & Brink, 1983; Sheikh 

& Yesavage, 1986), and requires only five to seven minutes 

to administer. 

Attitudes Toward Aging. The Attitude Toward Old People 

Scale (Kogan, 1961) was designed to assess stereotypes and 

misconceptions about older individuals. The scale includes 

34 short statements, 17 of which are stated positively, and 

17 of which are identical to the first 17, but stated in a 

negative manner. Tests of reliability revealed slightly 

higher reliability for the negative scale items than for the 

positive scale items (negative scale: Spearman-Brown 

reliability coefficients were between .73 and .83? positive 

scale: coefficients ranged between .66 and .77). 

Anxiety About Aging. The Personal Anxiety toward Aging 

Scale (Kafer, Rakowskim Lachman, & Hicky, 1980) is 15-item 
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true-false measure that encompasses a broad range of topic 

areas that reflect anxiety about one's own aging process. 

Constructed as one dimension of a broader measure (The Aging 

Opinion Survey), internal consistency of this particular 

scale was .65. This scale has been used in previous studies 

that demonstrated a positive correlation with death anxiety 

(Vickio & Cavanaugh, 1985), and a negative correlation with 

parental health (Rabowski, Barber, & Seelbach, 1983). 

NEO-I Personality Inventory. The NEO-I Personality 

Inventory (McCrae 1991) is a 181-item measure, answered on a 

5-point scale ranging from "strongly disagree" (1) to 

"strongly agree" (5), and represents a five factor model of 

personality. These factors are called Neuroticism (N), 

Extraversion (E), Openness to Experience (0), Agreeableness 

(A), and Conscientiousness (C; McCrae & Costa, 1985, 1986). 

McCrae and Costa have identified these factors as 

"personality traits," where N reflects a chronic experience 

of fear, guilt and frustration, E reflects sociability, high 

activity and cheerfulness, 0 represents intellectual 

curiosity and liberal attitudes, A represents trust, 

sympathy and cooperation, and C reflects sense of duty, need 

for achievement, organization and self-discipline. 

These scales were derived from orthogonal factors from 

an analysis of the 18 N, E, and 0 facets and the A and C 

domain scales, where the factors were rotated to maximize 

convergent and discriminant validity with a variety of 
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external criteria (McCrae & Costa, 1985; McCrae, Costa, & 

Busch, 1986; McCrae, Costa, Dahlstrom, Barefoot, Seigler, & 

Williams, 1989). The factors are highly correlated with the 

domain scores of the same name, and appear to remain fairly 

stable over time (Costa & McCrae, 1988). 

Careaivina appraisal. In an attempt to broaden the 

scope of the measurement of burden, by incorporating the 

appraisal process, and positive aspects, Lawton et al. 

(1989b) measured "caregiving appraisal," which consisted of 

47-items borrowed from other scales (Zarit et al., 1980). 

These authors augmented the scale with new items in order to 

investigate additional dimensions of caregiving appraisal. 

In the analysis of the data, an exploratory factor analysis 

yielded five-factors, including caregiving burden, 

caregiving satisfaction, caregiving impact, and two 

nonconfirmed factors, caregiving mastery and caregiving 

ideology. Caregiver Satisfaction and Subjective Caregiver 

Burden were used by Lawton et al. (1991) to evaluate the 

relationship between these two factors and two independent 

processes of positive and negative affect. Tentative 

support was found for the model which proposed that positive 

and negative aspects of caregiving contributed, 

independently, to caregiving satisfaction and caregiving 

burden (r = .71). 

Filial anxiety. This 13-item instrument assesses the 

anxiety adult children experience when anticipating 
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caregiving for their parents (Cicirelli, 1988). Items are 

answered on a 5-point likert scale, ranging from "strongly 

agree" (5) to "strongly disagree" (1). Two factors were 

derived from principal component factor analysis, and 

account for 55% of the variance. The first subscale, (FAA), 

measures anxiety the adult child experiences over his/her 

own ability to take on the caregiving role. The second 

subscale, (FAB), measures the adult child's anxiety over the 

welfare of the aging parent. 

The internal consistency reliability (Cronbach's alpha) 

was .88 for FAA and .77 for FAB, and the correlation between 

the two subscales (r = .32) suggested sufficient 

independence between the subscales to be interpreted as 

different dimensions of filial anxiety. The test-retest 

reliability over two weeks was .69 for the FAA and .61 for 

the FAB. Results from validity studies found that adult 

children with a high score on Rotter's (1966) Locus of 

Control (Internal) measure reported less anxiety about the 

caregiver role on the FAA (r = -.28, p <.04), but not on the 

FAB. Higher Scores on FAA were found to be related to the 

adult child's perception of the parent engaging in more 

self-destructive health behaviors (r = .26, p <.05), and 

having fewer available coping resources (r = -.36, p <.05). 

Troll (1986) reported that both the FAA and FAB were 

significantly related to the adult child's death anxiety 

(FAA, r = .26, P <.05? FAB, r = .32, p < .05). 
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Behavioral, cognitive, and affective symptoms. The 

list of 34 symptoms was comprised of Behavioral, Cognitive 

and Affective symptoms, characteristic to some degree of AD, 

depression or normal aging (Appendix C). The list was 

composed of 14 Cognitive symptoms, 8 Affective symptoms, and 

12 Behavioral symptoms. A variety of sources were utilized 

to construct the symptom list, including the DSM-III-R 

criteria, exemplar items from functional assessment scales 

(OARS), and mental status exams (Crook, 1987; Gallagher & 

Thompson, 1983; Kinney & Stephens, 1989; Pruchno & Resch, 

1989; Reifler, 1987; Teri & Reifler, 1987; Teri et al., 

1990; Zarit & Zarit, 1982, 1983). This list was a 

representative sample of symptoms such as memory loss, 

disorientation, deficits in self-care and hygiene, 

agitation, paranoia, incontinence, depression, anxiety and 

difficulty with tasks such as driving or finances. The list 

of symptoms was reviewed by two Doctoral level psychologists 

with experience in geropsychology, and the symptoms were 

retained only if verified as relevant by both professionals. 

Case studies. A series of four short case studies were 

created, using material from the geropsychology literature 

(Appendix B). Each case described an older female who was 

either (1) a healthy independent living older adult with 

minor problems in living (Normal Aging), or (2) an elderly 

adult suffering from late-life depression (Depression), or 

(3) an elderly person suffering from drug toxicity (Drug 
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Toxicity), or (4) an aged person with mild dementia (AD). 

Problems experienced by the older person in each case study 

were not labeled, defined or diagnosed in any way. The case 

studies were counterbalanced for order, before presentation 

to participants. The case studies were pilot tested with a 

sample of 10 community residing adults to verify their 

distinctiveness. 

Outcomes. A list of four possible outcomes for 

carereceivers was constructed, and these were as follows: 

(1) Institutionalization, (2) Home Care, (3) Seek 

Professional Services for initial diagnosis, and (4) Seek 

professional services for home care. This list was 

presented to the participants to rate on a likert scale, 

ranging from "strongly disagree" (1) to "strongly agree" 

(5), after each case study was read (Appendix D). 

Diagnoses. A list of possible diagnoses was 

constructed, and these diagnoses were as follows; (1) Normal 

Aging, (2) Depression, (3) Early onset Alzheimer's Disease, 

and (4) Toxic reaction to drugs or medication. Participants 

rated how strongly they agreed or disagreed that each 

diagnosis pertained to the case study that was read, using a 

likert scale that ranged from "strongly disagree" (l) to 

"strongly disagree" (5). This list of diagnoses was 

presented to the participant after he/she had read and rated 

symptoms and outcomes for each of the four case studies 

(Appendix D). 
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Procedure 

Active Caregiver participants were recruited with the 

help of local Alzheimer's Associations in Dallas and Tarrant 

County. Information about the study was sent to 300 

individuals who had contacted the information and referral 

service over a recent three month period. Potential 

participants were required to send a response postcard or 

make a telephone contact if interested in participating. 

Individuals were screened by telephone initially to 

determine if they met the criteria for the study, which was 

actively caring for a cognitively impaired spouse or parent 

who remained in the community. 

Potential Caregivers were recruited from a newspaper 

article in the Denton newspaper, and from contacting local 

church and social groups. These potential participants were 

screened by telephone to make certain that they met the 

criteria for the study, which was aged 35 or older, and at 

least one parent living, or, currently married. 

All potential participants were informed that they 

would need to fill out a packet of information with 

questionnaires, and then meet individually with the 

investigator, or another graduate student, in order to read 

some other material and answer some questions. They were 

also informed that $10 would be mailed to them after 

completing their participation. 
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Participants who were interested, and who met the 

criteria for the study were sent a packet of information to 

complete at home. This packet contained an informed consent 

form, demographic questions, and a fixed pretest package 

that included the Marlowe-Crowne Social Desirability Scale, 

Palmore's Facts on Aging Quiz, Personal Anxiety toward Aging 

Scale, Alzheimer's Disease Knowledge Scale, Geriatric 

Depression Scale, Filial Anxiety Scale, Rotter's Locus of 

Control (Internal, Chance, Powerful Others), Health Locus of 

Control (Internal, Chance, Powerful Others), Affect Balance 

Scale, Caregiver Appraisal, Expressive Support, and 

Self-Efficacy. Instructions for completing the 

questionnaires were different, depending on the status of 

the individual (Active Caregiver versus Potential 

Caregiver). For those measures that directly applied to 

caregiving, participants whowere not providing care were 

asked to respond to each itemas if they were totally 

responsible for providing such careto an elderly parent or 

spouse in their home. The remaining measures had the 

advantage of applying equally to allpersons regardless of 

caregiver status. Participants werecontacted by telephone 

by the investigator to determine their progress in 

completing the package, and to answer any questions. 

Once the packet was complete, an appointment was made 

with the participant to meet at some convenient place in 

order to complete the participation. The individual meeting 
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with each participant consisted of his or her being told 

that there were several case studies to be read, and some 

questions followed the case study that was read. All 

participants were given specific instructions before reading 

the case studies. Prior to receiving the first case study 

participants were told "Please read this case, which is 

about an older person having some problems. Take your time 

reading it, and try to get a sense of what is going on in 

this case study." When the participant was handed the 

second case study, further specific instructions were given: 

"Please remember to take your time reading the case and 

remember that your impressions of what is going on are 

important, rather than reading for details." 

Immediately after reading each case, each participant 

performed the following ratings or judgements for that case 

inthis order: 1) Rated the extent to which they believed 

thatthe listed symptoms (Behavioral, Cognitive and 

Affective) would be characteristic of the person described 

inthe case study. Ratings were made on a likert scale, 

from()l to (5), rated from "strongly disagree" (1) to 

"strongly agree" (5) (Appendix C). 2) Rated the extent to 

which each of four possible carereceiver outcomes listed 

would be applicable to the case just read. These outcomes 

were rated on a Likert scale, ranging from "strongly 

disagree" (1) to "strongly agree" (5). These outcomes were: 

Institutionalization, Home Care, Seek professional services 
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for initial diagnosis, and Seek professional services for 

home care (Appendix D). 3) After all four casestudies were 

read and rated by the participant, he/she wasasked to make a 

judgement about what was actually occurring in each case 

study, in terms of a diagnosis. Participants were asked to 

rate, from (1) to (5) on a Likert scale, the extent to 

which each of four conditions wasindicative of what was 

occurring in each case study: (a)Normal Aging, (b) 

Depression, (c) Early onset Alzheimer's Disease, or (d) 

Toxic reaction to drugs or medication (Appendix D). 

Due to thorough screening of potential participants 

before sending out packets, more than 90% of those receiving 

packets actually completed their participation. Eighty 

participants were thus assigned to one of two Caregiver 

groups, with 42 Active Caregivers and 38 Potential 

Caregivers. More specifically, these two groups were: (1) 

Active Caregivers who were responsible for providing 

community based care for a family member (spouse or parent) 

diagnosed with AD, or a related disorder where the 

carereceiver experienced problems with forgetfulness and 

organizing daily tasks. These caregivers defined their role 

as a caregiver by answering questions about the amount and 

type of care provided, problems experienced by the 

carereceiver, as well as identifying other individuals who 

also provided some care. These Caregivers were not confined 

to "primary caregivers,11 in that participants were included 
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in this category if they perceived themselves to be 

"caregivers," and they may not have been the only person to 

provide care. (2) Potential Caregivers, who did not 

perceive themselves as providing caregiving to a parent or 

spouse who was experiencing difficulties with forgetfulness 

or organizing daily tasks. 

After the Data were collected, the 34 ratings of 

Behavioral, Cognitive and Affective symptoms were used to 

calculate Accuracy Scores and Symptom Salience Scores that 

were used in the data analysis. Symptom Salience Scores 

were calculated as follows: 1) The ratings for each 

category of symptoms (Behavioral, Cognitive and Affective) 

were summed separately, with respect to each case study. For 

example, for participant ratings for the Alzheimer's case 

study, summed ratings (ratings were from (1) to (5)) were 

calculated separately for the Behavioral, Cognitive and 

Affective symptoms. 2) Thus, for each case study, a score 

was calculated for each symptom group, and Symptom Salience 

Score was used in data analyses. Because the ratings ranged 

from "least characteristic" (1) to "most characteristic" 

(5), the higher Symptom Salience Score reflected the 

tendency to rate symptoms as most characteristic of the case 

study just read. Thus, Symptom Salience is not a rating of 

accuracy, but of how much particular symptoms are attributed 

to a particular case study. 
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The Accuracy Scores were calculated as follows: 1) 

Each item pertaining to a particular symptom group 

(Behavioral, Cognitive and Affective) was given an "ideal 

rating" that was different for each case study. Thus, for 

the Alzheimer's case study, each Behavioral symptom item was 

given an "ideal rating" that represented the most accurate 

score for that symptom, as it pertained to the specific 

problem represented in that case study. 2) The "ideal 

rating" was derived by 100% agreement between two Doctoral 

level psychologists as to the accuracy of each symptom with 

respect to each type of problem portrayed in the four case 

studies. 3) The absolute value of the difference between 

each rating (34 ratings per case study) and the "ideal 

rating," yielding an Accuracy rating for that particular 

item that was rated. 4) The Accuracy ratings for each 

symptom group were summed, so that Behavioral, Cognitive and 

Affective Scores were calculated with respect to each of the 

four case studies. The lower the Accuracy Score, the more 

accurate the judgement made by the participant. 



CHAPTER III 

RESULTS 

Data were analyzed using a 2 (Kinship; spouse vs child) 

by 2 (Gender; male vs female) by 2 (Caregiver Status; active 

caregiver vs potential caregiver) by 4 (repeated measures 

case studies) Multivariate Analysis of Variance (MANOVA). 

The four Case Studies included (a) Alzheimer's Disease, (b) 

Drug Toxicity, (c) Depression, and (d) Normal Aging. An 

attempt was made to collect enough data on male caregivers 

to include in all analyses; however since only 17 males 

participated, some analyses were collapsed across Gender, 

and analyzed for Kinship and Caregiver Status. MANOVA's 

were initially computed with and without a covariate, Social 

Desirability. As seen in Table E-l (Appendix E) Social 

Desirability shows minimal correlations with dependent 

variables. Since the use of Social Desirability as a 

covariate had minimal impact on the analyses, with an 

average r = .0035, all analyses excluded the use of Social 

Desirability as a covariate. Tables E-2 and E-3 (Appendix E) 

show means and standard deviations for all dependent 

measures used in the MANOVA analyses. 

A series of stepwise multiple regression analyses were 

performed using Cognitive, Behavioral and Affective Symptom 
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Salience scores, with respect to each case study, as 

dependent variables. Multiple regression analyses were also 

performed using Cognitive, Behavioral and Affective Accuracy 

scores, with respect to each of the four case studies, as 

dependent variables. Independent variables were as follows: 

Gender, Age, Kinship, Caregiver Status, Health, 

Self-Efficacy, Health Locus of Control (Internal, Chance, 

Powerful Others), Locus of Control (Internal, Chance, 

Powerful Others), NEO-I Inventory (Neuroticism, 

Extraversion, Openness to experience, Agreeableness, 

Conscientiousness), Anxiety about Aging, Knowledge of Aging, 

Knowledge of Alzheimer's Disease, Expressive Support, Affect 

Balance, Ways of Coping Scale (Problem- focused, 

Emotion-focused), Effectiveness of Coping (Problem-focused, 

Emotion-focused), Geriatric Depression Scale, and Filial 

Anxiety. 

Hypothesis I 

Hypothesis I predicted that differences in Kinship 

Status and Caregiver Status would result in differential 

salience of Cognitive, Behavioral and Affective symptoms. It 

was theorized that differential endorsements for the three 

symptom categories (scores for Cognitive, Behavioral and 

Affective symptom groups) would show greater salience for 

Active Caregivers as opposed to Potential Caregivers, and 

for the Child group as opposed to the Spouse group. 
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Contrary to expectations, Active Caregivers did not 

endorse Cognitive, Behavioral or Affective symptoms to a 

greater extent than did Potential Caregivers. Similarly, 

the Child group did not endorse symptoms to a greater extent 

than did the Spouse group for the Cognitive, Behavioral and 

Affective domains of symptoms. 

A significant main effect for Case Study (Alzheimer's, 

Drug Toxicity, Depression and Normal Aging), resulted from 

the multivariate analysis (F(9, 629) = 5.04, p < .01), which 

was significant for the Behavioral (F(3, 213) = 7.29, p < 

.001), and Affective (F(3, 213) = 4.25, p < .01) symptoms. 

A summary of these findings can be seen in Table E-4 

(Appendix E). 

Behavioral symptoms were significantly more salient for 

participants with respect to the Depression Case Study than 

for the Drug Toxicity and Normal Aging Case Studies (t(3, 

213) = 3.07, E < .01; t(3, 213) = 3.86, p < .01), but not 

significantly more salient with respect to the Alzheimer's 

Case Study. Behavioral symptoms with respect to the 

Alzheimer's case study were significantly more salient to 

participants than were those in the Normal Aging case study, 

(t(3, 213) = 2.72, p <.01). 

Affective symptoms were significantly more salient for 

participants with respect to the Drug Toxicity Case Study 

than for the Alzheimer's, Depression, or Normal Aging Case 
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Studies (respectively; t(3, 213) = 2.90, E <: -01; t(3, 213) 

= 2.59, E < .01; and t(3, 213) = 2.34, £ < »05). 

A Care by Gender interaction was nonsignificant at the 

multivariate level. However, post hoc analyses revealed 

univariate effects for two dependent variables. Behavioral 

symptoms (F(l, 71) = 3.97, p < .05), and Cognitive symptoms 

(F(l, 71) = 4.83, E < *05), were more salient for Female 

Active Caregivers than for Female Potential Caregivers. 

Hypothesis II 

Hypothesis II predicted that differences in Caregiver 

and Kinship status would result in participants' 

differential accuracy of endorsements for Behavioral, 

Cognitive and Affective symptoms. It was theorized that 

accuracy of symptom endorsements would be greater for the 

Child group than for the Spouse group, and for the Active 

Caregivers, as opposed to the Potential Caregivers. 

Contrary to expectations, the Child group was not more 

accurate than the Spouse group, and Active Caregivers were 

not more accurate than Potential Caregivers, in the accurate 

endorsement of Behavioral, Cognitive or Affective symptoms. 

A significant Care by Kinship by Gender by Case was 

found at the multivariate level (F(9, 629) = 2.33, p < -01). 

A simple effects analysis (F(3, 69) = 5.36, p < .01) 

revealed effects particular to the Depression Case Study, 

with respect to the Cognitive symptoms (F(l, 71) = 3.71, p_ 

< .05). Results are summarized in Figure F-l (Appendix F), 
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and suggested that Male Spouse Active Caregivers were more 

accurate than Male Child Active Caregivers in endorsements 

for Cognitive symptoms (t(l, 71) = 2.94, £ < .01). Results 

are summarized in Table E-5 (Appendix E). Significant 

differences were not found with respect to the other three 

case studies. 

A significant main effect for Case Study (Alzheimer's, 

Drug Toxicity, Depression, and Normal Aging), was found at 

the multivariate level of analysis for Behavioral, Cognitive 

and Affective symptoms (F(9, 629) = 15.53, p <. 001). These 

results are summarized in Table E-6 (Appendix E). For 

Behavioral symptoms (F(3, 213) = 5.00, p < .01), 

participants were most accurate with respect to the 

Alzheimer's case study when compared to the Depression (t(3, 

213) = 4.45, E <. 01), Normal Aging (t(3, 213) = 5.04, p < 

.01), and Drug Toxicity case studies (t(3, 213) = 2.34, p < 

.05). Participants were also more accurate with respect to 

the Drug Toxicity case study when compared to the Depression 

case study (t(3, 213) = 2.35, p < -05), and to the Normal 

Aging case study (t(3, 213) = 2.33, p <• 05). 

For Affective symptoms (F(3, 213) = 15.20, p < -01) 

participants were most accurate with respect to the 

Alzheimer's case study, compared to the Depression 

(t(3, 213) = 5.40, P <. 01), Drug Toxicity (t(3, 213) = 

4.14, p < .01) and Normal Aging (t(3, 213) = 10.0, p < .001) 

case studies. Participants also rated Affective symptoms 
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more accurately for the Drug Toxicity case study, compared 

to the Normal Aging case study (t(3, 213) = 5.0, e < .01). 

Participants rated Affective symptoms more accurately for 

the Depression case study, compared to the Normal Aging case 

study (t(3, 213) = 3.41, e < .01). The Drug Toxicity and 

Depression case studies were not significantly different 

from eactf other. 

For Cognitive accuracy symptoms (F(3, 213) = 47.69, e_ 

< .01), significant differences were found between each of 

the four case studies. Participants were most accurate with 

respect to the Alzheimer's case study, when compared to the 

Normal Aging (t(3, 213) = 9.40, e < .05), Drug Toxicity 

(t(3, 213) = 6.96, e < '01)/ and Depression (t(3, 213) = 

16.1, e < .001) case studies. Accuracy with respect to the 

Drug Toxicity case study was greater when compared to the 

Normal Aging (t(3, 213) = 5.84, e < -01) a nd Depression 

(t(3, 213) = 11.4, e < -01) case studies. Additionally, 

Cognitive symptom ratings were significantly more accurate 

with respect to the Normal Aging case study compared to the 

Depression case study (t(3, 213) = 2.51, e_ < .05). 

A Care by Gender multivariate interaction was 

nonsignificant. However, post hoc analyses resulted in 

significant univariate effects particular to the Behavioral 

accuracy scores (F(l, 71) = 5.80, e < *05), and Affective 

accuracy scores (F(l, 71) = 5.66, e < .05). Although t 

tests were nonsignificant, an inspection of the cell means 
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suggested that for Behavioral symptoms, Male Active 

Caregivers seemed to be more accurate than Female Active 

Caregivers. For Affective symptoms, an inspection of cell 

means suggested that Male Active Caregivers seemed to be 

more accurate than Female Active Caregivers., 

A Care by Kinship multivariate interaction was 

nonsignificant. However, post hoc analyses showed a 

significant univariate effect for Behavioral symptom 

accuracy scores (F(l, 71) = 4.67, p < .05). Although t 

tests were nonsignificant, an inspection of the cell means 

suggested that Child Active Caregivers seemed to be more 

accurate than Spouse Active Caregivers. 

Hypothesis III 

Hypothesis III predicted that higher scores on Health 

Locus of Control (Internal), Self-Efficacy, Knowledge of 

Aging, Knowledge of Alzheimer's Disease, Expressive Support, 

Anxiety about Aging, Filial Anxiety, and Depression, and 

lower scores on Health Locus of Control (Powerful Others and 

Chance), as well as Active Caregiver Status, Child Caregiver 

Status, and Female, would best predict more accurate 

endorsements of Cognitive, Behavioral and Affective symptoms 

for participants. 

Alzheimer's case study. For Behavioral symptoms, 

greater age of participant predicted less accuracy of 

symptom endorsement with respect to the Alzheimer's case 

study. Greater accuracy for Cognitive symptoms with respect 
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to the Alzheimer's case study was best predicted by lower 

levels of Conscientiousness. Higher accuracy for Affective 

symptoms was best predicted by less effectiveness of 

Emotional-focused Coping Strategies, and greater perceived 

health of participant. Results are summarized in Table E-7 

(Appendix E). 

Drug toxicity case study. Contrary to expectations, 

higher levels of participant depression predicted less 

accuracy of symptom endorsement, for the Behavioral symptoms 

only. Additionally, for Behavioral symptoms, increased age 

of participant, and higher use of Problem-focused Coping 

Strategies, best predicted lower accuracy of judgements with 

respect to this case study. For Affective symptoms, lower 

levels of Extraversion best predicted increased accuracy of 

participants' endorsements with respect to the Drug Toxicity 

case study. These results are summarized in Table E-8 

(Appendix E). 

Depression case study. Consistent with expectations, 

greater perceived Expressive Support best predicted 

participants' greater accuracy of Affective symptom 

endorsements with respect to the Depression case study. 

These results are summarized in Table E-9 (Appendix E). 

Normal aging case study. Contrary to expectations, the 

best predictors of participants' accuracy of endorsements 

for Affective symptoms were lower levels of Filial Anxiety, 

less perceived Expressive Support, and lower levels of 
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depression. As predicted, for Cognitive and Affective 

symptoms, higher accuracy of participants' endorsements was 

best predicted by fewer attributions of personal health to 

"chance factors." These results are summarized in Table 

E-10 (Appendix E). 

Hypothesis IV 

Hypothesis IV predicted that higher scores for 

participants' on Health Locus of Control (Internal), 

Knowledge of Aging, Knowledge of Alzheimer's Disease, 

Anxiety about Aging, Filial Anxiety, Expressive Support, 

Depression, and lower scores on Health Locus of Control 

(Powerful Others, Chance), as well as Active Caregiver 

Status, Child Caregiver Status, and Female, would best 

predict greater salience for Cognitive, Behavioral and 

Affective symptoms. Findings for each case study were 

reported. 

Alzheimer's case study. As predicted, salience of 

symptoms was best predicted by increased Expressive Support, 

and by increased Filial Anxiety for Affective symptoms. 

Contrary to predictions, symptom salience was predicted by 

greater usage of Problem-focused Coping Strategies for 

Behavioral symptoms with respect to the Alzheimer's case 

study. These results are summarized in Table E-ll (Appendix 

E) . 

Drug toxicity case study. As predicted, greater 

symptom salience was best predicted by greater Filial 
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Anxiety for Affective symptoms, with respect to the Drug 

Toxicity case study. Less endorsement of socially desirable 

behaviors and greater Neuroticism also resulted in greater 

symptom salience for Affective symptoms. For both Cognitive 

and Affective symptoms, less Agreeableness predicted greater 

symptom salience with respect to the Drug Toxicity case. 

Higher use of Problem-focused Coping Strategies with respect 

to Behavioral symptoms, and poorer perceived participant 

health with respect to Cognitive, Behavioral and Affective 

symptoms, resulted in greater salience of symptoms. Results 

are summarized in Table E-12 (Appendix E). 

Depression case study. Greater symptom salience for 

Behavioral, Cognitive and Affective symptoms was best 

predicted by less Agreeableness and poorer self-rated health 

of participants. Greater salience for Affective symptoms 

was also predicted by fewer attributions about health to 

"internal factors." These results are summarized in Table 

E-13 (Appendix E). 

Normal aging case study. vAs predicted, greater symptom 

salience with respect to the Normal Aging case study was 

predicted by greater Expressive Support and greater Filial 

Anxiety. These findings were specific for Affective 

symptoms. 

For Affective symptoms, greater symptom salience 

resulted from ratings of increased Effectiveness of Emotion 

focused Coping Strategies, and by ratings of decreased 
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Effectiveness of Problem-focused Coping Strategies. Greater 

symptom salience for Behavioral symptoms was best predicted 

by greater use of Problem-focused Coping Strategies, and for 

Cognitive symptom salience, more attributions about health 

to "chance factors." These results are summarized in Table 

E-14 (Appendix E). 

In summary, for the Alzheimer's case study, increased 

symptom salience was associated with increased Expressive 

Support, Filial Anxiety, and increased use of 

Problem-focused Coping. Also for the Alzheimer's case 

study, decreased accuracy of symptom ratings was associated 

with increased Conscientiousness, poorer participant 

self-rated health, increased Effectiveness of 

Emotion-focused Coping strategies, and increased age of 

participant. 

For the Drug Toxicity case study, increased symptom 

salience was associated with decreased Agreeableness, and 

increased Neuroticism, Filial Anxiety, participant self-

rated health problems use of Problem-focused Coping 

strategies. Also for the Drug Toxicity case study, 

decreased accuracy of symptom ratings whs associated with 

increased Extraversion, depression, use of Problem-focused 

Coping strategies, and increased age of participant. 

For the Depression case study, increased symptom 

salience was associated with decreased Agreeableness and 

poorer participant self-rated health. Decreased accuracy of 
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symptom ratings was associated with decreased Expressive 

Support for the Depression case study, 

Finally, for the Normal Aging case study, increased 

symptom salience was associated with decreased Effectiveness 

of Problem-focused Coping strategies, and increased 

Expressive Support, Filial Anxiety, Health Locus of Control 

(Chance), use of Problem-focused Coping strategies, and 

Effectiveness of Emotion-focused Coping strategies. Also 

for the Normal Aging case study, decreased accuracy of 

symptom ratings was associated with increased Expressive 

Support, depression, Filial Anxiety and Health Locus of 

Control (Chance). 

Supplementary Analyses 

MANOVA with Dependent Variables from Regression Analyses 

A Multivariate Analysis of Variance (MANOVA) was 

performed with 2 (Kinship; Spouse vs. Child) by 2 (Gender; 

Male vs. Female) by 2 (Caregiver status; Active Caregiver 

vs. Potential Caregiver) by 4 (Repeated measures case 

studies). The case studies were described earlier, and 

Dependent variables included those used in multiple 

regression analyses performed above. These Dependent 

variables included: Ways of Coping Scale (Problem-focused, 

Emotion-focused), Ways of Coping-Effectiveness (Problem-

focused, Emotion-focused), Social Desirability, NEO-I 

Inventory (Conscientiousness, Neuroticism, Extraversion, 

Openness to Experience, Agreeableness), Locus of Control 
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(Internal, Chance Factors, Powerful Others), Health Locus of 

Control (Internal, Powerful Others, Chance Factors), Affect 

Balance, Self-Efficacy, Filial Anxiety, Knowledge of Aging, 

Anxiety over Aging, Alzheimer's Knowledge, Expressive 

Support, and Geriatric Depression Scale. Means and standard 

deviations for these variables are summarized in Tables E-15 

and E-16 (Appendix E). 

A significant main effect for Kinship was seen at the 

multivariate level (F(26, 43) = 43.00, p < .05). For the 

variable Age of Participant (F(l, 68) = 41.78, p < .0005), 

Spouses were significantly older than Children. 

Although the multivariate Care by Gender interaction 

was nonsignificant, post hoc analyses for Problem-focused 

Coping and Emotion-focused Coping findings were discussed. 

For Problem-focused Coping Strategies (F(l, 68) = 6.14, p < 

.01), Female Active Caregivers showed greater use of this 

strategy than did Male Active Caregivers (t(l, 68) = 4.26, p 

< .01). Male Potential Caregivers showed greater use of 

this strategy than did Male Active Caregivers (t(l, 68) = 

3.56, p < .01). For Emotion-focused Coping Strategies (F(l, 

68) = 8.86, p < .005), Female Active Caregivers demonstrated 

greater use of this strategy for coping than did Male Active 

Caregivers (t(l, 68) = 5.48, p < .01), as well as greater 

use when compared to Female Potential Caregivers (t(l, 68) = 

3.11, p < .01). 
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Further Post hoc analyses examined for the Care by 

Gender interaction revealed a significant univariate effect 

for Internal Locus of Control (Powerful Others; F(l, 68) = 

4.54, £ < .05), where Male Potential Caregivers made greater 

"powerful other" attributions regarding locus of control 

than did Female Potential Caregivers. For Effectiveness of 

Emotion-focused Coping Strategies (F(l, 68) =4.99, p < 

.05), Female Active Caregivers rated the Emotion-focused 

Coping Strategy as more effective when compared to Male 

Active Caregivers (t(l, 68) = 1.96, p < .05), and Female 

Potential Caregivers (t(l, 68) = 2.53, p < .05). 

A multivariate Care by Kinship interaction was not 

significant at the multivariate level, but post hoc analysis 

showed that For Locus of Control (Powerful Others; F(l, 68) 

= 5.15, p < .05), among Active Caregivers, Spouses made 

greater "powerful others" attributions when compared to 

Children (t(l, 68) = 2.19, p < .05), while among Potential 

Caregivers, Children made more "powerful others" 

attributions than did the Spouse group (t(l, 68) = 3.06, p_ 

< .01). Among Spouses, Active Caregivers made greater 

"powerful others" attributions than did Potential Caregivers 

(t(l, 68) = 3.43, p < .01). 

Further post hoc analyses from the Care by Kinship 

interaction showed a significant univariate effect for Age 

of Participant (F(l, 68) = 5.70, p < .05), where with 

respect to Active Caregivers, Spouses were older than 
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Children (t(l, 68) = 10.56, E < .001), and cimong Potential 

Caregivers, Spouses were also older than Children (t(l, 68) 

= 2.36, E < *05). Among the Spouse group, Active Caregivers 

were older than Potential Caregivers (t(l, 68) = 6.10, E < 

.001), while among the Child group, there was no significant 

difference in age between the Active Caregivers and the 

Potential Caregivers. 

A main effect for Gender was nonsignificant at the 

multivariate level, but post hoc analyses revealed that at 

the univariate level, the measure of Neuroticism (F(l, 68) = 

4.42, p < .05), showed that Males scored greater than did 

Females. For Problem-focused Coping Strategies (F(l, 68) = 

3.76, p < .05), and for Emotion-focused Coping Strategies 

(F(1, 68) = 9.07, p < .005), Females demonstrated greater 

use than did Males. 

A main effect for Caregiver status was nonsignificant 

at the multivariate. Post hoc analyses, however, revealed 

that Potential Caregivers demonstrated greater positive 

affect than did Active Caregivers, on the Affect Balance 

scale (F(1, 68) = 3.70, E < .05). 

MANOVA with Outcome as Dependent Variable 

A MANOVA was also analyzed with Outcome 

(Institutionalization, Home Care, Seek professional services 

for initial diagnosis, and Seek professional services for 

home care) with respect to each case study (Alzheimer's, 

Drug Toxicity, Depression and Normal Aging), as Dependent 
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variables. Independent variables were 2 (Kinship; Spouse 

vs. Child) by 2 (Gender; Male vs. Female), by 2 (Caregiver 

status; Active vs. Potential) by 4 (Repeated measures; case 

studies). Means and standard deviations for all variables 

are summarized in Table E-17 (Appendix E). 

A nonsignificant multivariate Caregiver status by 

Kinship interaction was found. Post hoc analyses found the 

Outcome Dependent variable, "Seek professional services for 

initial diagnosis" significant at the univariate level (F(l, 

68) = 5.39, p < .05). Spouse Active Caregivers more 

strongly endorsed this decision, compared to Spouse 

Potential Caregivers (t(l, 68) = 4.07, p < .005), while 

among Potential Caregivers, Children more strongly endorsed 

this decision than did Spouses (t(l, 68) = 10.00, p < .001). 

A nonsignificant multivariate main effect for Kinship 

was found. Post hoc analysis showed a significant 

univariate effect for the "Home Care" outcome variable (F(l, 

72) = 6.55, p < .01), where Children endorsed this decision 

more than did Spouses. 

A nonsignificant multivariate main effect for Gender 

was also found. Post hoc analyses revealed a significant 

univariate effect for the outcome variable 

"institutionalization" (F(l, 72) = 4.23, p < .05), where 

Males endorsed this decision more than did Females. 

A Caregiver status by Gender by Case interaction was 

nonsignificant at the multivariate level. Post hoc analyses 
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revealed a significant univariate effect for the outcome 

"Seek Professional Services for Home Care" (F(3, 216) = 

3.01, E < .05) with respect to the Drug Toxicity case study, 

where Female Active Caregivers endorsed this decision to a 

greater extent than did the Male Active Caregivers (t(3, 

216) = 3.3, p < .05). Results are summarized in Figure F-2 

(Appendix F). There were no significant findings for the 

other three case studies. 

MANOVA with Diagnosis as Dependent Variable 

A MANOVA was performed, using ratings of Diagnosis with 

respect to each case study as the Dependent Variables. 

Independent Variables were: 2 (Kinship; Spouse vs. Child) by 

2 (Gender; Male vs. Female) by 2 (Caregiver status; Active 

Caregivers vs. Potential Caregivers) by 4 (Repeated measures 

case studies). 

A significant main effect for Case study was found at 

the multivariate level (F(12, 635) = 11.37, p < .001), for 

the following variables: diagnosis Normal Aging, diagnosis 

Depression, diagnosis Alzheimer's disease, and diagnosis 

Drug Toxicity. Means, standard deviation, and t test values 

are summarized in Table E-18 (Appendix E). 

With respect to the diagnosis of "Normal Aging," 

participants were significantly more likely to strongly 

agree with the diagnosis of "Normal Aging," compared to the 

other three diagnoses, for the Normal Aging case study. With 

respect to the diagnosis of "Depression," participants were 
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more likely to agree with the diagnosis of "Depression" than 

with "Alzheimer's Disease" for the Depression case study. 

However, participants demonstrated no significant 

differences in amount of agreement with the diagnosis of 

"Depression" in the Normal Aging, Drug Toxicity and 

Depression case studies. 

With respect to the diagnosis of "Alzheimer's Disease," 

participants agreed significantly more with the diagnosis of 

"Alzheimer's Disease" for the Alzheimer's case study than 

for the other three case studies, and agreed least with the 

diagnosis of "Alzheimer's Disease" for the Drug Toxicity 

case study. However, participants demonstrated no 

significant difference in amount of agreement with the 

diagnosis of "Alzheimer's Disease" for the Depression and 

Normal Aging case studies. 

With respect to the diagnosis of "Drug Toxicity," 

participants agreed significantly more with the diagnosis of 

"Drug Toxicity" for the Drug Toxicity case study, than for 

the other three case studies. No significant differences 

were found in the amount of agreement with the diagnosis of 

"Drug Toxicity" between the Alzheimer's Disease, Depression 

and Normal Aging case studies. 

Multiple Regression Analysis with Diagnosis as 

Dependent Variable 

A series of 16 stepwise multiple regression analyses 

were performed, using ratings for each diagnosis 
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(Alzheimer's Disease, Drug Toxicity, Depression, and Normal 

Aging) with respect to each case study, as Dependent 

variables. Independent variables were as follows: Neo-I 

Inventory subscales (Neuroticism, Extraversion, Openness to 

experience, Agreeableness, Conscientiousness), Health Locus 

of Control subscales (Internal, Chance, Powerful Others), 

Locus of Control subscales (Internal, Chance, Powerful 

others), Ways of Coping Scale (Problem-focused, Emotion-

focused) , Ways of Coping-Effectiveness (Problem-focused, 

Emotion-focused), Self Efficacy, Affect Balance, Knowledge 

of Aging, Knowledge of Alzheimer's, Anxiety about Aging, 

Geriatric Depression Scale, Filial Anxiety, participant 

self-rated health, Expressive Support, Age of participant, 

Social Desirability, Caregiver status, Kinship, and Gender. 

Analyses reported are those with significant findings 

where ratings for a specific diagnosis matched the specific 

case study (i.e., participant rated extent to which the 

diagnosis of "Alzheimer's" pertained to the case study just 

read-Alzheimer's case study). Results are summarized in 

Table E-19 (Appendix E). 

For the Depression case study, greater knowledge of 

aging, poorer self-rated health of participant, and less 

Filial Anxiety predicted greater accuracy of diagnosis. 

For the Alzheimer's case study, greater knowledge of 

Alzheimer's disease, and fewer "powerful others" 

attributions regarding locus of control predicted greater 
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accuracy of diagnosis. For the Normal Aging and Drug 

Toxicity case studies, no variables were significantly 

predictive of accuracy of diagnosis. 

Variable Intercorrelations with Active Caregiver Group 

Utilizing the Active Caregiver group only, 

intercorrelations between variables was performed, in order 

to investigate intervariable correlations with "formal 

service use," and amount of help for "other supportive 

persons." These intercorrelations are summarized in Table 

E-20 (Appendix E). 

Greater Formal service use by Active Caregivers was 

significantly correlated with less knowledge of Alzheimer's 

disease, greater use of Problem and Emotion-focused Coping 

strategies, greater Effectiveness of Problem and Emotion 

focused Coping strategies, and greater attributions about 

health to "powerful others." 

Greater Formal service use was also correlated with 

several dependent measures, including higher scores for 

Normal Aging Behavioral (Nag Beh) and Cognitive (Nag Cog) 

symptom salience, higher scores for Alzheimer's Behavioral 

(Az Beh) symptom salience, as well as lower Normal Aging 

Behavioral (Nag Beh Ac) and Cognitive (Nag Cog Ac) accuracy 

scores, and lower Alzheimer's Affective (Az Aff Ac) accuracy 

scores. Higher use of "other supportive persons," for the 

Active Caregivers, was correlated with lower Drug Toxicity 
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Cognitive (Drg Cog Ac) and Affective (Drg Aff Ac) accuracy 

scores. 

Additional Findings 

In previous multiple regression analyseis, and MANOVA 

analysis, age of participant was a significant predictor for 

accuracy of judgements, symptom salience, personality and 

knowledge variables. Age differences, based on Caregiver 

Status and Kinship, were also found. Because of these 

observed effects, age effects were examined further in a 

series of MANOVA analysis, with Age (older and younger) as 

an independent variable rather than Caregiver status. The 

older and younger ages were derived by a median split with 

age 50 and above in the older group, and age 49 and below in 

the younger group. 

These analyses repeated MANOVA's performed earlier with 

Age (older, younger) as an independent variable instead of 

Caregiver status. These MANOVA's used the following 

dependent variables: Outcome, Diagnosis, Symptom Salience, 

Accuracy of Symptom ratings, and variables used in the 

multiple regression analyses. 

In all analyses except the MANOVA's with Outcome and 

multiple regression variables as dependent variables, the 

results were the same as the earlier findings with Caregiver 

status as one of the independent variables. Thus, these 

results will not be discussed. However, findings with Older 

and Younger Ages as independent variables in the MANOVA's 
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with Outcome and multiple regression variables as dependent 

variables will be discussed for results that were not found 

in the earlier analyses with Caregiver status rather than 

Age for independent variables. 

MANOVA with Dependent Measures from Multiple Regression 

Analysis 

Data were analyzed using a 2 (Kinship; Child vs. 

Spouse) by 2 (Gender; Male vs. Female) by 2 (Age; 50 and 

above; 49 and below) by 4 (Repeated measures case studies) 

MANOVA, with dependent variables as follows: NEO-I Inventory 

(Agreeableness, Conscientiousness, Neuroticism, 

Extraversion, and Openness to Experience), Locus of Control 

(Internal, Chance, Powerful Others), Health Locus of Control 

(Internal, Chance, Powerful Others), Self Efficacy, Anxiety 

about Aging, Knowledge of Aging, Knowledge about Alzheimer's 

Disease, Geriatric Depression Scale, Social Desirability, 

Filial Anxiety, Participant self-rated health and Affect 

Balance. 

An Age by Kinship interaction was significant at the 

multivariate level (F(22, 45) = 2.13, p < .05). Findings 

were significant for Locus of Control-Powerful Others (F(l, 

66) = 4.88, p < .05), Health Locus of Control- Internal 

(F(1, 66) = 5.71, p < .05), Anxiety about Aging (F (1, 66) = 

3.87, p < .05), and Filial Anxiety (F(l, 66) = 5.46, p < 

. 05) . 
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For Locus of Control-Powerful Others, Children scored 

higher than Spouses for participants aged 49 and below (t(l, 

66) = 5.65, e < •01). For Spouses, participants aged 50 and 

older made more "Powerful others" attributions than did 

participants aged 49 and younger (t(l, 66) == 5.34, e < .01) 

For Health Locus of Control-Internal, Children aged 50 and 

older made higher scores than Children aged 49 and younger 

(t(l, 66) =2.10, E < .05). 

For the dependent measure Anxiety about Aging, Children 

aged 49 and younger scored higher than Children aged 50 and 

older (t(l, 66) = 3.19, e < -01), and also scored higher 

than Spouses aged 49 and younger (t(l, 66) = 2.00, p < .05). 

Spouses aged 50 and older scored higher than Spouses 49 and 

younger (t(l, 66) = 2.0, p < -05), while also scoring higher 

than Children aged 50 and older (t(l, 66) = 2.88, e < -01). 

For Filial Anxiety, Children aged 49 and younger scored 

higher than Spouses aged 49 and younger (t(l, 66) = 2.23, p 

< .05), and also scored higher than Children aged 50 and 

older (t(l, 66) = 2.24, e < .05). For Spouses aged 50 and 

older, scores were higher than for Spouses aged 49 and 

younger (t(l, 66) = 2.38, p < -05), and also higher than for 

Children aged 50 and older (t(l, 66) = 2.34, p < .05). 

MANOVA with Outcome as Dependent Measure 

Data were analyzed using a MANOVA, as described above. 

Dependent variables were "Outcome," which included the 

following: Institutionalization, Home care, Seek services 
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for initial diagnosis, and Seek services for home care. A 

significant Kinship by Age interaction was found for 

dependent measures at the multivariate level (F(4, 64) = 

3.73, p < .01). These outcome measures included Home care 

(F(l, 67) = 4.86, p < .05), and Seek professional services 

for home care (F(l, 67) = 9.97, p < .001). 

For participants aged 49 and younger, Children more 

strongly endorsed the Home care decision than did Spouses 

(£(1, 67) = 2.13, p < .05). For Spouses, participants aged 

50 and older more strongly endorsed the Home care decision 

than did those aged 49 and younger (t(l, 67) = 2.04, p < 

.05) . 

For participants aged 49 and younger, Children more 

strongly endorsed the Seek services for home care decision 

than did Spouses (t(l, 67) = 2.77, p < .05). For Spouses, 

participants aged 50 and older more strongly endorsed the 

Seek services for home care decision than did those aged 49 

and younger (t(l, 67) = 2.31, p < .05). 



CHAPTER IV 

DISCUSSION 

Hypothesis I, which predicted greater salience of 

Behavioral, Cognitive and Affective symptoms for Active 

Caregivers as opposed to Potential Caregivers, and for 

Children as opposed to Spouses, was not supported by the 

results. However, a main effect for Case Study was found to 

be significant for Behavioral and Affective symptoms. 

Additionally, a univariate Care by Gender interaction was 

significant, where Behavioral and Cognitive symptoms were 

more salient for Female Active Caregivers than for Female 

Potential Caregivers. 

Hypothesis II, which predicted greater accuracy of 

Behavioral, Cognitive and Affective symptom ratings for 

Active Caregivers, as opposed to Potential Caregivers, and 

for Children, as opposed to Spouses, was not supported by 

the results. However, several significant results were 

found in the analyses. A main effect for Case Study was 

found, and was significant for Behavioral, Cognitive and 

Affective symptom accuracy scores. A significant Care by 

Kinship by Gender by Case interaction was specific for the 

Depression case study, where Male Spouse Active Caregivers 

were more accurate than Male Child Active Caregivers on 

ratings for Cognitive symptoms. 

100 
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Additionally, several analyses involving accuracy 

scores were close to significance. A Care by Gender 

interaction was significant, where inspection of the means 

suggested that for Behavioral and Affective symptoms, Male 

Active Caregivers seem to be more accurate than Female 

Active Caregivers. A Care by Kinship interaction was 

significant, where inspection of the means suggested that 

Child Active Caregivers seem to be more accurate than Spouse 

Active Caregivers in accurately rating Behavioral symptoms. 

Hypothesis III predicted that a selected group of 

personality, knowledge, and participant characteristics 

would predict greater accuracy of judgements for Behavioral, 

Cognitive and Affective symptoms. This was partially 

supported by the results. Increased social support 

(Expressive Support) predicted more accurate Affective 

symptom endorsements for the Depression case study, and 

fewer attributions regarding health to chance factors 

predicted more accurate Cognitive and Affective symptom 

endorsements for the Normal Aging case study. 

Hypothesis IV predicted that a selected group of 

personality, knowledge and participant characteristics would 

predict greater salience for Behavioral, Cognitive and 

Affective symptoms. This was partially supported by the 

results. Increased social support (Expressive Support) 

predicted greater salience of Affective symptoms with 

respect to the Alzheimers and Normal Aging case studies. 
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Increased Filial Anxiety predicted greater salience of 

Affective symptoms with respect to the Alzheimers, Drug 

Toxicity and Normal Aging case studies. 

Hypothesis I; Symptom Salience with respect to Caregiver 

and Kinship Status 

Hypothesis I predicted a main effect for both Caregiver 

Status and Kinship Status. According to this hypothesis, 

symptom salience for Behavioral, Cognitive and Affective 

symptoms would be greater for Active Caregivers than for 

Potential Caregivers, irrespective of Gender and Kinship. 

This prediction was not supported by the results. 

Additionally, according to this hypothesis, symptom salience 

for Behavioral, Cognitive and Affective symptoms would be 

greater for Children than for Spouses, irrespective of 

Gender and Caregiver Status. The results did not support 

this prediction. 

Caregiver Status 

Differences were expected between Active and Potential 

Caregivers with respect to the salience of symptoms. 

Caregivers who are coping on a daily basis with their family 

members memory impairment, irritability, anxiety, agitation 

or wandering have been found to experience increased burden, 

although these carereceiver characteristics have been 

referred to as "objective burden" in many studies. 

(Braithwaite, 1992; George & Gwyther) Additionally, 

decisions to institutionalize a demented family member have 
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been found, in part, to be related to the family member's 

violent behaviors, wandering and agitation (Deimling & Bass, 

1986). Thus, Active Caregivers, as opposed to Potential 

Caregivers, were expected to experience heightened awareness 

of such symptoms, to perceive symptoms as significant, and 

to rate them as so, regardless of the type of case study 

that was read. 

The similarity of Active and Potential Caregivers with 

regard to salience of symptoms could be accounted for by 

factors pertaining to the Caregiver group, the Potential 

Caregiver group, or to methodological factors associated 

with the study. Variability within the Active Caregiver 

group could account for the failure to find significant 

overall differences between the Active and Potential 

Caregivers with respect to salience of symptoms. 

Perceptions or biases about the significance of illness 

symptoms are likely to be multidetermined by factors such as 

personality, cultural and societal stereotypes, knowledge 

and experiences. For Active Caregivers, the experiences of 

strain, burden and satisfaction associated with the 

caregiver role are likely to contribute significantly to 

perceptions about illness. Furthermore, Caregivers are 

likely to experience their role, and burden associated with 

that caregiving role, in a very unique manner that is based 

on the Caregiver's previous experiences, and unique 

personality characteristics. For example, some Active 



104 

Caregivers who have been in the role longer tend to 

experience less burden, and caregivers new to the experience 

may experience tremendous burden as they adjust to the 

demands of the caregiver role. Thus, the salience of 

symptoms for Active Caregivers may be related, in part, to 

the individual and unique experience of strain and burden 

associated with the caregiving role. Thus, to the extent 

that Active Caregivers experience strain, burden, and 

satisfaction differently, the salience of symptoms may have 

differed greatly between caregivers. 

The Active Caregivers included in this study were 

caring for a family member in the community, rather than an 

institutionalized relative. Information was not collected 

regarding decisions about current or future plans for care 

for the participants' impaired family members. Differences 

in symptom salience for Active Caregivers could have been 

related to differences in how these caregivers currently 

viewed various options for care, such as 

institutionalization. Active Caregivers in the present 

study showed much variability in the length of caregiving, 

and in the amount of help provided to the carereceiver. 

Length of caregiving ranged from 6 months to 10 years. Thus, 

heterogeneity with respect to length of caregiving and 

amount of help provided suggests that Active Caregivers may 

have viewed options for care or alternative placement 

differently, depending upon how much burden and strain was 
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experienced in the role. Some research suggests that 

distress or burden increases prior to institutionalization 

of a family member (Johnson, 1983). It is possible that 

symptoms of illness become much more salient to caregivers 

as a result of increased subjective and objective burden, 

and associated with a decision about possibly 

institutionalizing a family member. Furthermore, Cohen et 

al. (1993) found that variables, such as the impaired 

relative's current mental status, were associated with a 

desire to institutionalize, but not predictive of actual 

institutionalization. This suggests that salience of the 

carereceivers' symptoms for the caregiver may indeed be 

different as the illness progresses, or when a crisis 

occurs, and based on other factors that influence the coping 

and resources of the caregiver. 

Johnson (1983) reported that the progression of 

Alzheimer's disease was variable and unpredictable, where 

some individuals showed increased impairment across two 

years of study, while others demonstrated no changes in 

symptoms. In addition, symptoms of illness may vary 

according to stages of the disease, which have been 

characterized by Reisberg (1983) as "forgetfulness," 

"confusional," and "dementia." Although stages that 

characterize Alzheimer's disease may be identified, 

Buckwalter (1989) emphasized that an individual progresses 

through the stages at different rates, and seldom experience 
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identical symptoms. These stage-related differences 

associated with the impaired relative's presentation of 

symptoms may have accounted for the differential salience of 

symptoms for caregivers. Stage of illness and specific 

symptoms exhibited by the carereceivers were not examined or 

controlled for in this study, and thus could account for 

some of the heterogeneity of disease symptoms in the present 

sample. 

Heterogeneity of the present sample with respect to 

characteristics of the carereceiver was also related to the 

present study not being limited to Caregivers whose family 

member held a diagnosis of Alzheimer's Disease. The current 

study included Active Caregivers who were caring for a 

spouse or parent who exhibited problems with forgetfulness, 

confusion or unusual behavior, which included caregivers to 

relatives who experienced the above mentioned symptoms 

secondary to a stroke. Perhaps the differences in illness 

onset (gradual for Alzheimer's and sudden for a stroke), and 

functional decline, may also account for Active Caregivers 

noticing and reporting some symptoms more or less than 

others. 

Potential Caregivers in this study may have been more 

similar to Active Caregivers with respect to a history of 

caregiving, but on a much more limited basis, and related 

more to physical problems. Although the Active Caregivers 

were significantly older than Potential Caregivers, and more 
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likely to have experienced multiple losses, the Potential 

Spouse Caregivers may have experienced the loss of a parent 

secondary to a debilitating physical illness, such as 

cancer. In fact, during the interview process, several 

Spouse Potential Caregivers noted a brief history of coping 

with an illness in parents that resulted in death. 

Potential Child Caregivers were also noted to have 

experienced serious illnessess in parents, who did 

eventually recover. 

Although some researchers suggest that the caregiving 

experience for a family member with an Alzheimer's related 

diseases is unique in terms of burden and stress (Clipp & 

George, 1993), other research (Montgomery et al., 1989) 

suggests that caregivers have many common experiences in 

common, and that the burden is similarly experienced, 

regardless of the type of impairment of the relative. The 

perception or salience of illness symptoms may not have 

differed between Active and Potential Caregivers as a whole, 

due to some commonality in experiences related to the 

caregiver role. 

Active and Potential Caregivers may have also been 

similar due to an increased cultural awareness about serious 

disorders such as depression and Alzheimer's Disease. Thus, 

while Active Caregivers may gain knowledge about symptoms of 

Alzheimer's Disease due to their experiences, individuals 

who are not yet caregivers are exposed to information 
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through the newspapers and magazines about dementia, and 

mental illnesses as well. Increased access to knowledge may 

function to reduce stereotypes and about mental disorders so 

that individuals are more likely to interpret symptoms based 

on accurate knowledge, rather than biases. 

Kinship Status 

Differences were expected between Children and Spouses 

with respect to salience of Behavioral, Cognitive and 

Affective symptoms. These differences were predicted on the 

basis of role expectations for caregiving for these two 

groups. Although findings from a number of studies (Brody, 

Johnsen, Fulcomer, & Lang, 1993; Niederehe & Frughe, 1985) 

suggest that adult children share a common belief with both 

parents and grandparents that offspring have a filial 

obligation toward their own elderly parents, children and 

spouses appear to experience the caregiver role differently. 

As discussed earlier, child caregivers experience greater 

burden than spouse caregivers, and the risk of 

institutionalization is greater for child caregivers 

(Townsend & Noelker, 1987; Young & Kahana, 1989). 

Child caregivers have been referred to as the 

"generation in the middle" (Brody, 1978), due to multiple 

sources of strain, not only from caring for older relatives, 

but also from supporting still unmarried children at home. 

While spouse caregivers tend to experience less strain and 

burden than child caregivers, they also tend to view care 
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provision as a normative expectation of marriage, and may be 

more committed than child caregivers (Troll et al., 1979). 

Brody (1985) characterized parent care as a normative 

but stressful experience for adult children. She emphasized 

that the adult children today care for parents with chronic, 

rather than acute illnesses, who have a much longer life 

expectancy. Thus, the potential for a lengthy period of 

dependency on the part of older parents is quite high. 

Brody described stress related to this caregiving role in 

terms of emotional strains (depression, anxiety, 

helplessness), and in terms of the final separation from the 

parent and realization of potential dependence upon one's 

own children. 

The differences in perception of role expectations 

between children and spouses suggests that in anticipating 

caring for a parent, the perceived normative but stressful 

event would arouse considerable anxiety and concern. In the 

context of this study, being asked to respond to items "as 

if caring for a loved one" was expected to increase the 

salience of illness symptoms for children as a group, when 

compared to spouses. 

Research does support the presence of "filial anxiety," 

when younger adults are asked to anticipate providing care 

to their parents, as well as an increased "scrutiny" of 

parents well in advance of parental need for support 

(Cicirelli, 1983, 1988). Thus, anticipating care for older 
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parents appears to elicit anxiety in adult children, and 

this may increase the awareness of symptoms of deterioration 

in functioning. 

The failure to find differences in symptom salience 

between Children and Spouses, irrespective of Caregiver 

Status and Gender, could be accounted for in several ways. 

Participants in this study were comprised of only 17 males. 

Thus, Children and Spouses were primarily females, and this 

may account for a failure to find differences. As discussed 

earlier, women experience more burden and negative 

consequences from caregiving than do males (Pratt et al., 

1986; Young & Kahana, 1989), and may approach caregiving 

similarly to child care (Quayhagen & Quayhagen, 1988), due 

to culturally defined roles and expectations. Additionally, 

females, more so than males, experience anticipatory anxiety 

when asked to consider the possibility of future caregiving 

for parents (Home et al., 1990). The salience of illness 

symptoms for females, irrespective of Child or Spouse 

status, may be very similar, due to the culturally defined 

expectation that caregiving is a female responsibility. 

This awareness may arouse questions and doubts in younger 

women about the ability to handle care responsibilities 

along with employment and child care, and among older women 

about the possible need to rely on outside help or give up 

opportunities for personal opportunity and growth (Zarit et 

al., 1986). 
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Main effect for case study. A significant main effect 

for Case Study suggests that the Behavioral and Affective 

symptoms. This finding suggests that the symptom groups are 

differentially salient for participants, depending on the 

particular case study. 

For Behavioral symptoms associated with the Depression 

and Alzheimer's case studies, there was no significant 

difference in salience of symptoms. Behavioral symptoms 

were significantly more salient with respect to the 

Depression case study than to the Drug Toxicity and Normal 

Aging case studies. 

The lack of a significant difference in salience of 

Behavioral symptoms between the Alzheimer's and Depression 

case studies suggests inaccuracy in differentiating the two 

disorders. The salience that symptoms hold for individuals 

may be important with respect to influencing decisions about 

seeking medical care or treatment. It is possible that 

these disorders are both viewed as requiring some sort of 

treatment or care that is different from what may be 

required in the Normal Aging and Drug Toxicity case studies. 

It is also possible that the anticipation of caring for an 

older depressed relative arouses some discomfort or anxiety, 

and the salience for symptoms increases. Yeatman et al. 

(1993) compared caregivers of demented and depressed older 

individuals, and found that caregivers of depressed older 

persons did experience burden. Although the level of burden 
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was not as high as that seen in primary caregivers who 

provide care in the home, there was no difference between 

the two caregiver groups when the care providers lived away 

from the patient and provided care by visiting the 

individual. Liptzin, Grob and Eisen (1988) found that 

families of demented and depressed relatives were equally 

burdened. 

The perception that Behavioral symptoms are equally 

important or relevant to Alzheimer's disease and Depression 

may also reflect, to some extent, confusion about the nature 

of the disorders. While lack of knowledge may contribute to 

the equal symptom salience for the two disorders, this may 

also reflect a bias towards attributing more serious 

symptoms to a functional disorder that is treatable and 

reversible for older persons. The participants failure to 

discriminate the importance of symptoms between the two 

disorders is also reflective of the diagnostic difficulties 

in the medical profession with respect to these disorders. 

As discussed earlier, depressed older individuals may 

present with symptoms of memory disturbance, slowed thoughts 

and actions, personal neglect and poor concentration. While 

these symptoms could suggest early dementia, appropriate 

medical tests are important to diagnose treatable disorders, 

and also for initiating appropriate interventions for 

demented individuals (Reifler & Larson, 1986). 
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Participants did rate Behavioral symptoms more salient 

in the Depression and Alzheimer's case studies, when 

compared to the Normal Aging and Drug Toxicity case studies. 

This result suggests that participants did differentiate 

Depression and Alzheimer's disease from Normal Aging, with 

respect to the Behavioral symptoms. This finding is not 

consistent with some research that suggests biases and 

stereotypes about aging may influence perceptions about the 

normal aging process (Gatz et al., 1985; Baker, 1984), where 

normal aging may be label as a serious disorder. In the 

present study participants were not as willing to attribute 

Behavioral symptoms of illness to the Normal Aging case 

study, suggesting that such symptoms may not be viewed as 

relevant in the context of normal aging. This information 

is, however, positive, from the standpoint of individuals 

attending more to symptoms of illnesses, such as Alzheimer's 

disease, that do require evaluation and treatment. 

Participants viewed Affective symptoms as most salient 

with respect to the Drug Toxicity case study, when compared 

to the Alzheimer's, Depression, and Normal Aging case 

studies. This suggests that participants discriminated 

between these disorders based on Affective symptoms, and 

that this may be important in determining the need for 

treatment or medical care, or in impacting the level of 

burden and strain. Alzheimer's, Depression and Normal Aging 
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were not significantly different from each other with 

respect to symptom salience for Affective symptoms. 

Types or categories of symptoms have been found to have 

predictive power with regard to outcome, which suggests that 

the salience of symptoms do differ for caregivers. As 

discussed earlier, some research (Deimling & Bass, 1986; 

Sanford, 1975) reported that family members are least 

tolerant of behavioral disruptions such as wandering, sleep 

disturbance, aggression, and incontinence, and that these 

behaviors are predictive of institutionalization (Colerick & 

George, 1986). Niederehe and Fruge (1984) suggested that 

difficulties with emotional lability such as crying and 

irritability are highly correlated with family stress. 

Symptoms and behaviors of carereceivers are often defined as 

"objective burden" for the caregiver, because this 

represents the severity of illness, and thus the amount of 

"work" or "help" the caregiver must provide. However, much 

of the research reviewed fails to take into account the 

importance of how symptoms are appraised and interpreted by 

caregivers. 

Perceptions of symptoms and behaviors were a focus for 

this study. Thus, after reading a case study, if a 

participant noticed certain symptoms more and less, and 

reported these symptoms based on how much those symptoms 

were attended to, this reflected the salience of those 

symptoms for that individual. The participants appraisal of 
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those symptoms was based on any caregiving experiences, but 

also on more unique mediating factors such as personality. 

If an individual were experiencing stress related to 

caregiving, or if a participant anticipated that certain 

problems or behaviors may be more difficult to manage, 

certain symptoms may be more salient. Thus, salience for 

particular symptoms or behaviors could be an indirect 

indicator of burden or strain. 

Care bv gender interaction. While no differences were 

found between Male Active and Male Potential Caregivers, the 

results of this analysis suggests both Cognitive and 

Behavioral symptoms were more salient for Female Active 

Caregivers than for Female Potential Caregivers. This 

finding for Females is consistent with the expectation that 

active caregivers dealing with an impaired family member on 

a daily basis will view certain symptoms as more relevant or 

important. This could be related to increased burden 

associated with caregiving. The median length of caregiving 

for Active Caregivers in this study was three to four years, 

with 38% of the sample having cared for a family member 

between five and 10 years. Thus, this sample of Active 

Caregivers may have experienced more burden, as a function 

of length of caregiving, and this may have increased the 

salience for certain symptoms. This finding is also 

supported by some research discussed earlier that suggests 

females experience more burden and stress in their 
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caregiving role, and are more likely to institutionalize 

their relative. 

Gilligan (1982) suggested that females' greater 

attention to interpersonal relationships, when compared to 

males, may account for their tendency to focus on the 

variability of the behavior of the carereceiver. Thus, the 

disruptive behaviors of the carereceiver may be more salient 

to females because they focus at the level of the 

interpersonal interaction more so than males. La Rue, 

Watson and Plotkin (1993) also found that females tend to 

report behavioral problems such as agitation more than 

males. The salience of Cognitive symptoms for Female 

Caregivers can be understood in several ways. Cognitive 

symptoms tend to be highly correlated disability, and with 

behavioral problems for demented individuals. Also, 

"forgetfulness" is one of the earliest symptoms reported by 

caregivers (La Rue et al., 1993), but the quality of 

forgetfulness changes as the illness progresses, and 

eventually evolves into forgetting about the relationship 

altogether. This shift is a turning point in frustration, 

and breaking of empathy for many caregivers, and represents 

a significant source of emotional pain. 

The lack of differences between Male Active and Male 

Potential Caregivers could be related to the small number of 

males included in this study. However, it is also likely 

that if males are less stressed by the caregiving 
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experience, and are not as burdened, Male Active Caregivers 

may not attend to symptoms, and thus salience for symptoms 

may be less than for females. 

Hypothesis II: Accuracy of Judgements with Respect to 

Caregiver and Kinship Status 

Hypothesis II predicted a main effect for both 

Caregiver Status and Kinship Status. According to this 

hypothesis, accuracy of judgements for Behavioral, Cognitive 

and Affective symptoms would be greater for Active 

Caregivers than for Potential Caregivers, irrespective of 

Gender and Kinship. This prediction was not supported by 

the results. Additionally, according to this hypothesis, 

accuracy of judgements for Behavioral, Cognitive and 

Affective symptoms would be greater for Children than for 

Spouses, irrespective of Gender and Caregiver Status. The 

results did not support this prediction. 

Caregiver Status 

Differences were expected between Active and Potential 

Caregivers with respect to accuracy of judgements for 

Behavioral, Cognitive and Affective symptoms. If Active 

Caregivers were to possess more knowledge about Alzheimer's 

disease, this might suggest that Active Caregivers would be 

more accurate in their judgements than Potential Caregivers. 

Active caregivers typically have been exposed to information 

about Alzheimers'-related disorders from a variety of 

sources that tend to be utilized by care providers. These 
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resources for information include information and referral 

agencies, medical assessment/diagnosis services, caregiver 

support groups, and formal service agencies that provide 

nursing care and case management (Shope et al, 1993). 

Information received from being involved with various 

community service agencies could actually increase the 

knowledge base of caregivers. In this study, the Pearson 

Correlation between Alzheimer's knowledge and Caregiver 

Status was significant (r = -.22, p_ < .05), suggesting that 

Active Caregivers were more knowledgeable than Potential 

Caregivers about Alzheimer's Disease. However, results from 

a MANOVA analyzed in this study did not demonstrate 

differential knowledge of Alzheimer's Disease for Active and 

Potential Caregivers. 

Despite the opportunity for Active Caregivers to have 

more knowledge about Alzheimer's Disease, accuracy of 

judgements was not different between the two groups, 

suggesting that factors other than knowledge and experience 

may contribute to accuracy of judgements. In fact, the 

negative relationship between formal service use and 

Alzheimer's knowledge for Active Caregivers found in this 

study (r = .48, p < .01) suggests that caregivers with the 

most opportunities to gain information may not actually 

acquire the knowledge available. However, on examination of 

the means, it appears that the Active and Potential 

Caregivers were both fairly accurate in their symptom 
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ratings for Alzheimer's Disease, suggesting that 

inexperienced Potential Caregivers were much more 

knowledgable than expected. Perhaps exposure to media in 

the context of increased awareness about mental disorders 

could account for the increased knowledge in the Potential 

Caregiver group. 

The process of denial that families display once a 

serious illness has been diagnosed in a family member may 

influence their ability to process and utilize information 

(Niederech & Fruge, 1984). In fact, minimization of 

troublesome symptoms has been suggested by Folkman et al. 

(1986) as a style of coping with a situation that cannot be 

changed. Although Active Caregivers in this study may have 

been somewhat more knowledgeable about Alzheimer's disease 

than the Potential Caregivers, it is possible that factors 

such as emotional burden or denial interfered with the 

ability of participants in this group to accurately perceive 

information in the case studies. 

As discussed earlier, few studies have examined the 

accuracy of caregivers' descriptions of impaired family 

members' symptoms and behaviors. These studies tend to look 

at agreement between post-mortum findings, and caregivers' 

retrospective descriptions of symptoms (Kukull & Larson, 

1989) and ignore factors that influence family members 

perceptions. Based on this type of research, caregivers 

have been found to be fairly reliable in retrospective 
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reports, in describing symptoms previously seen in their 

family member that are consistent with post- mortum results 

of Alzheimer's Disease. However, once a relative has died 

from a diagnosed illness, family members may selectively 

alter their recall of events and symptoms to fit currently 

known information. La Rue et al. (1993) asked relatives 

about initial symptoms seen in family members they were 

currently bringing to an Alzheimer's disease diagnostic 

clinic for evaluation. Overall, these caregivers gave 

reliable and consistent descriptions of initial symptoms 

expected in Alzheimer's disease. However, spouses reported 

fewer initial symptoms, compared to other relatives. In 

another retrospective type of study, La Rue, Watson and 

Plotkin (1992) reported that caregiver status was associated 

with reliability of reporting psychiatric, cognitive, mood 

and behavioral types of symptoms over time. Results from 

these studies suggests that among Active Caregivers, 

differences in accurately reporting symptoms may occur. 

Thus, to the extent that Active Caregivers in the present 

study demonstrate heterogeneity in reporting symptoms, this 

is likely to minimize differences between Active and 

Potential Caregivers. 

Other differences among the Active Caregivers may have 

also accounted for increased heterogeneity in the sample, 

and masked differences between the Active and Potential 

Caregivers. If, as discussed earlier, minimization is used 
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as a coping strategy, this could certainly influence the 

accuracy of reporting symptoms. The need to "minimize" 

symptoms as a means of coping is likely to fluctuate with 

the stresses and strains of caregiving, and also with the 

stage of illness that the impaired relative may be 

exhibiting. Research does suggest that as Alzheimer's 

disease progresses, some symptoms that are more stressful 

for caregivers may either fluctuate, or worsen (Deimling & 

Bass, 1986; Pruchno & Resch, 1989). Carereceivers in this 

study did not represent a particular stage of the illness, 

and this heterogeneity may have resulted in variable 

perceptions of the problems and symptoms described, thus 

accounting for heterogeneity in the caregiving sample with 

respect to the accuracy of reporting symptoms. 

Kinship Status 

Differences were expected between Children and Spouses 

with respect to accuracy of ratings for Behavioral, 

Cognitive and Affective symptoms. Spouses were predicted to 

be less accurate because their tendency to view caregiving 

as a more normative role (Young & Kahana, 1989), may create 

a type of reporting bias toward minimizing symptoms, or 

interpreting changes in behavior to fit the perceived 

personality of the impaired spouse, rather than as symptoms 

of illness (Pollitt et al., 1989). 

A pattern in the reporting of symptoms for spouse 

caregivers was found by La Rue et al. (1993), where spouses 
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tended to report fewer symptoms than other relatives who 

were caregivers. Pollitt (1989) suggested that this bias 

towards minimizing or reforming behavior chcinges may occur 

in particular with spouse caregivers, and that this may in 

part be related to the subtle onset of cognitive problems in 

a partner. Early symptoms of Alzheimer's disease have been 

consistently reported to be cognitive changes such as 

forgetfulness and problems with orientation (Almkvist & 

Backman, 1993? Richards, et al., 1993). Because these 

symptoms are "expected" as a consequence of aging by 

individuals who accept biases about decline occurring with 

the aging process, these symptoms may not be defined as 

mental impairment. For spouses caring for an impaired 

partner, in particular, there may an identification with the 

partner who is "just having problems remembering new things, 

but can remember everything that happened in the past." 

This identification with the spouse, and labeling the 

symptoms as expected, may influence accuracy of symptom 

reporting. Once the diagnosis is made, or when the disease 

progresses and less expected or acceptable behaviors emerge, 

there may be a tendency to report what is now labeled 

"symptoms of illness" more accurately. 

Caregivers in the present study varied significantly 

with respect to length of caregiving, which suggests some 

increased heterogeneity associated with the spouse sample. 

Spouses in the early stages of care would be most likely to 
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normalize the changes in a partners functioning than would a 

spouse caring for a partner whose illness was more advanced. 

Thus, Spouses who were long term caregivers in this study 

may have been more accurate based on a longer period of 

experience. 

The case study for Alzheimer's disease that was 

presented characterized both cognitive and behavioral types 

of symptoms. Early to middle stage symptoms were portrayed, 

and it is possible that a reporting bias expected from 

spouses was not seen because the problems described were 

serious enough to avoid "normalizing" the symptoms as 

attributable to the normal aging process, or identifying 

with the problems. Thus, it is possible that the accuracy 

for Spouses was similar to that of Children because the 

symptoms were obvious enough to avoid the label of "normal 

aging" and any identification with the problems observed in 

the case scenario. In fact, the actual accuracy scores 

means for Children and Spouses suggest that Children and 

Spouses tended to be "accurate" for the Alzheimer's case 

study in particular, and "least accurate" with respect to 

the Normal Aging and Depression case studies. 

The small sample size for males, as discussed earlier, 

suggests that the comparison of Spouses to Children may 

actually characterize the comparison of female Spouses and 

female Children. Thus, the failure to find differences in 

accuracy between Children and Spouses could also be related 
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to the tendency for females to pay attention to certain 

types of symptoms in carereceivers because they are more 

attuned to the daily aspects of an interpersonal 

relationship. 

Main effect for case study. A significant main effect 

for Case Study suggests that the participants' accuracy 

ratings for Behavioral, Cognitive and Affective symptoms 

differed, depending on the case study. Also, it is notable 

that for each symptom group (Behavioral, Cognitive and 

Affective), accuracy was significantly greater with respect 

to the Alzheimer's case study than for the other three case 

studies. It is also interesting that accuracy of judgements 

was least for the Normal Aging case study. Looking more 

specifically at symptoms, for the Behavioral and Cognitive 

symptoms, accuracy for the Drug Toxicity case study was 

higher than for the Depression and Normal Aging case 

studies. It is possible that reactions and problems 

associated with drugs and medication are more salient for 

our culture as a whole, and that this accounts for the 

greater accuracy of ratings with respect to this case study. 

Contrasting the Depression and Normal Aging Case 

studies with respect to accuracy of ratings, no differences 

were found for Behavioral symptoms. However, for Cognitive 

symptoms, accuracy with respect to the Normal Aging case 

study was greater than for the Depression case study. These 

findings may reflect some confusion the participants 
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experienced about what cognitive problems can develop with 

depression, such as memory difficulties and concentration 

problems, and how severe they can become. 

For Affective symptoms, the Depression and Drug 

Toxicity case studies were not significantly different from 

each other, but ratings from these two case studies were 

more accurate than those from the Normal Aging case study. 

Participants accuracy of judgements for symptoms of 

Alzheimer's disease, compared with accuracy with respect to 

the other case studies, may be related to the actual case 

studies, or to participant characteristics. As discussed 

earlier, it is possible that participants were very similar 

in knowledge with respect to Alzheimer's disease. Overall, 

the participants were very similar in socioeconomic status, 

and likely with regard to education as well. Exposure to 

information in the popular media is also a possibility, 

given that frequent newspaper articles and television news 

programs contain information about Alzheimer's disease. One 

Active Caregiver participant, when responding to the 

Alzheimer's Disease Knowledge test, wrote more updated 

information in the margins of the page, which suggests that 

participants may have knowledge of Alzheimer's disease even 

beyond that sampled in the test. 

The case scenario for Alzheimer's may have been 

presented in such a way that all participants were able to 

discriminate between Alzheimer's Disease and other 
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disorders. The case depicted an individual with memory and 

organizational problems that reflect early stage symptoms, 

but also depict personality changes, and a decline in 

ability to manage daily affairs, which is more 

characteristic of middle state disease. This depiction 

differs from the situation that family members may actually 

see in terms of more subtle early signs that require some 

interpretation and assignment of meaning. Given the 

possibility of heightened awareness and increased knowledge 

about the disorder, this discrimination might have been easy 

for participants to make. 

It is also significant that participants discriminated 

between Alzheimer's disease and Normal Aging. Again, 

characteristics of the Alzheimer's case study may have 

facilitated the discrimination. Perhaps the depiction was 

obvious enough that participants were able to make accurate 

judgements about symptoms associated with Alzheimer's 

Disease. 

The accuracy ratings for the Normal Aging case study 

were the least accurate when compared to the other three 

case studies. Perhaps the design of this study biased 

participants with respect to over-endorsing serious 

symptoms, so that more serious symptoms were ascribed to the 

Normal Aging case study. After all, the context for this 

study was problems experienced by older persons, and perhaps 

this influenced the perceptions of the participants. While 
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counterbalancing the order of presentation of the case 

studies should have controlled for such a bias, the 

demographic and information questionnaire, as well as the 

Ways of Coping Scale and Filial Anxiety Scale, may have 

biased participants toward finding and labeling symptoms as 

indicative of a more serious problem. Alternately, perhaps 

participants tend to believe that serious problems 

associated with aging are inevitable. Thus, the minor 

"problems in living" described in the Normal Aging case 

study were viewed as "serious" because the person in the 

case study was older. This type of age stereotyping can 

have a significant impact on outcomes for older persons. 

Another factor related to the design of the study 

involved the demand for participants to make quantitative 

discriminations about the symptoms for each case study. 

These judgements may be difficult for participants to make, 

unless they are familiar with the subject matter. Asking 

participants to make more qualitative judgements about the 

case studies may have yielded different results with respect 

to accuracy of judgements. 

Care by kinship bv gender bv case interaction. The 

results of this analysis suggest that for the Depression 

case study, Male Spouse Active Caregivers judged Cognitive 

symptoms more accurately than did Male Child Active 

Caregivers. No findings were significant for Females, or 

for Potential Caregivers. Given the small sample size for 
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males, (six male Spouse Active Caregivers, two male Child 

Caregivers) these differences should be interpreted with 

caution. 

One explanation for these results is that the male 

Spouse Caregivers were less burdened than the male Child 

Caregivers, and thus their accuracy of reporting symptoms 

were greater. Generally, studies do suggest that Male 

Spouse Caregivers are less burdened than Females (Pruchno & 

Resch, 1989), and that long-time male Spouse caregivers may 

experience relatively less stress (Harris, 1993), but no 

studies were reviewed by this investigator that compared 

male spouse and male child caregivers. 

Several studies have compared younger and older 

caregivers (La Rue et al, 1992; La Rue et al, 1993), and 

reported that younger caregivers demonstrated a "reporting 

bias," which these authors characterized as inaccurately 

reporting symptoms in impaired parents. This reporting bias 

was not identified in spouse caregivers in the La Rue study. 

Unfortunately, these younger relatives were composed of male 

and female child caregivers. 

Few studies reviewed investigated Males Children in the 

role of caregiver, and research does suggest that sons 

rarely become primary caregivers (Harris, 1993), with 

daughters accepting what has been viewed as a culturally and 

socially defined female role (Brody, 1985). Studies that 

have included Male Children Caregivers (Horowitz, 1985) 
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suggested that sons are seldom primary caregivers, and when 

providing secondary care, tend to experience less stress 

than their sisters who may also be providing secondary care. 

Male Child Caregivers have also been characterized as 

primarily providing instrumental, rather than emotional 

types of support. Because male Child Caregivers tend to 

provide secondary care, the distance (geographical and 

emotional) from the situation may be associated with both 

increased denial about parental deterioration, and less 

actual knowledge about Alzheimer's Disease. 

Male Spouse Caregivers, on the other heind, have been 

characterized as experiencing a tremendous sense of duty 

toward caring for an impaired spouse (Pruchno & Resch, 

1989), although negative health and mental health 

consequences are high. It is possible that differences in 

role expectation for caregiving account for differences in 

accuracy between Male Spouse and Male Child Active 

Caregivers. If Male Spouse Caregivers view their role in 

terms of more positive meanings and investment, perhaps the 

burden was less, and subsequently the level of accuracy was 

greater. 

Care bv gender interaction. An inspection of the means 

suggested that Male Active Caregivers were more accurate in 

rating Behavioral and Affective symptoms than were Female 

Active Caregivers. There were no significant findings for 

Potential Caregivers. This finding may be related to males 
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experiencing less burden than females in the caregiving 

role. Perhaps males and females view the caregiving 

situation differently, and this influences the accuracy of 

symptom reporting for male and females differently. This 

idea has received some support in the literature in terms of 

gender differences in salience of carereceiver symptoms, and 

burden. 'As discussed earlier, Gilligan (1982) attributes 

gender differences in caregiving burden to differences in 

socially defined role behaviors, where females' tendency to 

attend to the variability of disruptive behaviors that occur 

on a daily basis may increase burden, and compromise coping. 

Thus, females may find certain symptoms more salient because 

of the importance of the interpersonal interaction, and 

attention to these symptoms may increase burden, and reduce 

the accuracy of judging such symptoms, especially if they 

are interpreted as meaning a loss of the relationship. 

Thus, the salience of behavior problems for Female 

Caregivers may create a reporting bias, although a bias as 

such for women has not been documented in studies reviewed 

by this investigator. 

In addition, while disruptive behaviors have been 

described as the most troublesome to caregivers, and most 

salient to females, Affective types of symptoms have been 

reported to be correlated with increased stress levels. 

Thus, symptoms and behaviors may have different meanings to 

females in terms of a desire to maintain the intactness of 
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the interpersonal relationship. Although causality cannot 

be determined, the positive correlation between salience for 

Alzheimer's Affective types of symptoms and social support 

suggests that Affective symptoms may be perceived as more 

stressful, and associated with a need for more social 

support to offset the impact of stress. 

Gender differences have been described in the 

interpretation of the disease process itself. Miller (1987) 

described males as tending to explain the carereceivers 

behavior in terms of the disease process, while females 

tending to describe symptoms in terms of changes in the 

relationship. These differences in perception of the 

illness may reflect differences in burden that is 

experienced also. Thus, salience for behaviors and symptoms 

with respect to the carereceiver is likely to be different 

for males and females, and this is likely to be reflected in 

differences in accuracy of reporting symptoms as well. 

Females may be less accurate in reporting symptoms, due to 

the very stressful personal meaning associated with 

interpersonal losses and changes. 

Care bv kinship interaction. A comparison of the means 

suggests that Child Active Caregivers rate Behavioral types 

of symptoms more accurately when compared to Spouse Active 

Caregivers. There were no significant findings for 

Potential Caregivers. As discussed earlier, burden may 

cause individuals to perceive their environment differently, 



132 

such that increased levels of burden may sensitize a 

caregiver to symptoms exhibited by the carereceiver. This 

"sensitization," or salience, may contribute to less 

accurate perceptions and judgements about symptoms. 

Research does suggest that children are more stressed by 

caregiving. Perhaps as a group, they may also be less 

accurate in perceptions and judgements about symptoms. This 

idea, however, was not supported by the findings in this 

study. 

Other research, however, does support the finding in 

the present study that Spouse Caregivers may be less 

accurate (Pollitt et al., 1989). Based on Spousal 

expectations that caregiving is a normative event associated 

with the aging process and reciprocity in the marital 

relationship (Neugarten, 1970), subtle changes that 

represent early symptoms of illness may not be noticed, or 

may be perceived as an extension of the partner's 

personality. Early subtle changes may also be identified 

with by the partner, who may also complain of 

"forgetfulness." However, this perception of "normality" by 

the Spouse Caregiver may only occur during the very early 

period of carereceiver illness. The length of time these 

early perceptions of normality continue is unknown, and once 

the Spouse identifies with role as a caregiver, perceptions 

of the symptoms seen in the partner may change, along with 

the manner this information is reported. 
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It is possible that commitment to the caregiving role 

may also influence accuracy of reporting symptoms. If 

Spouses minimize and deny symptoms as a way of coping with 

an overwhelming situation, especially when the stress is 

prolonged (Folkman et al., 1987), the accuracy of reporting 

may be less. This prolonged stress might be seen more for 

Spouse Caregivers, who tend to keep their partner at home 

longer than do Child Caregivers. 

Few studies reviewed by this author compared actual 

reporting of symptoms by caregivers to collateral 

professional evaluations. However, such studies do not tend 

to support the finding that Child Caregivers report symptoms 

more accurately. La Rue et al. (1992, 1993) described a 

reporting bias in child caregivers, who tended to over 

report impairment in higher cognitive skills that were not 

reported by neurologists and psychiatrist making independent 

assessments. However, because the child caregivers tended 

to live separately from the carereceiver, distance from the 

situation and less knowledge about the situation may have 

resulted in less accurate reporting of symptoms. In fact, 

one group of researchers (Deimling, Bass, Townsend, & 

Noelker, in press) found that children caregivers who shared 

a household with parent carereceivers experienced role 

strain and burden similar to spouses who lived with their 

impaired partners, suggesting that closer living 
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arrangements significantly influenced perceptions of the 

carereceivers' behaviors. 

Child Caregivers in the present study may not have been 

as burdened as expected. Looking at information collected 

about care provided, 64% of the caregivers in this sample 

for the present study shared a household with the 

carereceiver, which would support the notion of increased 

burden. However, 95% of this caregiver sample reported 

support from others ranging from "most of the time" to "all 

of the time." Thus, the caregiver sample in this study was 

receiving considerable support, which would likely lessen 

the impact of burden that was experienced. Thus, this sample 

may not have been representative of primary caregivers who 

have less support. Based on the sample characteristics, the 

Child Caregivers may not have experienced severe burden, and 

thus, bothersome symptoms may not have been noticed to such 

an extent that perceptions and judgements about symptoms 

would have been less accurate. 

Hypotheses III and IV: Multiple Regression Analyses of 

Symptom Salience and Accuracy 

For both of these analyses, a group of selected 

measures were hypothesized to predict, for Hypothesis III, 

accuracy of ratings for Behavioral, Cognitive and Affective 

symptoms, and for Hypothesis IV, Salience of Behavioral, 

Cognitive and Affective symptoms. It was predicted that 

higher scores on Health Locus of Control (Internal), Self-
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Efficacy, Knowledge of Aging, Knowledge of Alzheimer's 

Disease, Expressive Support, Anxiety about Aging, Filial 

Anxiety and Depression, and lower scores on Health Locus of 

Control (Others, Chance), as well as Active Caregiver 

Status, Child Caregiver Status, and Female would predict 

greater symptom salience, and greater accuracy of ratings, 

for Behavioral, Cognitive and Affective symptoms for 

participants with respect to each of the four case studies. 

Differences emerged between variables with respect to 

the direction of prediction for salience of symptoms, and 

for accuracy of judgements for symptoms. Overall, with a 

few exceptions, the variables that predicted greater 

salience of symptoms also predicted less accuracy of 

judgements. Although causality cannot be determined from 

this type of analysis, one way to interpret these findings 

is that symptom salience reflects a bias in perceiving the 

caregiving context, and that this is related to actual 

reporting or accuracy. This is important in that when 

biases influence accurate judgements about the caregiving 

situation, this may influence not only the level of burden 

and strain, but also decisions about care for an impaired 

family member. 

Variables that were predictive of accuracy and salience 

(Hypothesis III and Hypothesis IV, respectively) will be 

discussed together, within the context of a bias (salience) 

operating that is related to less accurate judgements about 
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symptoms. Variables that are not predictive of accuracy and 

salience of symptoms will be discussed separately. 

For accuracy of symptom ratings, increased age of 

participant predicted less accuracy of symptom ratings for 

the Alzheimer's and Drug Toxicity case studies. Although 

Caregiver Status was not predictive of accuracy of symptom 

ratings, age of participant does reflect caregiver and 

kinship status, as seen in results discussed earlier. Thus, 

increased age of participant will be interpreted as "Spouse 

Caregiver" for these results. 

Age of participant (Spouse Caregiver) was not 

predictive of symptom salience, but increased age of 

participant (Spouse Caregiver) was predictive of less 

accurate ratings of Behavioral symptoms for the Alzheimer's 

and Drug Toxicity case studies. As discussed earlier, 

Spouses inevitably become caregivers to an impaired partner, 

while Children exercise various options much more 

frequently, such as institutionalization, and sharing 

responsibilities with siblings or other relatives. Spouses 

tend to view caregiving as a more normative event, 

experience less stress, and may tend to interpret symptoms 

of illness in terms of an extension of the partners 

personality, or identify with the problems such as 

"forgetfulness" (Pollitt et al., 1989). These factors may 

influence accuracy of reporting, such that symptoms are 

minimized, or reported inaccurately for Spouse Caregivers. 
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The La Rue et al. (1993) finding that Spouse Caregivers 

tended to report "fewer" symptoms in carereceivers than did 

younger caregivers is suggestive of such a tendency to 

minimize. 

As noted above, less accurate ratings were found for 

Behavioral symptom; however, inaccurate reporting would be 

more expected with respect to Cognitive symptoms because 

these symptoms develop first, and are more likely to be 

misinterpreted as a "normal" problem for an older person. 

Behavioral disruptions, however, occur later in the illness, 

usually after a diagnosis has been made, and the Spouse has 

subjectively defined his/her self as a caregiver. Also, for 

older Spouses, the possibility of subtle cognitive 

impairment cannot be ruled out as a source of inaccurate 

reporting (La Rue et al, 1992). 

Conscientiouness, as a subscale of the NEO Personality 

inventory (Costa & McCrae, 1991) was not predictive of 

symptom salience, but increased scores on this scale were 

predictive of decreased accuracy for the Alzheimer's case 

study. This scale was included in one study reviewed 

(Hooker, Monahan, Shifren, & Hutchinson, 1992), where 

caregivers with high scores on this subscale reported fewer 

chronic health conditions. Individuals with high scores on 

this subtest tend to be hard-working and persevering. It 

may be that such individuals approach tasks such as 

caregiving with high expectations of success in handling the 
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outcome, and as a result experience more strain. Perhaps 

indirectly through strain, or through high expectations 

about an outcome, a reporting bias results in less accuracy 

of ratings. Given that the lower accuracy is with respect 

to Cognitive symptoms, it is also likely that the 

"uncontrollability" with respect to memory problems in an 

impaired family member increases strain even more for 

individuals who tend to persevere in problem solving. 

Depression in participants was not predictive of 

symptom salience, but increased depression was predictive of 

decreased accuracy of Behavioral symptoms for the Drug 

Toxicity and Normal Aging case studies. The relationship of 

disruptive behaviors to caregiver stress has been reported, 

and Pruchno and Resch (1989) found that symptoms of 

disruptive behaviors were related to higher levels of 

depression for caregivers. To the extent that behavior 

symptoms disrupt the lives of caregivers, and contribute to 

increased depression, this may impact the ability of 

individuals to accurately report symptoms. 

Filial Anxiety predicted greater Affective symptom 

salience for the Alzheimer's Disease, Normal Aging and Drug 

Toxicity case studies, and decreased accuracy of Affective 

symptom ratings for the Normal Aging case study. Filial 

anxiety has been studied in younger and older adults who 

have yet to become caregivers (Cicirelli, 1988), where 

participants did experience increased anxiety when asked to 
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consider themselves in such a role. According to Cicirelli 

(1988), the anxiety appears to be related to several 

factors, such as the individuals perceived resources, the 

current quality of the relationship with the parent, and his 

or her own level of death anxiety. Potential or Active 

Caregivers whose self evaluation results in doubts about 

their own resources for starting or continuing care, and 

perceptions of negativity in the relationship with a family 

member may be likely to alter perceptions about symptoms of 

illness. Family members who are concerned about developing 

the illness as well are likely appraise symptoms 

differently, based on that concern. An individual who 

believes he or she will not be able to handle the task may 

view illness symptoms as more serious and overwhelming, and 

ultimately have difficulty accurately reporting these 

symptoms. 

Increased scores for Health Locus of Control (Chance) 

predicted increased salience for Cognitive symptoms with 

respect to the Normal Aging case study, and predicted 

decreased accuracy of Cognitive and Affective symptoms with 

respect to the Normal Aging case study. Individuals who 

tend to view health factors as not under their control may 

perceive themselves as less able to cope with the 

"unpredictable" aspects of a family members debilitating 

illness. Perhaps symptoms are more salient to these 

individuals because they represent a lack of control over 
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health related outcomes. A tendency to over-inflate health 

symptoms would also contribute to inaccurate judgements 

about symptoms. This might be particularly true in the 

Normal Aging case study, where such individuals may 

anticipate and look for more serious problems in health, 

even in situations where relatively few problems are 

present. *" 

Increased self-perceived health problems predicted 

increased salience of Behavioral, Cognitive, and Affective 

symptoms with respect to the Depression and Drug Toxicity 

case studies, and decreased accuracy of Affective symptom 

ratings with respect to the Alzheimer's case study. Research 

suggests that caregiver's self-perceived health status is 

related to burden (Pratt, Schmall, Wright, & Cleveland, 

1985), although research was not found linking caregiving 

stress to increased risk for any specific disease process 

(Koin, 1989). The subjective aspect of the health status, 

however, is important in determining burden. Lazarus and 

Folkman (1984) suggested that stress can be related to 

negative health outcomes via increased physiological arousal 

and increased attention to physical symptoms, which may 

explain why individuals with more subjective health concerns 

pay more attention to symptoms of illness in the case 

studies. As caregiving burden increases, this can partly be 

accounted for by increased attention to behavioral and 

cognitive symptoms in the care receiver that are perceived 
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as stressful (Vitaliano et al., 1989). Thus burden and 

perceived physical health problems appear to be positively 

related, and these factors appear to influence perceptions 

of patient symptoms, such that increased salience for 

symptoms may be an indicator of high levels of burden, and 

this may reduce the ability of the caregiver to accurately 

perceive and report about symptoms or problems associated 

with the carereceiver. 

Another variable that is related to perceptions of 

health for caregivers predicted salience of symptoms, but 

not accuracy of symptom ratings. Increased scores on the 

Neuroticism scale from the NEO-I personality inventory 

predicted greater symptom salience with respect to the Drug 

Toxicity case study. In several research studies (Hooker et 

al., 1992; Reis & Gold, in press), caregivers who scored 

high on Neuroticism reported a higher number of health 

problems, perceived stress to be greater, and experienced 

greater burden. Costa & McCrae (1985) have shown that 

individuals high in neuroticism tend to report symptoms that 

are not objectively confirmed. Larsen (1992) suggests that 

these individuals have biased symptom recall, and selective 

encoding of symptom information about the self by increased 

self focus and rumination. If a chronic negative mood 

triggers the self focus and rumination in these individuals 

and increases stress and strain related to caregiving, it 

may also alter the appraisal of symptoms in impaired family 
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members. Thus, a bias in perception may also exist with 

respect to encoding symptom information about others as 

well. 

The increased use of Problem-focused Coping strategies 

and decreased Effectiveness of Problem-focused Coping 

strategies predicted greater salience for Behavioral 

symptoms with respect to the Alzheimer's Disease, Drug 

Toxicity and Normal Aging case studies, and predicted less 

accuracy of Behavioral symptom ratings with respect to the 

Drug Toxicity case study. Increased Effectiveness of 

Emotion-focused Coping strategies predicted greater 

Affective symptom salience with respect to the Normal Aging 

case study, and decreased accuracy of Affective symptom 

ratings for the Alzheimer's case study. 

As discussed earlier, Problem-focused Coping strategies 

tend to be instrumental responses that tend to be used to 

alter a problem situation when it is perceived that 

something constructive can be done (Folkman & Lazarus, 

1980). It is possible that the use of instrumental 

strategies in a situation that must be endured (debilitating 

and incurable illness), would be ineffective, and perhaps 

result in more frustration and strain that impacts 

perceptions and appraisals. This may explain these 

findings, where increased use of, and decreased 

effectiveness of, Problem-focused Coping strategies was 

related to greater salience of Behavioral symptoms, and to 
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decreased accuracy of Behavioral symptom ratings. Thus, 

using a Problem-focused strategy in the context of caring 

for a relative with a progressively debilitating illness may 

be maladapted, since some situations in caregiving cannot be 

"resolved" or "controlled." 

The Ways of Coping measure was used in this study by 

asking a fairly general question about coping with 

caregiving and the impact of caregiving in several important 

lifestyle areas, where participants rated 63 coping 

strategies for use and effectiveness. Perhaps if more 

specific problems had been presented, such as dealing with 

wandering or bed wetting, the use of Problem-focused Coping 

strategies would have been related to salience and accuracy 

in a different way. For example, the use of a 

Problem-focused strategy such as "made a plan of action and 

followed it" would be more adaptive and appropriate if 

applied to managing or improving a problem behavior such as 

wandering. Behavioral techniques have been used 

successfully by some caregivers in better managing their 

relative at home (Buckwalter, 1989). However, applying this 

type of strategy in the context of the overall caregiving 

situation might be more ineffective, since the disease and 

the progression and losses cannot be controlled, and this 

may increase the frustration for the caregiver. 

Williamson and Schulz (1993) looked at the use of 

coping strategies for caregivers in relationship to specific 
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stresses. These authors did find that individuals used 

different strategies for coping with the care receivers 

memory problems, communication loss, and gradual decline, 

and that a differential impact on the caregivers' emotional 

status was seen. This emphasizes the need to look at coping 

in the context of a specific problem, rather than the 

general caregiving context, because individuals will use a 

variety of coping strategies that are related to specific 

stresses. 

The increased Effectiveness of Emotion-focused Coping 

strategies predicted increased salience and decreased 

accuracy. While the subjective sense of "effectiveness" for 

the participant with respect to this coping strategy is 

unknown, one possibility is that "avoidance" and "wishful 

thinking" may be perceived by the participant as reducing 

stress (Pruchno & Kleban, 1993). The impact of this style, 

however, may be to create a bias in appraising and reporting 

about symptoms of illness. While possibly reducing stress, 

this style of coping may function to reduce the impact of 

the reality of the situation on the caregiver. Thus, 

caregivers may avoid stressful aspects of the caregiving 

situation, at the cost of failing to attend to important 

information needed to make decisions about treatment and 

care. 

Increased levels of Expressive Support predicted 

increased salience of Affective symptoms with respect to the 
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Alzheimer' Disease and Normal Aging case studies. With 

respect to accuracy, higher levels of social support 

predicted decreased accuracy of Affective symptom ratings 

for the Normal Aging case study, and predicted greater 

accuracy of Affective symptom ratings for the Depression 

case study. 

While the social support measure used in this study 

looked at expressive, or emotional support, studies have 

shown that receiving different types of social support 

impact caregivers differently (Thompson et al., 1993), in 

terms of mental health outcomes. Thus, for some caregivers, 

emotional support may not mitigate the impact of burden, 

because such intimate interactions with others may also 

increase the level of negative emotional interactions. 

Thus, for some caregivers who receive emotional support, the 

level of negativity may increase if they perceive the 

supportive person becoming more critical or demanding, and 

this would not mitigate against stress or burden. In fact, 

burden could increase for some individuals who perceive the 

support as intrusive and controlling. For these burdened 

individuals, symptoms may become more salient or biased in a 

particular direction (receives more or less attention), and 

this may result in less accuracy of reporting. 

While increases in negative interpersonal interactions 

has been linked to increased depression for caregivers 

(Rivera et al., 1991), this explanation is not likely for 
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this study. The correlation between depression and social 

support is significant (r = -.34, p < -O1)/ anc* suggests 

that greater social support is related to less depression. 

Clipp and George (1990) reported that some individuals 

maintained a stable and high level of social support, and 

that factors that predicted this were good health, less use 

of psychotropic drugs, lowest use of sick days, fewer stress 

symptoms and lowest negative affect. These findings appear 

to characterize the participants in this study, where higher 

amounts of social support are related to greater amounts of 

positive affect (r = .38, p < .01), and less depression (r = 

-.34, p < .01). 

With respect to the Normal Aging case study, greater 

social support is associated with decreased accuracy. Thus, 

greater symptom salience in individuals who receive greater 

emotional social support may not be mediated indirectly by 

increased burden. It is possible that individuals who 

receive more support from friends and peers also experience 

more denial, and their perceptions of normal aging may be 

less accurate. It is also possible that individuals who 

receive greater amounts of social support are utilizing more 

resources because of the need prompted by caregiver demands. 

These individuals may be more attuned or sensitive to 

symptoms, and may not be accurate in reporting symptoms. 

This sensitivity to symptoms is suggested by the correlation 

between social support and neuroticism (r = .37, p < .01), 
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which suggests that individuals receiving more social 

support tend to be more health and illness focused, and may 

have a bias in interpreting physical symptoms. 

With respect to the Depression case study, greater 

social support is associated with increase accuracy for 

Affective symptoms. It is possible that individuals who 

have had experience with depression also have greater social 

support in order to maintain functioning, and that these 

individuals can more accurately recognize the symptoms of 

depression. 

High levels of Extraversion, as measured by the NEO-I 

personality inventory, predicted less accuracy of symptom 

ratings with respect to the Drug Toxicity case study. The 

reason for this finding being limited to the Drug Toxicity 

case alone is unknown, and may reflect chance findings. 

However, some studies have found a relationship between this 

personality variable and adjustment to caregiving. Reis and 

Gold (in press) examined Extraversion in caregivers, and 

found high scorers subjectively appraised their caregiving 

situation as less demanding than it objectively appeared to 

be, suggesting that these individuals may report symptoms 

inaccurately due to a bias in appraising the caregiving 

situation. However, this bias may not be related to 

negative outcomes, but to a more positive adjustment to the 

caregiving situation, according to Reis and Gold. Although 

high scores on extraversion were not related to burden or 
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health, there was a suggestion that these individuals cope 

more successfully with the problems in caregiving. 

Supplementary Analyses 

Data were analyzed in a Post Hoc fashion, to further 

explore the relationship between variables used in earlier 

analyses, including personality and knowledge variables, 

participant rating of diagnosis, participant rating of 

outcomes for carereceivers, and the use of participant age 

as an independent variable. These findings are discussed 

below. 

MANOVA with Regression Variables as Dependent Measures 

Main effect for kinship. The main effect for Kinship 

was for the Age of Participant variable, where Spouses were 

significantly older than Children. This is consistent with 

earlier analyses performed, and in fact Age of Participant 

has emerged as a predictor in some analyses. 

Care bv gender interaction. For both Problem-focused 

and Emotion-focused Coping styles, Female Active Caregivers 

used these strategies significantly more than did Male 

Active Caregivers. Female Active Caregivers used Emotion-

focused Coping strategies significantly more than did Female 

Potential Caregivers. For Problem-focused Coping, Male 

Potential Caregivers made greater use of this strategy than 

did the Male Active Caregivers. 

Results of research that addresses coping and Gender 

are mixed, and as discussed earlier, this may relates to 
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differences in the caregiver samples used, different 

measures of coping, and the tendency to ignore specific 

stresses as they relate to coping (Williamson & Schulz, 

1993). Gender differences in coping have been found when 

the specific problem being coped with was accounted for. 

However, coping styles in this study were not related to 

specific caregiving problems, but to the general context of 

caregiving. These findings for Male and Female Caregivers, 

however, do have some support in the literature. Bausch and 

Spaid (1989) did report that Female Active Caregivers tended 

to use a greater number of coping styles than did Male 

Caregivers, which may account for the greater use of both 

types of coping strategies by Females. The greater use of 

Emotion-focused coping by Active Female Caregiver than by 

Potential Female Caregivers may reflect the greater 

mobilization of coping responses to deal with stresses of 

the caregiving situation. If Female Caregivers perceive the 

caregiving situation as more stressful, then the use of a 

greater number of coping strategies may represent an attempt 

to manage the situation, but may also suggest that there may 

not be selective in terms of using the most appropriate 

strategy for a particular situation. 

The greater use of Problem-focused Coping by Male 

Potential Caregivers than by Male Active Caregivers may 

reflect the greater experience base for Males who are 

caregivers. Experienced Male Caregivers may have endorsed 
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this style less because they may view the increased use of 

Problem-focused Coping in a general caregiving context as 

less effective, or even maladaptive, if the problem cannot 

be "resolved" in the sense that dementia symptoms cannot be 

controlled. Potential Male Caregivers may fall back on more 

familiar problem solving styles that may not be effective in 

the context of caregiving. Although Lazarus and Folkman 

(1980) reported that males did use Problem-focused Coping in 

their study where the situation could not be controlled or 

managed, an experienced male caregiver is more likely to 

have learned which aspects of the caregiving situation can 

be controlled, and which ones cannot be controlled. 

Female Active Caregivers also rated the Effectiveness 

of Emotion-focused coping strategies as greater than did 

Male Active Caregivers or Female Potential Caregivers. In 

this study, Effectiveness of emotion-focused coping was 

significantly related to a measure of burden (-.25, p < 

.05), where increased use of this style was associated with 

less burden. Generally, the literature does not 

consistently support this finding. Studies have linked the 

effectiveness of Emotion-focused Coping in reducing burden 

to a specific caregiving context. A study using female 

caregivers who had institutionalized the care receiver found 

that Emotion-focused Coping was associated with less stress 

(Pruchno & Kleban, 1993), while another study of active 

caregivers found that this style was related to increased 
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burden (Vitaliano et al., 1989). Thus, the situation or 

problem that is being addressed is important in evaluating 

the meaning of differences in the use of coping strategies. 

The coping styles in this study were not evaluated with 

respect to specific problems because Potential Caregivers 

were administered the same Scale, which necessitated a more 

general question about caregiving. 

The finding that Male Potential Caregivers made more 

"Powerful Other" attributions about Locus of Control than 

did Female Potential Caregivers is counterintuitive, based 

on research reviewed. As discussed earlier, males in 

general may tend to view the caregiving context as an 

extension of their role as authority figures at work and in 

the home, and may experience more control and increased 

effectiveness of functioning. One possibility is the small 

number of males sampled for this study, where variability 

among males may be limited, and results are not 

representative of males in the general population. 

Alternately, Male Potential Caregivers lack experience with 

caregiving, and while Female Potential Caregivers lack that 

experience also, females are much more comfortable with the 

caregiving role because it is associated with family and 

childrearing issues. Thus, males lacking experience may 

feel more vulnerable, and have more doubts about how they 

would handle such a situation, resulting in increased 
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perceptions that they cannot control or manage such a 

situation. 

Care bv kinship interaction. Age of participant was 

significant, where for this study Spouse Active Caregivers 

were older than Spouse Potential Caregivers and Child Active 

Caregivers. Spouse Potential Caregivers were older than 

Child Potential Caregivers, and Child Active Caregivers were 

older than Child Potential Caregivers. This is consistent 

with findings that the oldest active caregivers are spouses, 

because younger relatives tend to institutionalize the 

impaired family member earlier than do spouse caregivers. 

With respect to Locus of Control-Powerful Others 

attributions, Spouse Active Caregivers made more Powerful 

Other attributions than did Child Active Caregivers and 

Spouse Potential Caregivers. Also, Child Potential 

Caregivers made more Powerful Others attributions than did 

Spouse Potential Caregivers. 

The findings in this study for "Powerful Other" 

attributions regarding Locus of Control based on Caregiver 

and Kinship status are also limited by the small number of 

males included in this study. Spouse and Children, in this 

case, are predominantly female. Spouse Active Caregivers 

made more "Powerful Others" attributions for Locus of 

Control than do Child Active Caregivers and Spouse Potential 

Caregivers. Spouse Active Caregivers are older than Child 

Active Caregivers and Spouse Potential Caregivers, and 
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typically report more health concerns. Research also 

suggests that older persons tend to make more external 

attributions (Abel & Hayslip, 1987). 

Based on the predominance of females for this group, 

this finding could be explained based on the role 

expectation of Female Active Caregivers (Miller, 1987), 

where less control is experienced with respect to the 

caregiving context, and subsequently these Spouse Caregivers 

experienced more stress. The finding that Child Potential 

Caregivers make more "Powerful Others" attributions about 

control than do Spouse Potential Caregivers may also be 

limited by the small number of males used in this study, 

with females predominantly represented for Children and 

Spouses. Perhaps the "Powerful Others" attributions in 

Children, who are significantly younger than the Spouses in 

this study, are related to role strain that women experience 

when caught in the middle between their children and 

expectations of caring for aging parents. 

Main effect for gender. The finding that overall, 

Males in this study scored higher on neuroticism than did 

Females, was an unexpected finding. McCrae and Costa (1990) 

reported nonsignificant gender based differences in 

neuroticism, as well as stability over time. These results 

may be accounted for by the small number of males included 

in this study, and subsequent reduction in variability among 

the males. 
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The finding that Females use Problem and Emotion 

focused coping strategies more than Males may be related to 

the earlier discussion regarding females using a greater 

number of coping strategies, when compared to males. 

Although this research discussed earlier utilized caregivers 

(Baraush & Spaid, 1989), perhaps this could be generalized 

to females who are not caregivers to impaired relatives, but 

who do tend to fulfill the role of caregiver in the context 

of family life. 

Potential Caregivers demonstrated greater positive 

affect, when compared to Active Caregivers. This finding is 

expected, based on studies (Hooker et al., 1992) that 

demonstrated less positive affect with respect to 

caregivers. The affect measured in this scale looks at more 

transient emotional experiences, rather than more enduring 

components of mood, and does appear to capture the impact of 

caregiving on increasing the negativity of mood due to 

fluctuations in frustration related to caregiving. 

MANOVA with Outcomes as Dependent Variables 

Care by kinship interaction. The finding that Children 

endorsed the outcome "Home Care" more than did Spouses is 

not generally supported in the literature. Studies reviewed 

(Cohen et al., 1993; Colerick & George, 1986; Pruchno & 

Potashnik, 1990; Smallegan, 1985) reported that Spouses tend 

to maintain their partner at home longer, while Children are 

more likely to institutionalize the care receiver. Spouses 
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tend to view caregiving as a normative event, and may 

continue with home care, despite increased problems with 

health and strain (Pollitt et al., 1989). The spouses in 

this study were significantly older than the children, and 

it is possible that this group evaluated their resources as 

not adequate to maintain the family member in home care. 

Given that the number of males included in this study was 

small, predominantly females were included as Children and 

Spouses, and these results may reflect this difference in 

sample size between males and females. 

Other studies have looked at the current satisfaction 

with a relationship, and found that if a current 

relationship is perceived to be positive, individuals are 

more likely to entertain the idea of caring for an impaired 

relative (Wolfson et al., 1993). Thus, differences in 

current satisfaction with parent/child or spouse 

relationships may have impacted the outcome decisions, such 

that Children in this study were more likely to endorse 

"Home Care" as an option. 

Most studies reviewed that examined predictors of 

institutionalization found children more likely to make this 

decision (Colerick & George, 1986; Cohen et al., 1993; 

McFall & Miller, 1992; Pruchno & Resch, 1990). However, 

Children do tend to perceive parent care as normative event 

(Brody, 1985), and today adult children actually do provide 

difficult care over longer periods of time to aging parents. 
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However, Brody (1985) emphasized that caregiving for parents 

is very stressful, and that although children may be more 

willing to institutionalize a parent, compared with spouses, 

children experience considerable guilt over such decisions 

and do tend to try cope with the competing demands of 

caregiving for families and older parents. The finding that 

Males endorsed the outcome "Institutionalization" more than 

did Females has not generally received support in the 

literature reviewed. In fact, several authors (Colerick & 

George, 1986; Pruchno & Potashnik, 1990) described those 

most likely to institutionalize the care receiver as females 

who were employed, experiencing high levels of stress, and 

were children rather than spouses. However, on examination 

of the means, ratings for males and females ranged between 

"somewhat disagree" and "undecided" with respect to this 

outcome, although males did endorse this outcome more 

strongly than did females. Thus, there was not strong 

endorsement for this outcome for males or females. 

With respect to the outcome "Seek services for an 

initial diagnosis," Spouse Active Caregivers and Child 

Potential Caregivers endorsed this option more than did 

Spouse Potential Caregivers. Active Caregivers would be 

expected to endorse this option, based on their subjectively 

defined role of caregiver, and knowledge about their care 

receivers illness. Child Potential Caregivers may be more 

likely to view symptoms as a problem needing an evaluation, 



157 

compared to Spouse Potential Caregivers (Pollitt, et al, 

1989). Spouse Potential Caregivers, on the other hand, may 

tend to view problems such as forgetfulness as a mutually 

experienced problem, rather than a symptom of illness. 

Thus, Potential Caregivers may not seek services for an 

initial diagnosis, compared to the other two groups because 

they are less likely to define the symptoms as a "problem" 

requiring evaluation. This may partly explain why persons 

with subtle signs of dementia may go undiagnosed for periods 

of time. Pollitt et al. (1989) view this minimization of 

problems as a strategy used by older couples for coping. 

Care by gender bv case interaction. For the outcome 

"Seek services for home care," with respect to the Drug 

Toxicity case study, Female Active Caregivers endorsed this 

option more than did Male Active Caregivers. Research does 

support this finding (Barusch & Spaid, 1989; Miller, 1987), 

where Male Active Caregivers utilized fewer formal services, 

when compared to Female Active Caregivers. Miller (1987) 

suggests that males view the caregiving role as congruent 

with previous role expectations, and as a result, feel less 

burden, experience more control over their environment, and 

subsequently provide care without perceiving the need for 

formal assistance. Other researchers (Pruchno & Resch, 

1989) suggest that men in particular may feel an obligation 

to provide care to a partner without seeking outside 

assistance. While females tend to use more formal services, 
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such as medical care or counseling, males tend to use more 

informal services, such as help from other relatives and 

friends (Baraush & Spaid, 1989). Apparently, greater use of 

formal services does increase the risk for 

institutionalization, and this is reflected in females 

greater use of formal services, perhaps due to feeling more 

burdened than do males. However, Levin, Sinclair and Gorbach 

(1986) reported that home care, for males only, decreased 

the risk for institutionalization. The specificity for the 

Drug Toxicity case study suggests several possibilities. 

Perhaps the problems described in the case study were easily 

diagnosed, as suggested by other analyses in this study, and 

viewed as needing some sort of intervention other than 

institutionalization or home care. 

MANOVA with Diagnoses as Dependent Variables 

Main effect for case study. Overall, participants were 

accurate in rating a diagnosis as pertaining to the case 

study that was read. For the Diagnoses of Normal Aging and 

Drug Toxicity, participants agreed most strongly that these 

diagnoses pertained to the Normal Aging and Drug Toxicity 

case studies, respectively, and did not pertain to the other 

case studies. Thus, for Normal Aging and Drug Toxicity 

diagnoses, accuracy was high for participants when they were 

asked to assign a diagnosis. 

When symptom accuracy was analyzed earlier, a somewhat 

different pattern emerged with respect to Normal Aging and 
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Drug Toxicity. With respect to the Normal Aging case study, 

Behavioral and Affective symptom ratings were least 

accurate, compared to the other case studies. With respect 

to the Drug Toxicity case study, Behavioral, Cognitive and 

Affective symptom accuracy was less than for Alzheimer's 

case study, but greater than for the Depression and Normal 

Aging case studies. Thus, participants were more accurate 

with respect to these two case studies when they rated 

actual diagnoses, rather than symptoms. It may be that 

participants were asked to make distinctions between 

symptoms that were too specific, and although these 

participants appeared to recognize what was going on in the 

Normal Aging and Depression case studies, as evidenced by 

accurate labeling of diagnoses, attempting to measure 

knowledge at the symptom level may be too specific and too 

difficult for individuals that do not have experience with 

these disorders. 

Although participants most strongly agreed with 

Alzheimer's Disease case study for the diagnosis of 

Alzheimers Disease, participants were equally likely to 

assign the diagnosis of Alzheimer's Disease to the 

Depression and Normal Aging Case studies. This suggests 

some confusion regarding these disorders, when asked to 

assign a diagnosis. Differential accuracy for these case 

studies may vary according to the actual experiences 

participants have with these disorders. 
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When rating symptoms, participants were most accurate 

in rating Behavioral, Cognitive, and Affective symptoms with 

respect to the Alzheimer's Disease case study, compared to 

the other three case studies. Thus, rating symptoms 

resulted in greater accuracy for the Alzheimer's Disease 

case study. 

Participants most strongly agreed with the diagnosis of 

Depression for the Depression case study, when compared to 

the Alzheimer's Disease diagnosis. Thus, Alzheimer's 

disease and Depression were accurately differentiated for 

the Depression case study. However, the diagnosis of 

Depression was equally likely to be assigned to the Normal 

Aging and Drug Toxicity case studies, as to the Depression 

case study. When symptoms were rated in an earlier 

analysis, Depression and Normal Aging were not 

differentiated with respect to the Behavioral and Affective 

symptoms. Thus, regardless of ratings of symptoms or 

assignment of diagnoses, some confusion persists with regard 

to Depression and Normal Aging. 

Overall, participants were accurate in assigning 

diagnoses, although some uncertainty persisted with regard 

to differentiating between Depression, Normal Aging and 

Alzheimer's Disease. When participants rated symptoms, 

which were analyzed in an earlier analysis, participants 

were most accurate with respect to the Alzheimer's Disease 

case study for all three symptom categories, and least 
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accurate with respect to the Normal Aging and Depression 

case studies, for all three symptom categories. The results 

of this analysis suggests that individuals do demonstrate 

uncertainty about the differences between Alzheimer's 

Disease, Normal Aging and Depression. These* findings are 

certainly reflective of difficulties experienced in the 

larger community by the medical profession. This may also 

reflect differential experiences of participants in 

recognizing symptoms in themselves or in family members. 

However, within the family environment, the appraisal of 

symptoms will impact how quickly a relative receives an 

evaluation. It appears that the participants in this study 

were more knowledgeable than expected with regard to 

Alzheimer's Disease. This could be related to the 

heightened awareness of the public about the disorder, or 

perhaps the case study was written in a way that made 

discrimination easier, as discussed earlier. 

Multiple Regression Analysis with Diagnosis as 

Dependent Variable 

For the Alzheimer's case study, greater knowledge of 

Alzheimer's disease, and fewer "Powerful Others" Locus of 

Control attributions predicted greater accuracy of 

diagnosis. Increased knowledge of Alzheimer' Disease as a 

predictor of accuracy is fairly straight-forward. Fewer 

"Powerful Others" Locus of control attributions may suggest 

that accuracy of judgements are increased when individuals 
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cope with stresses better. Some research suggests that less 

belief that random events or others can control personal 

outcomes may lead to enhanced self-efficacy (Levine et al., 

1983) . Perhaps such individuals actively seek out more 

information about their environment, because they perceive 

that they do have some control over events that occur. 

For the Depression case study, greater knowledge of 

aging, poorer self-rated health, and less Filial Anxiety 

best predicts accuracy of diagnosis. Individuals who 

experience less anxiety over anticipated caregiving 

typically describe their current relationships with older 

relatives as good (Horne et al., 1990). Perhaps these 

individuals do not look toward future caregiving as a 

burden, and consequently may allow themselves to learn more 

about older adults, and may exhibit fewer stereotypical 

beliefs about older persons. Some research suggests that 

increased anxiety over caregiving causes individuals to 

distance themselves from the older person, which could 

interfere with learning more about that older person, or 

aging in general, as well as increase beliefs in stereotypes 

about older persons. 

Poorer self-rated health is more difficult to 

understand as a predictor of accurate diagnosis for 

Depression. However, poorer self-rated health is 

significantly correlated with Depression for this sample (r 

= .24, p < .05), but Filial Anxiety is not significantly 
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related to Depression. Poorer self-rated health is also 

significantly correlated with decreased positive affect (r = 

-.42, E <.01), lower self-efficacy (r = -.27, E < *05), 

higher conscientiousness (r = .29, E < -01), and with Active 

Caregiver Status (r = -.25, E < .05). Thus, poorer 

self-rated health as a predictor of accuracy for Depression 

may be related to active caregivers who tend to be high 

achievers, and who thus may be more likely to seek out 

information. Also, these individuals may have previous 

experience with depression themselves, and thus, be more 

accurate in recognizing symptoms. 

Variable Intercorrelations for the Active Caregiver Group 

For Active Caregivers, formal service use, and amount 

of caregiving help from others was examined in relationship 

to other variables. The negative relationship between 

formal service use and Alzheimer's Disease knowledge is 

interesting, although causality cannot be determined. One 

interpretation that is more consistent with literature 

reviewed is that formal service users may be using poor 

coping skills (Schulz & Williamson, 1991), and are 

vulnerable to institutionalizing their impaired family 

member. Perhaps a poor knowledge base about the illness 

contributes to the poor coping in terms of understanding 

troublesome symptoms, and dealing with symptoms in more 

effective ways. 
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The positive relationship between formal service use 

and the use of Cognitive and Emotional coping skills, and 

the rated effectiveness of Cognitive and Emotional coping 

skills may be indicative of a very stressful caregiving 

environment. Prior to institutionalizing a family member, 

research suggests that burden increases, care receiver's 

behaviors become more difficult to manage, and there may be 

some change in the support network. These factors may 

actually mobilize the caregivers coping efforts, as 

suggested in the increased use of these coping strategies. 

Increased formal service use by individuals who make 

"powerful others" attributions about health related issues 

is also understandable in terms of these individuals needing 

support for coping with a relatives' health problems. These 

individuals may not feel they can cope with symptoms they 

experience as unpredictable and uncontrollable. 

Increased formal service use is correlated with 

increased symptom salience with respect to the Normal Aging 

and Alzheimer's case studies, for Behavioral and Cognitive 

symptoms. The increased probability of institutionalization 

that is associated with formal service use is understandable 

in terms of Behavioral problems and Cognitive losses 

becoming more salient to the caregiver, and perhaps less 

tolerable. The relationship between increased formal 

service use and decreased accuracy of symptom ratings for 

Alzheimer's Disease and Normal Aging case studies could 
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suggest that as stress and burden increase, the salience of 

problem symptoms and behaviors increases and accuracy of 

judgements decrease. 

Higher use of other supportive persons was correlated 

with less accuracy of symptom ratings for the Drug Toxicity 

case study. Increased use of other support may allow family 

members to get some distance from the caregiving situation, 

and lessen individual responsibility. Perhaps accuracy is 

lessened when one individual in not providing all of the 

care, all of the time. 

Additional Analyses using Age of Participant as an 

Independent Variable 

As discussed earlier, when age of participant (older 

and younger) was used in a series of analyses instead of 

Caregiver status, the results were the same, except for 

unique findings in two MANOVA analyses. These unique 

findings will be discussed. 

MANOVA with Regression Variables as Dependent Measures 

Age bv kinship interaction. When this MANOVA was 

analyzed earlier with Caregiver status rather than 

Participant Age, there were no significant findings for 

Anxiety about Aging and Filial Anxiety. Thus, results for 

these two variables are unique to the analysis with Age of 

Participant as an independent variable. 

For Anxiety about Aging, and Filial Anxiety, younger 

children scored higher than older children, and higher than 
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younger spouses. In this study, these two variables were 

significantly correlated (£ = .43, p < *01), and may both 

reflect fears and concerns that younger adults have with 

respect to growing older, and taking on additional 

caregiving responsibilities. These younger children are 

likely to have children still living in the home, and the 

idea of caring for an older parent may be reslated to 

increased anxiety about taking on additional 

responsibilities that may extend beyond sel f:-perceived 

resources (Horne et al., 1990). 

For Anxiety about aging and Filial Anxiety, older 

spouses scored higher than older children and younger 

spouses. For these individuals, anxiety may be elicited by 

considering further increases in caregiving, since the older 

spouses are most likely to be Active Caregivers. 

Also significant with Age of Participant used as an 

independent variable were Locus of Control-Powerful Others, 

and Health Locus of Control-Internal. These findings did 

not emerge when Caregiver status was uses as an independent 

variable in earlier analyses. The finding that younger 

children made more "Powerful Other" attributions than did 

younger spouses was surprising, since externality tends to 

increase with age (Abel & Hayslip, 1987). This may be 

related to the younger children have more responsibility, 

and perhaps feeling more overwhelmed and less able to 

control outcomes. The finding that older spouses made more 
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"Powerful Others" attributions than did younger spouses is 

more consistent with research that suggests an increase in 

the use of such attributional styles with aging (Abel & 

Hayslip, 1987). 

MANOVA with Outcome as Dependent Measure 

When this MANOVA was analyzed earlier, using Caregiver 

status rather than Age of Participant as an independent 

variable, the results showed Children endorsing the "Home 

Care" outcome more than Spouses. When Age of Participant 

was used as an independent variable, the findings for 

Children and Spouses were the same, but the effects were 

specific to younger children and younger spouses. One 

additional finding was uniquely related to age, however. 

Results showed that older spouses endorsed the "Home Care" 

outcome more than did younger spouses. The Care by Kinship 

interaction using caregiver status instead of age (discussed 

earlier) resulted in Children endorsing "Home Care" more 

than Spouses. This finding for differences between younger 

and older spouses is consistent with the literature reviewed 

on gender and caregiving. Older spouses are much more 

likely to keep their partner at home, and studies suggest 

that the longer the period of caregiving, the lower the 

burden. Mittelman et al. (1993) looked at interventions to 

delay insitutionalization of carereceivers, and found that 

the younger spouses were more likely to place their partner 

in a nursing home. Thus, older spouses would not 
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necessarily be at risk for institutionalizing their 

partners, unless they experienced frail health themselves. 

In the earlier MANOVA analysis where Caregiver status 

was used rather than Age of Participant for an independent 

variable, the outcome "Seek services for home care" showed 

Female Active Caregivers endorsing this outcome more than 

Male Active Caregivers. With Age of Participant as 

independent variable, an Age by Kinship interaction was 

found, where younger children were more likely to endorse 

this decision than younger spouses. This is consistent with 

research that suggests that spouses are less likely to use 

formal services, whereas children in their 4 0's are likely 

to have multiple responsibilities at home and at work, and 

may use increased formal services. 

Also, older spouses endorsed the "Seek professional 

services for home care" decision more than did younger 

spouses. This is more surprising, since formal service use 

has been reported to be less in spouses. One possibility is 

that the older spouses are in frail health, or disabled in 

some way, and use services for meals to be delivered, or for 

help with heavy tasks such as lifting and cleaning. 

Methodological Limitations 

Participants in the present study were not randomly 

selected, thus introducing a sampling bias. Participants 

were actually self-selected with respect to unknown 

variables. Since participants who were interested in 
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participating were required to send a reply postcard or make 

a phone call, this suggests that some motivation, interest, 

or perhaps knowledge was characteristic of these 

individuals, as opposed to those who did not respond. 

Furthermore, self-selected participants in this study may 

have been experiencing less stress or burden, or perhaps 

were coping better than those not participating, and thus 

had more time and energy available for participating in a 

study. 

An alternate explanation is that participants were more 

stressed, and viewed the study as an opportunity to receive 

additional support. Individuals may also have agreed to 

participate because they were facing some important 

decision, or their family and support structure was in 

transition. 

Based on this investigator's personal interviews with 

the caregivers, it appears that several explanations 

mentioned above may be viable. Several caregivers 

interviewed did actually appear to be coping effectively, in 

terms of having a structured daily schedule, goals in mind 

for further treatment and possible interventions, and a 

positive framework for dealing with everyday problems. This 

type of participant was very unusual, and almost always 

involved spouses. 

This was in striking contrast to other participants who 

appeared to need to express the anger and disappointment 
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experienced from conflict that within the extended family, 

as a relative began to deteriorate, and fights erupted over 

guardianship and distribution of money and power. In fact, 

several child participants stated that this was the first 

time they had ever talked to anyone outside the family, or 

expressed their feelings about these stressful experiences. 

Also, some participants appeared to be in a transition 

period, with respect to evaluating their personal resources, 

and demands of caregiving. These individuals were 

entertaining the idea of placing their family member in a 

nursing home, and appeared to need information, and 

reassurance about guilt over abandoning their family member. 

Thus, participants appeared to be very different in their 

motivations for being involved in this research study. 

An attempt was made to include as many males as 

possible in this study, but a total of only 17 males 

participated. With such a small sample, interpretation of 

any effects for males, or generalizations about the 

findings, may be hindered by the decreased heterogeneity. 

The small number of males recruited may be related to the 

method of locating potential participants for this study. 

Letters were sent out by the local Alzheimer's Association, 

from a list of individuals who had called the Information 

and Referral service. The low use of formal services for 

males may suggest that males contact such services less 

frequently, and thus would make up a small percentage of the 
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individuals who eventually received information about the 

study. In fact, Coyne (1991) reported that most callers to 

one information and referral service were women, with men 

making only 21% of the calls. 

The cross sectional design of this study created an age 

and cohort confound. Thus any impact related to differences 

between older and younger cohorts could not be discerned. 

Also, causal sequences with regard to variables of interest 

could not be adequately established. 

Participants in this study were not matched on 

characteristics that could possibly influence their 

responses. Thus, factors such as education, income and age 

could have impacted some of the variables of interest in 

this study differentially. Other variables with respect to 

caregivers that were different could also mask results. 

These included not limiting carereceivers to a diagnosis of 

Alzheimer's Disease, but also including caregivers of 

relatives with cognitive impairment due to diabetes and 

stroke. These illnesses have a different pattern of symptom 

onset, and disease progression, and may have influenced the 

caregivers perceptions differently from those caring for an 

Alzheimer's Disease relative. Furthermore, length of 

caregiving was not matched or controlled for, so that 

caregivers in this study were experiencing very different 

carereceiver behaviors, depending on the stage of illness. 

Caregivers were also notmatched on use of formal service 
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use, which has been demonstrated to be related to a number 

of caregiver and carereceiver outcomes, such as burden and 

institutional- ization. In fact, in this study increased 

formal service usewas correlated with less Alzheimer's 

Knowledge, suggesting that this may be an important factor 

to control ormatch with respect to participants. 

The analogue-type design of the present study also 

limits the generalizability of the results, although greater 

control of variables can occur with this type of study. 

Participants were given case studies to read, and an attempt 

was made to elicit genuine attitudes and reactions, and 

create a "set" for the caregiving experience. Participants 

were encouraged to re-read the cases, and were instructed to 

"get an impression" of what was going on in the case study. 

However, attitudes and perceptions are difficult to tease 

out from test-taking stances, and other factors related to 

this type of design. Active Caregivers, in particular, 

approached these case studies with a "set," related to their 

own experiences with caregiving. 

Conclusions 

Overall, the results of this study imply that 

individuals do perceive symptoms of illness differently. 

This differential perception was evaluated in this study by 

measuring symptom salience, which appears to reflect a bias 

for "attending to" and "reporting" some symptoms more or 

less than others. It appears that a bias in reporting 
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symptoms could be related to the burden of caregiving. If 

an individual is experiencing burden, they may attend to 

aspects of the caregiving context more or less. Thus, if a 

caregiver is upset or bothered by certain symptoms, 

sensitization to those symptoms may occur, with more or less 

attention subsequently paid to those symptoms. However, if 

the symptoms are stressful, the caregiver could over or 

under interpret the presence of the symptoms, and thus may 

not be an accurate reporter of those symptoms. However, it 

is difficult to discern to what extent burden creates a 

sensitivity to symptoms that are difficult to manage, based 

on the present study. It is also difficult to determine the 

contribution of gender role expectations and aging 

stereotypes to biases in perception and reporting. If an 

individual expects that an older person will have problems 

with memory, they may identify a mild problem as more 

severe, due to the expectation, or bias toward expecting 

decline and deterioration as a function of aging. 

With respect to Active and Potential Caregivers, 

overall differences were not found for symptom salience or 

accuracy of judgements. This may be a function of the 

selection process for participants, as described earlier, 

resulting in these two groups being more similar than 

expected. However, some of the gender and kinship-based 

differences in the burden and coping literature are 

consistent with the interpretation of the results made by 
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this investigator, where burden may be related to the 

salience of symptoms, and this may impact accuracy of 

judgements. 

It appears that Females in the Caregiver role do tend 

to notice and report Cognitive and Behavioral types of 

symptoms more than Females who are not yet in the caregiving 

role. It is significant that Female Active Caregivers are 

also less accurate in judging symptoms, compared to Male 

Active Caregivers. 

These findings have major implications for how females 

cope with the stress of caregiving. Female Active 

Caregivers tend to use what may be "ineffective coping 

strategies", in that the increased use of problem-focused 

and emotion-focused coping strategies, at least in the 

caregiving context, may lead to more burden and stress, 

secondary to applying these strategies inappropriately. 

Thus, attempting to resolve the problem of "incontinence" in 

the carereceiver may lead to increased frustration, because 

this problem must be accepted as part of the carereceiver's 

process of deterioration, and is difficult to resolve or 

control. 

The tendency for females to focus at the level of the 

interpersonal interaction may increase salience for certain 

symptoms or behaviors that are bothersome, or that are a 

reminder of the loss of the relationship. This increased 

salience, or bias in attending to these symptoms, may 
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actually lead to a decrease in accurate reporting of those 

symptoms. 

Perhaps differences in gender role expectations are 

related to these findings for female caregivers. The 

tendency of females to focus more on the interpersonal 

relationship was suggested by Miller (1987) This could 

account for a "bias" in symptom reporting for females. 

Increased efforts to cope with the disruptive symptoms in 

the carereceiver by attempting to solve a problem that must 

be accepted, or by avoidance and wishful thinking is likely 

to increase burden. 

However, the difficulty these Female active Caregivers 

have in accurately judging symptoms implies that they may 

some symptoms may be misinterpreted as "purposeful" or 

"willful", which certainly reduces the ability to cope 

effectively, and increases burden even more. These findings 

for Active Female Caregivers suggest thatinterventions need 

to occur early in the process of caregiving, in order to 

avoid the cycle of biases and misconceptions contributing to 

increasing levels of burden, andultimately in a nursing home 

admission. An emphasis should be on increasing the use of 

more appropriate coping skills, that address specific 

problems, such a wandering or getting lost in a familiar 

surrounding. 

Findings for males must be interpreted with caution, 

due to the small sample size. However, results do suggest 
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that Male Active Caregivers do not experience a bias with 

respect to the salience of symptoms, and are more accurate 

in judging symptoms when compared to Female Active 

Caregivers. This appears consistent with research 

suggesting males experience less burden, and keep the 

carereceiver at home longer. It is possible that Males do 

approach the caregiving situation differently, and 

experience different outcomes, compared to Females, and part 

of that difference is related to "less attention" to 

behaviors and affective expressions of the carereceiver. 

Again, Miller (1987) suggested that men tend to feel more 

comfortable with and "instrumental" rather than 

interpersonal style. 

Other research with males suggests that greater self 

rated health problems are reported for caregiving males 

(Hooker et al., 1992). This suggests that the focus on 

somatic symptoms may be an indirect indicator for stress. 

Perhaps interventions for males should focus on finding ways 

for men to benefit from support groups. Given the 

gender-based differences in approaches to, and perceptions 

of, the caregiving experience, it is likely that males would 

not find a more traditional support group helpful. Perhaps 

groups for men should be more sensitive to their style of 

approaching caregiving. 

With respect to Kinship, there were no overall 

differences in symptom salience and accuracy of symptom 
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ratings for Spouses and Children. However, results did 

suggest that Child Caregivers were more accurate in rating 

Behavioral symptoms than were Spouse Caregivers. While this 

result is counterintuitive, based on research that suggests 

Child caregivers are more stressed and burdened, in this 

study, characteristics of the sample may have accounted for 

this finding. Child caregivers may have been less burdened 

than expected, due to the significant amount of help and 

support received from others that caregivers in this study 

reported receiving. 

Participant Age emerged as a significant predictor in 

several analyses performed. Participant age also was 

related to caregiver status in this study. The oldest 

participants were Active Spouse Caregivers, and the youngest 

participants were Potential Child Caregivers. Due to Age of 

Participant emerging as a predictor in several analyses, 

data were reanalyzed, using a median split for age, with 

younger spouses and children aged 49 and below, and older 

children and spouses 50 and older. Several unigue findings 

emerged from these analyses when age was used as an 

independent variable instead of caregiver status. 

The finding that younger children endorsed "Home Care" 

more than did younger spouses may imply that other demands 

and responsibilities, related to cohort effects, will 

influence decisions about home care versus 

institutionalization. However, the finding that Child 
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Caregivers were more accurate, and endorsed "Home Care" more 

than did Spouse Caregivers suggests that such a decision 

would be made based on information about personal resources, 

and more realistic expectations about the illness, rather 

than culturally based expectations of reciprocity. 

Despite the greater accuracy of judgements, and the 

willingness to endorse "Home Care", Child Caregivers 

experience significant burden, which may be related to the 

complex demands of caring for children and older adults. 

Interventions for Child Caregivers may best be utilized by 

increased availability of respite services and adult day 

care. 

The Potential Caregivers, as a whole where not 

significantly different from the Active Caregivers. This 

was surprising, given the different experiences and life 

stresses that characterized each group. As discussed 

earlier, the Potential Caregivers in this study may not be 

representative of those in the general community, and in 

fact appear to be more knowledgeable than expected about 

aging and Alzheimer's Disease. 

The finding related to the outcome "Seek professional 

services for a diagnosis is however, is important. The 

reluctance of Spouse Potential Caregivers to endorse this 

outcome suggests, as mentioned earlier, that spouses may not 

be as likely to identify symptoms as an "illness" per se. 

This may result in a delay of care for the partner of that 
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spouse, and risk the worsening of a potentially treatable 

illness. Interventions for Spouses should involve the 

dispensing of information, such as that provided by 

information and referral services regarding symptoms of 

illness and resources available. 

Ultimately, physicians treating older persons may need 

to be more successful at detecting problems when visits 

occur for physical problems, since older persons are more 

likely to visit a physician for physical problems. Arden et 

al. (1993) reported a very low rate of detection of 

cognitive impairment in older medical patients, and 

suggested that the general practitioner is the best resource 

for identifying cognitive problems, and allowing further 

evaluation. 

Overall, several variables were important predictors of 

symptom salience and accuracy of judgements. Increased 

symptom salience and decreased accuracy of ratings were both 

associated with greater Filial Anxiety, Health Locus of 

Control (Chance), and self rated health. This suggests 

salience for symptoms may be associated with greater burden, 

which may impact accuracy of perception. Interestingly, 

Cicirelli (1988) found greater "filial anxiety" in college 

aged females than males when they were asked to anticipate 

caregiving in the future. Thus, whatever process mediates a 

bias for attending to and reporting symptoms may precede the 

onset of burden associated with actual caregiving. The 
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possibility exists thatattending more to symptoms may be 

related to gender-base differences in perceptions of 

relationships, or in personality style. 

The findings that were specific for case studies were 

also unexpected, and could reflect problems inherent in the 

construction of the case studies and symptoms lists. 

Overall, participants tended to be accurate in judging 

symptoms of Alzheimer's Disease, and in labeling the case 

study with the diagnosis of Alzheimer's Disease. Symptom 

salience was also greatest for the Alzheimer's case study. 

Participants appeared to be more knowledgeable than expected 

about Alzheimer's disease. This may reflect the increased 

attention this disorder has received in the media. 

With respect to Depression, participants were least 

accurate in judging symptoms of Depression, and were 

somewhat more accurate in assigning a diagnosis of 

Depression to the Depression case study. 

For Drug Toxicity, participants more accurate in 

identifying symptoms than for Depression and Normal Aging. 

However, participants were able to accurately assign the 

Diagnosis of Drug Toxicity to the Drug Toxicity case study. 

With respect to Normal Aging, participants least accurate in 

identifying symptoms for this case study, but were accurate 

at assigning the Diagnosis of Normal Aging to the Normal 

Aging Case study. Findings for both Normal Aging and Drug 
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Toxicity suggest that the level at which participants were 

asked to identify a disorder was important for accuracy. 

These findings that were specific to case study, and to 

diagnosis, have several implications. First, overall the 

accuracy for participants appears to be better when they 

were asked to assign a diagnosis, rather than rate 

individual symptoms. Participants may have been able to 

make better qualitative than quantitative judgements about 

the cases. Furthermore, the personal experiences and 

knowledge of the participants also were likely to contribute 

to the accuracy of judgements for specific cases studies. 

And lastly, participants appeared to have some difficulty 

discriminating between Alzheimer's Disease, Depression and 

Normal Aging. This may reflect stereotypes that 

participants hold about older persons, where there may be a 

tendency to ascribe more serious symptoms to a case, just 

because the subject is an older person. One finding that is 

surprising is related to the Normal Aging case study. While 

participants were least accurate in judging symptoms for 

this case study, they were very accurate in assigning the 

diagnosis of Normal Aging. It is possible that by offering 

participants a choice of a Normal Aging Diagnosis, this was 

in some way "legitimating" the Normal Aging process, in a 

way that was not possible when they were rating symptoms. 

This highlights the importance of the context of any 
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education programs for increasing awareness of aging and 

illnesses associated with older adults. 

Most research studies reviewed by this investigator 

defined symptoms of the illness associated with the 

carereceiver as "objective burden," and emphasized that the 

carereceiver characteristics were not as important in 

determining burden as were caregiver characteristics. Only 

two studies reviewed (Deimling & Bass, 1986; Pruchno & 

Resch, 1989) looked at the impact that carereceiver symptoms 

may have on the caregiver. Based on results from this 

study, it appears that symptoms do have a personal meaning, 

which impacts appraisal and judgement about the symptoms. 

The relevance and meaning of certain symptoms to the 

caregivers certainly deserves further study. A number of 

studies reviewed (Mittleman et al., 1993; Montgomery & 

Borgatta, 1989) looked at the impact of caregiver 

interventions, with respect to impact on the caregiver, and 

impact on rate of institutionalization. Only recently have 

studies looked at outcomes for caregivers in any meaningful 

way, other than "global satisfaction" with support and 

education groups (Braithwaite, 1992; Mittleman et al., 

1993). It appears that one study found interventions based 

on counseling, education, and respite help to actually 

lengthen the stay of carereceivers in the community, 

however, these authors used spouse caregivers, who already 

tend to keep their partner at home longer. In another study 



183 

Montgomery & Borgatta, 1989), respite and education 

interventions had differential outcomes for spouse and child 

caregivers, with spouses being more likely to 

institutionalize their partner, and children being less 

likely to institutionalize a parent, following intervention. 

The importance of research that measures caregiver 

outcomes is related to the cost savings associated with 

keeping a family member in the community longer (Hu, Huang & 

Cartwright, 1986). Interventions that can better support 

caregivers in the community thus have relevance for public 

policy decisions regarding the allocation of resources and 

funding. While family members have traditionally rated 

support groups and interventions as "satisfactory," this is 

not a meaningful outcome, according to Braithwaite (1992), 

in terms of justifying the allocation of money to maintain 

intervention programs. She emphasized that from a public 

policy standpoint, outcome studies have not demonstrated a 

consistent impact on caregiver burden or well-being, and 

that part of the problem is related to the types of measures 

used for evaluating burden, and the lack of applicability to 

the general community population. Thus, the evaluation of 

caregiver outcomes from various interventions needs too be 

an ongoing focus of research. 

Based on findings from this study, more meaningful 

outcomes for interventions may be achieved if support groups 

considered the differential impact of the caregiving 
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experience on spouses and children, and geared interventions 

more specifically to these groups. Spouses and children 

appear to differ in how they evaluate and appraise symptoms, 

and in the manner that they cope with the caregiving 

situation. In particular, for female spouse caregivers, a 

focus for interventions might be enhancing the use of 

appropriate coping skills for dealing with behaviors that 

are bothersome. For male caregivers, groups that focus on 

the issues that men find relevant would be important, given 

that males tend to avoid support groups, and may even 

under-report the impact of stress and burden. 

Although some research suggests that caregivers of 

older persons with disabilities are similar in levels of 

stress and impact of caregiving, findings from this study 

suggest that the symptoms associated with cognitive 

impairment tend to have special meanings for caregivers, in 

terms of the loss of a relationship, and the ability to 

maintain some control and predictability in their 

environment. Thus, it seems that resources would be best 

allocated by defining the needs of dementia caregivers 

differently than caregivers to chronically physically ill 

older persons. This study suggests the possibility that 

perception and appraisal of symptoms have a relationship to 

burden that is experienced, and that this may impact 

judgements about what treatments or interventions may be 

needed. This information appears important to consider when 
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designing support groups, and developing programs to 

increase knowledge of individuals about Alzheimer's Disease. 
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INFORMED CONSENT FORM 

TITLE OF STUDY: Caregivers appraisal of Alzheimer's 
disease symptoms and the relationship to decisions about 
care. 

INVESTIGATORS: Bert Hayslip, Ph.D.; Phyllis Jones, M.S. 

PURPOSE OF THE STUDY: The purpose of this study is to 
explore the perceptions of individuals with respect to 
problems experienced by older persons. 

PROCEDURES: The participants will be asked to complete 
paper and pencil questionnaires that they receive by mail, 
which requires from one to three hours. Participants will 
then meet individually with a research assistant for about 
one hour in order to read some additional information and 
answer questions about what was read. 

SAFEGUARDS: Participants' answers will be kept 
confidential, and names will not be attached to the 
questionnaires in any way. 

Participation in this study is entirely voltantary, and you 
may end your participation at any time. To the best of our 
knowledge, participation in this study will not cause you 
physical or psychological harm. 

BENEFITS: Participation in this research study would offer 
an opportunity to learn more about older persons and some 
of the problems they experience. 

This study also provides an opportunity to increase our 
understanding about how people perceive and interpret 
symptoms of illness. Information gained from this study 
may contribute to our knowledge of family coping and 
decision making, as well as provide directions for future 
interventions. 

ADDITIONAL QUESTIONS: If you have any further questions 
about your participation, feel free to contact Phyllis 
Jones at (214) 341-2107, Cris Anderson at (817) 898-1103 or 
Bert Hayslip at (817) 565-2671. 
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RESEARCH PARTICIPATION CONSENT FORM 

The purpose of this research study is to study how 
personality factors, attitudes towards, and knowledge about 
older adults may related to the perceptions of problems 
that many older adults experience. I understand that my 
responses will be kept anonymous and that my questionnaires 
will be identified with only by code. There are no links 
between my identity and my specific questionnaire. I have 
read a clear explanation and understand the benefits that 
might be expected. I understand that the procedure to be 
performed is investigational and that I may withdraw by 
consent for participation at any time. 

With my understanding of this, having received this 
information and satisfactory answers to the questions I 
have asked, I voluntarily consent to the procedure 
designated above. 

Signed: 

Date: 

This Project has been approved by the 
UNT Institutional Review Board 

for protection of human subjects for research 



APPENDIX B 

CASE STUDIES 

189 



190 

You will now be asked to read a case study pertaining to 

older adults. After you read this page of instructions, 

please ask the research assistant for the case study and 

hand in your completed questionnaires. 

Please read over the case study carefully, as many times as 

you require to understand what is being described. When you 

have read the material to your satisfaction, please hand 

this case study to the research assistant, who will then 

give you a set of questions that pertains only to the case 

study vou iust read. 

When you have completed the questions, hand them in, and you 

will receive a different case study pertaining to older 

adults for you to read, and answer questions. 

Each time you read a case study. turn it in to the research 

assistant and answer questions pertaining only to that case 

study. 
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(Alzheimer's Disease) 

# 

Mrs. Lucas, a 68 year old mother of three daughters, 

has lived alone since her husband, a retired railroad 

worker, died from a stroke 5 years previously. Mrs. Lucas, 

typically an outgoing and friendly person, spends her time 

volunteering for local church activities, and serves as 

chairperson for several committees. Her daughters, along 

with grandchildren, are frequent visitors in Mrs. Lucas's 

home. 

Six months previously, Mrs. Lucas was fired from a 

job as a real estate agent because of increased mistakes 

with her work and arguments with co-workers. Apparently, 

Mrs. Lucas forgot several very important meetings. Despite 

numerous reminders and memos, she forgot to write the 

appointments in her calendar, and did not appear for the 

meetings. Some of her co-workers noticed that she failed to 

keep up with her correspondence with customers, and that 

when she did her handwriting was illegible, and the content 

disorganized and confusing. For years, Mrs. Lucas's 

neatness and organization were recognized by co- workers, 

but more recently her desk and work area were cluttered and 

disorganized. Several long time friends mentioned to one of 

Mrs. Lucas's daughters that she had mixed up several 
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important church activities, resultingin loss of time and 

money to their volunteer organization. 

Out of concern for their mother, Mrs. Lucas's daughters 

spent some time with their mother, and noticed that she had 

let her household chores get behind, and complained that 

"someone had broken into the house," because she could not 

locate several pairs of earrings. Her oldest daughter later 

found the earrings hidden under 

a mattress, where her mother had forgotten about hiding 

them. Her daughters also found a stack of bills that their 

mother had forgotten to pay. When the unpaid bills were 

pointed out to her she behaved in a very uncharacteristic 

fashion, and yelled at her daughters for trying to "control 

her money." Her daughters also noticed their mother would 

become lost while driving to familiar places, such as the 

grocery store. Mrs. Lucas's daughters urged her to get a 

checkup, but their mother insisted that she was only 

bothered by back pain, and nothing else. She eventually 

agreed to a checkup for her "back problem." 

When evaluated by a family physician, Mrs. Lucas was 

initially very friendly and talkative, but appeared to 

discuss only superficial topics, and denied that she was 

having any problems functioning at home. She appeared to 

have some difficulty sitting still, and would get up and 

pace the room while talking at times. Mrs. Lucas did 

complain that her daughters were becoming "too nosy," and 



193 

would take all of her money and jewelry if she were not 

careful. When asked, she knew the season of the year, but 

gave the year as "1987." When her physician asked about the 

loss of her job recently, she said that she "quit," because 

"everyone was trying to steal her customers," and denied 

making mistakes or forgetting about important appointments. 

After the physician examined Mrs. Lucas, and was unable 

to find a physical problem with her back, he met with her 

daughters to gain additional information. Mrs. Lucas's 

oldest daughter reported that she was very concerned about 

her mother's forgetfulness around the house, where she is 

now unable to find items that she had just brought home from 

the store and put away. Her daughter commented that in some 

ways her mother's memory seemed better than even, because 

she spent more time talking about details of her own 

childhood and early years of marriage. Another daughter 

reported: "her favorite books and hobbies have been put 

aside, and she seems to have forgotten how to cross stitch." 

Mrs. Lucas's suspiciousness and accusations of stealing were 

especially upsetting to all three of her daughters. 

According to her daughters, Mrs. Lucas had "taken a walk 

around the block in her nightgown" at about 2 A.M. without 

waking anyone else up, and did not appear to believe her 

behavior unusual. Mrs. Lucus left her physicians's office 

after her examination was complete, and her daughters began 

talking with the physician, but she soon returned to the 



194 

secretary's desk because she could not find the elevator 

where the car was parked. 
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(Drug Toxicity) 

# 

Mrs. Molloy, a 70 year old widow, recently moved from 

her home of 40 years in rural Nebraska to an apartment in 

Chicago to be near her only son. After her husband died 1 

year ago"from a protracted illness, she began to feel lonely 

and somewhat anxious living in their country home. Mrs. 

Molloy did not work outside the home during her 40 year 

marriage, and committed her time and effort to raising her 

only son, who now has a successful medical practice in 

Chicago. Mrs. Molloy has many friends through her church in 

the small community, but has felt that "something is 

missing" since her husband died, and has found it difficult 

to remain in her home alone. Mrs. Molloy had experienced 

periods of worry in the past, especially when her husband 

was first diagnosed with emphysema 4 years previously. Her 

family physician, who was also her next door neighbor, 

prescribed medication to calm her nerves after her husband 

was first diagnosed with emphysema. Mrs. Molloy reported 

that she felt better during the day when she took her 

medication in the morning. She continued to take her 

medication daily over a two year period, and was still using 

the medication when she moved to Chicago. 

Mrs. Molloy experienced the move to the "city" as 

stressful, and although her apartment was only 5 minutes 
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from her son and his family, she was reluctant to visit them 

in the evenings. She told her son that she was nervous at 

night because of the higher crime rate in the city, and 

eventually had her son install an alarm system. 

Soon after her move to Chicago, Mrs. Molloy began to 

have difficulty sleeping at night, even after her alarm 

system was in working order. At Mrs. Molloy's request, her 

son recommended a physician who could treat her sleeping 

problems. Her new physician suggested her sleeping problem 

was not serious, and he prescribed a mild anti-anxiety 

medication to be taken at night. Mrs. Molloy slept well for 

a while, but her sleeping problem eventually worsened to the 

point where she was taking double the prescribed dosage of 

her mild anti-anxiety medication just to fall asleep, and 

often found it necessary to repeat the dosage at least once 

during the night. 

Mrs. Molloy began to worry each morning about being 

able to fall asleep again that evening, and found it too 

difficult to discuss her concerns with her son or physician 

without sounding like a "complaining old woman." As she 

experienced more and more anxiety each morning, she began to 

take more of her sleep medication, several times a day. Mrs. 

Molloy felt embarrassed about her use of medication so often 

to feel better, and thus avoided a lecture from her 

physician by obtaining another prescription from her 

specialist who treated her arthritic problems. A third 
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physician, her ophthalmologist, prescribed the mild anti-

anxiety medication she was taking for sleep, and was unaware 

that her family physician was also prescribing the sleep 

medication. 

Mrs. Molloy's family began to notice that she was 

lethargic and even appeared intoxicated on several 

occasions. Her son searched her apartment for alcohol, but 

found none. Mrs. Molloy angrily protested that she would 

never use alcohol because of the terrible example set by her 

father, who was a severe alcoholic. Mrs. Molloy's son 

stayed with her over a weekend after he noticed a 

significant increase in her confusion, where she began to 

loose track of her conversation and skip from topic to 

topic, describing events as having happened that day that 

actually occurred in the recent past. Her son noticed that 

her confusion worsened at night. On several occasions 

during that weekend, she did not know where she was or the 

year, and even called a delivery person by her son's name. 

Her restlessness and agitation appeared to fluctuate during 

the day, varying from extreme hyperactivity to lethargy. 

Late on Saturday night, her son became very concerned when 

she reported seeing people hiding in her bedroom, and some 

strange little animals running all over her bed and up her 

bedroom drapery. He called his family physician after she 

forget that she was in her own home, and began talking about 

"living in my childhood home." 
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(Depression) 

# 

Mrs. Stone, a 62 year old mother of two, lost her 

husband of 40 years when he died suddenly of a heart attack. 

Prior to his death, the couple enjoyed their retirement 

years by traveling, and actively participating in the social 

community of their small town. Mr. Stone retired from his 

job with the railroad 5 years prior to his death, and Mrs. 

Stone was a retired teacher. Mrs. Stone's two daughters 

noticed, even at the funeral, that their mother was "not 

herself." She lost interest in talking with her long time 

friends, and in hobbies such as sewing and gardening. Over 

the month, Mrs. Stone began to skip meals, and after she 

lost 15 pounds, her daughter brought her to the family 

physician for an evaluation. 

Mrs. Stone was aware of her poor motivation and lack of 

interest, and expressed feelings of guilt for "letting her 

family down," and for not being able to anticipate her 

husbands physical problems before he died. She reported 

that she loved her daughters and grandchildren, but just did 

not feel up to visits because she was so tired all the time. 

Prior to the visit to her physician, she was not dressing 

each morning, but stayed in her night clothes during the 

day. 

Upon interview by her physician, Mrs. Stone walked into 

the room very slowly, and did mot move during the visit. 
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She knew her name, that she was being evaluated by her 

physician for "not being able to do anything right anymore," 

as well as the year and date. She did not speak 

spontaneously, but waited for a question from her physician. 

Her physician remembered her as an energetic woman, but 

noted that she was slumped down in the chair, wore wrinkled 

clothing and had not styled her hair. She often waited a 

minute or more before responding, and asked for questions to 

be repeated, because "my mind wandered off." She reported 

concerns about her memory failing, because she recently went 

to the grocery store, and could not remember what she needed 

to buy. Mrs. Stone expressed concern that she may have a 

"brain tumor," or some other serious physical problem 

because she could not watch a movie or read a book without 

her mind wandering off. She reported difficulty sleeping at 

night, and often waking up at 3 o'clock in the morning. She 

also reported not feeling hungry most of the time. Although 

Mrs. Stone was aware that things were not going well, she 

resisted seeing her physician, because "it won't do any good 

anyway." Although she forced herself to see her daughters 

on occasion, she reported feeling little pleasure in such 

visits. 
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(Normal Aging) 

# 

Mrs. Butler, a 66 year old mother of two sons and a 

daughter, has been living alone in her southern home since 

her husband died from cancer about 3 months ago. He was 

diagnosed with liver cancer only 3 months before he died, 

and deteriorated rapidly after the diagnosis was made. Mrs. 

Butler was a substitute school teacher for 25 years, but 

stopped working when her husband retired one* year ago, so 

that the couple could spend their retirement years 

traveling. Mrs. Butler has spent much of her time alone 

since her husband died, and her oldest son invited her to 

live with his family in a large Eastern city. Her son 

became concerned when he heard from a cousin that Mrs. 

Butler had been avoiding social gatherings in her community 

because she felt uncomfortable attending "couples 

activities" when she was not alone. Mrs. Butler found it 

very difficult to make a decision about moving, but finally 

decided to sell the house and move in with her son and his 

family. 

Mrs. Butler moved into her son's home, and shared a 

room with her 19 year old granddaughter, who appeared "very 

upset" about losing her privacy. Mrs. Butler began to feel 

very guilty about imposing on her son's family, and would 

sometimes skip evening meals with the family and eat alone 
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later in the kitchen. When her son lectured her about 

spending "too much time alone," Mrs. Butler became upset 

and told her son to stop "treating me like a child." Mrs. 

Butler eventually became more comfortable in her son's home, 

although she wished resentfully that she had moved some of 

her own furniture from her old home. She experienced some 

mild sleep problems, especially when the family was out for 

the evening, and she was alone in the house. Mrs. Butler 

noticed that she was having some difficulty remembering 

things, and when she could not recall the name of her 

granddaughter's new boyfriend, she mentioned that she should 

see a physician. She mentioned to him that she was sleeping 

poorly when alone in the house, and was bothered by leg pain 

as well, and asked him to make her an appointment. 

Upon interview by her physician, Mrs. Butler reported 

feeling "sad" and lonely since her husband died, but 

reported that a concern was her occasional memory 

difficulties. When asked about specific problems, Mrs. 

Butler reported not being able to remember her 

granddaughter's new boyfriend's name, and asked if she 

perhaps were developing some serious disease that was 

causing her leg pain. When asked about her adjustment to 

her son's home, she denied any major problems, and 

complained about crime in the big city. 
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Symptom List and Outcomes 

Thinking about the case study of an older person you just 
read, please indicate on the scale provided, the extent to 
which each symptom listed below is characteristic of the 
older person described in the case study. 

Not at all Somewhat Undecided Mostly Strongly 
1 2 3 4 5 

1. memory problems for recent events 
2. hostility or irritability 
3. displays a lack of concern about problems in 

functioning 
4. misplaces objects 
5. impaired judgment 
6. thoughts of suicide 
7. forgets names of familiar objects 
8. incontinent of urine 
9. anxiety 
10. problems in performing mental calculation 
11. desire for withdrawal from social relationships 
12. sleep disturbance 
13. feels low or sad 
14. neglects appearance 
15. feels guilty 
16. significant personality changes 
17. problems finding the correct word in conversations 
18. confusion 
19. suspiciousness or jealousy 
20. memory problems for events in the distant past 
21. loss of interest in usual activities 
22. feels fatigued 
23. wandering away from home 
25. decreased appetite 
26. unable to organize daily tasks such as cooking or 

finances 
27. complains of problems with memory or of physical 

problems such as constipation or ulcers 
28. impaired ability to concentrate 
29. physical aggression 
30. disorientation to time and place 
31. agitation and restlessness 
32. fears being left alone 
33. asking repetitive questions 
.34. impaired planning and organization abilities 
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To what extent would each of the following be appropriate 
for the case study you just read? 

Strongly Somewhat Undecided Somewhat Strongly 
agree agree disagree disagree 

5 4 3 2 1 

1. Institutionalization 
2. Home care 
3. Seek professional services for initial diagnosis 
4. Seek professional services for home care 
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To what extent do you believe each of the following 
describes what is occurring in this particular case study? 
Please use the scale provided and circle your answer. 

Strongly Somewhat Undecided Somewhat Strongly 
agree agree disagree disagree 

1 2 3 4 5 

1. Normal aging 
2. Depression 
3. Early onset Alzheimer's disease 
4. Toxic reaction to drugs or medication 

PLEASE TURN IN THIS PAGE ALONG WITH THE CASE STUDY YOU RATED 
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Table E-l 

Correlations Between Covariate and Dependent Measures 

Covariate 

Dependent Measure Social Desirability 

Az Beh -.02 

Az Cog -.06 

AZ Aff . 04 

Drg Beh -.12 

Drg Cog -.11 

Drg Aff -.04 

Dep Beh -.12 

Dep Cog -.00 

Dep Aff -.03 

Nag Beh .01 

Nag Cog .01 

Nag Aff -.01 

(Table Continues) 
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Dependent Measure 

Covariate 

Social Desirability 

Az Beh Ac .08 

Az Cog Ac .07 

Az Aff AC .12 

' Drg Beh Ac .02 

Drg Cog Ac -.07 

Drg Aff Ac . 04 

Dep Beh Ac .13 

Dep Cog Ac .07 

Dep Aff Ac .06 

Nag Beh Ac -.01 

Nag Cog Ac . 02 

Nag Aff Ac -.05 

Note. Az = Alzheimer's case study, Ac = Accuracy, Drg = 

Drug Toxicity case study, Beh = Behavioral symptoms, Dep = 

Depression case study, Cog = Cognitive symptoms, Nag = 

Normal Aging case study, Aff = Affective symptoms. 
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Table E-2 

combined Means and Standard Deviations for Symptom Salience 

Dependent Measures 

Dependent Measure Mean Standard Deviation 

Az Beh 35.58 6.57 

Drg Beh 33.33 8.12 

Dep Beh 36.84 6.14 

Nag Beh 32.20 8.72 

Az Cog 42.76 7.68 

Drg Cog 43.38 10.42 

Dep Cog 43.46 9.08 

Nag Cog 40.18 10.60 

Az Aff 25.29 4.26 

Drg Aff 27.54 5.27 

Dep Aff 25.47 5.13 

Nag Aff 25.65 5.08 
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Table E-3 

Combined Means and Standard Deviations for Accuracy Score 

Dependent Measures 

Dependent Measure Mean Standard Deviation 

Az Beh Ac 12.97 4.66 

Drg Beh Ac 15.25 7.66 

Dep Beh Ac 18.62 10.51 

Nag Beh Ac 18.14 8.03 

Az Cog Ac 12.22 4.36 

Drg Cog Ac 16.90 4.18 

Dep Cog Ac 27.76 7.55 

Nag Cog Ac 24.16 10.42 

Az Aff Ac 8.20 3.94 

Drg Aff Ac 11.13 4.98 

Dep Aff Ac 12.24 5.45 

Nag Aff Ac 14.91 4.65 
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Table E-4 

Findings for the Symptom Salience Dependent Measures for the 

Main Effect for Case Study 

Case Study 

Dependent Alzheimer's Drug 
Measure Toxicity 

Depression Normal 
Aging 

Behavioral 
Symptoms 

Mean 35. 5b 33.3a 36. 8a,c 32.2 b,c 

Std. Dev. 

Cognitive 
Symptoms 

6.5 8.1 6.1 8.7 

Mean 42.7 

Std. Dev. 7.6 

43.3 

10.4 

43.4 

9.0 

40.1 

10.6 

Affective 
Symptoms 

Mean 

Std. Dev. 

25. 3a 

4.2 

27. 5a,b,c 

5.2 

25.4b 

5.1 

25. 6C 

5.1 

Note. Means sharing the same superscript are statistically 
different from one another. 

a.b.c F = (3,213), p < .01. CF = (3,213), p < .05 
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Table E-5 

Findings for Dependent Measures for the Care bv Kinship bv 

Gender bv Case Interaction Specific to Depression Case Study 

Active Caregivers 

Dependent 
Measures 

Males Females 

Mean Std. 
Dev. 

Mean Std. 
Dev. 

Behavioral 
Accuracy -

Spouse 

11.00 6.78 21.40 7.57 

Behavioral 
Accuracy -

Child 

9.00 .00 17.26 10.07 

Cognitive 
Accuracy -

Spouse 

25.00s 4.14 29.10 7.73 

Cognitive 
Accuracy -

Child 

35.008 4.24 27.39 7.03 

Affective 
Accuracy -

Spouse 

12.83 3.11 12.40 6.55 

Affective 
Accuracy -

Child 

10.50 3.53 11.30 6.10 

aF = (1,71), p <.05 
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Table E-6 

Findings for the Accuracy Score Dependent Measures for the 

Main Effect for Case Study 

Case Study 

Dependent 
Measure 

Alzheimer's Drug 
Toxicity 

Depression Normal 
Aging 

Behavioral 
Accuracy 

Mean 12. 9a,b,c 15. 2b'd 18. 6a'd 18. lc 

Std. Dev. 4.6 7.6 10.5 8.0 

Cognitive 
Accuracy 

Mean 12 . 2a,c,e 16.8C 27. 7e 24. la 

Std Dev. 4.3 4.1 7.5 10.4 

Affective 
Accuracy 

Mean 8. 2a'c'e 11. lc 12. 2a,f 14 . 9e'f 

Std. Dev. 3.9 4.9 5.4 4.6 

Note. Means sharing the same superscript are statistically 
different from one another. 

a.c,fp _ (3/213) , E < -01. 

b,dF = (3,213) , p < .05. 

eF = (3,213), E < .001 
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Table E-7 

Multiple Regression Analysis of Behavioral. Cognitive, and 

Affective Accuracy Scores for the Alzheimer/s Disease Case 

Study 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Az Beh Ac Participant 
Age 

.30 .10 .08 7.40b 

Az Cog Ac Conscien. .22 .16 .04 4 .09a 

Az Aff Ac Eff/Emot. .35 .05 .08 7.90d 

Self-rated 
health 

.27 1.64 . 15 7 . 53b 

Note. Conscien. = Conscientiousness , Eff/Emot. 
Effectiveness of Emotional Coping Strategies. 

aE < .05. < .01. CE < .005. ^ < .001 
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Table E-8 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Accuracy Scores for the Drug Toxicity Case Study 

Dependent 
Measure 

Independent 
Variables 

Beta B R2 F 

Drg Beh Ac Problem-
Focused 
Coping 

.34 .17 . 07 6.71d 

Geri. Dep. .27 .71 .12 5.97b 

Participant 
Age 

.26 . 16 .17 6. 31b 

Drg Aff Ac Extraversion .23 .15 .04 4 .13a 

Note. Ger. Depression = Geriatric Depression Scale. 

aE < .05. bp < .01. cp < .005. dp < .001 
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Table E-9 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Accuracy Scores for Depression Case Study 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Dep Aff Ac Expressive 
Support 

-.27 -.32 .06 6.15b 

*£ <.01 
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Table E-10 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Accuracy Scores for Normal Aging Case Study 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Nag Cog Ac H-LOC (Chance) .30 .72 .08 7.57b 

Nag Aff Ac Filial Anxiety .37 . 16 . 11 10. 46d 

Expressive Sup. .41 .41 . 16 8. 03d 

Geri. Dep. .25 .42 .21 7 .85a 

H-LOC (Chance) .23 .25 .25 7 . 32a 

Note. Geri Dep. = Geriatric Depression Scale, Expressive 
Sup. = Expressive Support, H-LOC (Chance) = Health Locus of 
Control - Chance Factors 

aP < .05. bE < .01. cp < .005. p < .001 
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Table E—11 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Symptom Salience for Alzheimer7s Case Study 

Dependent Independent Beta B R2 F 
Measure Variable 

Az Beh Problem-Focused .25 .11 .05 4.92a 

Coping 

Az Aff Expressive Support .33 .30 .06 5.91c 

Filial Anxiety .28 ._12 . 13 6.43b 

aE < .05. bp < .01. cp < .005 
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Table E-12 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Symptom Salience for the Drug Toxicity Case Study 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Drg Beh Self-Rated 
Health 

.31 4.22 .09 8.82c 

Problem-Focused 
Coping 

.25 .14 . 15 7. 38a 

Drg Cog Self-Rated 
Health 

.40 6.95 . 11 10.56d 

Agreeableness -.23 -.42 . 15 7. 65a 

Drg Aff Agreeableness -.43 -.41 . 09 8. 61d 

Social 
Desirability 

-.28 -.60 . 14 7 .23a 

Filial Anxiety .28 .14 . 19 6.86b 

Neuroticism .31 . 18 .23 6.66b 

Self-Rated 
Health 

.23 2.07 .27 6. 48a 

a
E < .05.

 b
E < .01. cp < .005. dE < .001 
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Table E-13 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Symptom Salience for Depression Case Study 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Dep Beh Self-Rated 
Health 

.35 3 .61 .07 

O
 CO 

rH
 • 

Agreeableness -.35 - . 39 . 17 8 . 87c 

Dep Cog Agreeableness -.28 - .46 . 04 

<
 CO 
o
 • 

Self-Rated 
Health 

.24 3 .63 . 08 4 .52a 

Dep Aff H-LOC (Internal) -.32 - . 37 .07 7.23c 

Agreeableness -.39 - .37 .17 9 . 05d 

Self-Rated 
Health 

.30 2 .61 .26 9.54c 

aE < .05. bp < .01. cE < .005. dE < .001 
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Table E-14 

Multiple Regression Analysis of Behavioral. Cognitive and 

Affective Symptom Salience for the Normal Aging Case Study 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Nag Beh Problem-Focused .24 . 14 .05 4.55a 

- Coping 

Nag Cog H-LOC (Chance) .30 .72 . 08 7 . 37b 

Nag Aff Filial Anxiety .37 . 18 .09 8 .98d 

Eff./Emotional .49 .11 . 17 8.93c 

Eff./Problem -.31 -.10 .25 7 .18a 

Expressive Support .24 .26 .21 7 . 89a 

Note. Eff./Emotional = Effectiveness of Emotion-Focused 
Coping, Eff./Problem = Effectiveness of Problem-Focused 
Coping, H-LOC (Chance) = Health Locus of Control - Chance 
Factors. 

an << nR ^ m c_ - nnK d E < .05. de < -01. CE < .005. < .001 
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Table E-15 

Findings for Dependent Measures from Regression Analyses 

for Active Caregivers 

Dependent 
Measure 

Males Males Females Females 

Mean Std. Dev. Mean Std. Dev. 

Prob. Focused (C) 63.50 9.19 77 .21 15.05 

Prob. Focused (S) 66.33 8.47 89.47 19.17 

Emot. Focused (C) 86.50 10.60 113.04 22.50 

Emot. Focused (S) 90.33 17.84 136.11 25.92 

Eff./Problem 
Focused (C) 

75.50 2.12 76.95 16.06 

Eff./Problem 
Focused (S) 

75.66 10.42 82.22 21.90 

Eff./Emotion 
Focused (C) 

96. 00 14.14 112.30 22.74 

Eff./Emotion 
Focused (S) 

102.33 18.10 126.11 38.60 

LOC-P.O. (C) 16.50 3.53 17.04 4.94 

LOC-P.O. (S) 18.50 3.98 20.11 6.11 

Age of Parti. (C) 48.50 3.53 46.73 7.30 

Age of Parti. (S) 76.66 8.16 60.66 4.24 

Neuroticism (C) 45.50 12.00 38.13 9.02 

Neuroticism (S) 45.33 3.93 37.11 10. 32 

Affect Balance (C) 45.00 1.41 41.87 8.41 

Affect Balance (S) 46.33 4.45 40.44 11.82 

Note. fC) = Child, rs^ 
Problem. 

= Spouse, Emot. = Emotional, Prob. = 
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Table E-16 

Findings for Dependent Measures from Regression Analyses 

for Potential Caregivers 

Dependent 
Measure 

Males Males Females Females 

Mean Std. 
Dev. 

Mean Std. Dev. 

Prob. Focused (C) 78.00 12.51 75.70 10.94 

Prob. Focused (S) 82.80 4.91 80.00 16.16 

Emot. Focused (C) 110.00 14.07 106.52 19.20 

Emot. Focused (S) 104.80 12.91 108.70 15.90 

Eff./Problem 
Focused (C) 

77.00 11.16 75.00 10.69 

Eff./Problem 
Focused (S) 

88.40 9.37 79.50 16.19 

Eff./Emotion 
Focused (C) 

108.25 17.38 100.35 17.48 

Eff./Emotion 
Focused (S) 

111.40 10.71 100.00 15.44 

LOC-P.O. (C) 22.50 3.00 17.35 5.08 

LOC- P.O. (S) 18.40 5.45 13.20 4.03 

Age of Parti. (C) 41.25 10.59 44.47 9.27 

Age of Parti. (S) 57.40 7.36 47.70 8.85 

Neuroticism (C) 42.25 7.13 40.88 9.39 

Neuroticism (S) 44.60 9.15 38.70 8.56 

Affect Balance (C) 51.50 4.50 45.23 6.34 

Affect Balance (S) 47.60 3.91 46. 60 5.68 

Note. (C) = Child, (S) = Spouse, Prob. = Problem, Emot. 
Emotional. 
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Table E-17 

Means and Standard Deviations for Outcome Dependent Measures 

Active Caregiver Potential Caregiver 

Dependent 
Measure 

Males Females Males Females 

Mean Std. 
Dev. 

Mean Std. 
Dev. 

Mean Std. 
Dev. 

Mean Std. 
Dev. 

Inst. (C) 1.87 1.23 1.88 1.28 3.25 .50 2.00 1. 37 

Inst. (S) 3.24 1.64 2.61 1.74 3.20 1. 68 2.07 1.41 

Home (C) 4.50 .35 3.97 1.11 3.37 . 61 3.40 1.45 

Home (S) 2 .74 1.30 3.60 1.56 2.90 1.47 2.65 1.49 

Serv/Home 
(C) 

3.62 1.23 4.00 1.10 3.25 .50 3 . 69 1.42 

Serv/Home 
(S) 

3.08 1.33 3.70 1.58 3.50 1. 69 3.07 1.64 

Diag. (C) 5.00 . 00 4.92 .22 5.00 .00 4.66 .81 

Diag. (S) 4.41 .82 4.72 .57 5.00 .00 5.00 .00 

Note. Inst. = Institutionalization, Home = Home Care, 
Serv/Home = Seek Services for Home Care, Diag. = Seek 
Services For Initial Diagnosis, (S) = Spouse, (C) = Child. 
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Table E-18 

T-Values Between Case Studies for Diagnoses Dependent 

Measures 

Dependent 
Measure 

Alzheimer's Drug 
Toxicity 

Depression Normal 
Aging 

Normal 
Aging 

Mean 2 . 1 2 a 2 . 2 5 ° 2 . 2 8 b 2 . 7 5 a , b , c 

Std. Dev. 1 . 3 1 1 . 4 0 1 . 4 2 1 . 5 3 

Depression 

Mean 2 . 5 8 a , d , e 3 . 2 6 d 3 . 5 2 a 3 . 1 2 e 

Std. Dev. 1 . 2 8 1 . 3 1 1 . 4 8 1 . 4 1 

Alzheimer's 

Mean 4 . 5 0 a , d ' e 2 . 5 5 a , b ' c 3 . 1 7 d ' c 3 . 2 0 e , b 

Std. Dev. . 8 6 1 . 65 1 . 6 3 1 . 62 

Drug 
Toxicity 

Mean 1 . 6 5 a 3 . 8 3 a ' d ' e 1 . 68 d 1 . 6 8 e 

Std. Dev. 1 . 1 0 1 . 7 1 1 . 3 0 1 . 5 5 

Note. Means sharing the same superscript are statistically 
different from one another. 

a.d.ep = ( 3 , 2 1 6 ) , p < . 0 1 . b ' cF = ( 3 , 2 1 6 ) , p < . 0 5 
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Table E-19 

Multiple Regression Analysis with Diagnosis as Dependent 

Measure 

Dependent 
Measure 

Independent 
Variable 

Beta B R2 F 

Depression Knowledge of 
Aging 

. 2 7 . 2 0 . 1 8 5 

to •
 

Self-Rated Health . 2 6 . 6 3 . 1 8 5 . 4 7 b 

Filial Anxiety - . 2 5 - . 0 3 . 1 8 5 . 4 7 b 

Alzheimer's 
Disease 

Knowledge of 
Aging 

. 2 9 . 0 5 . 1 4 6 . 2 5 a 

Locus of Control-
Powerful Others 

- . 2 3 - . 0 3 . 1 4 6 . 2 5 b 

aE < .05. "E < .01 
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Table E-20 

Correlations Between Formal Service Use. Help From Others, 

and Dependent Variables for Careaiver Group 

Criterion 
Measure 

Dependent Variables 

Formal 
Service Use 

Nag Beh Ac . 40b 

Nag Cog Ac . 36a 

Nag Beh . 43b 

Nag Cog . 36a 

Az Aff Ac . 45b 

Az Beh . 33a 

Problem-Focused Coping . 62b 

Emotional-Focused Coping . 50b 

Eff./ Problem Focused . 45b 

Eff./ Emotion Focused . 51b 

Knowledge of Alzheimer's 
Disease 

_Q
 CO • 

1 

Health Locus of Control -
Powerful Others 

. 3 la 

Supportive 
Others 

Drg Cog Ac . 34a 

Drg Aff Ac . 37a 

Note. Az = Alzheimer's Case Study, Nag = Normal Aging Case 
Study, Drg = Drug Toxicity Case Study, Beh = Behavioral 
Symptoms, Cog = Cognitive Symptoms, Ac = Accuracy, Aff = 
Affective Symptoms. 

ap < .05. bp < .01. 
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Cognitive Accuracy Scores for Depression case 
study. 
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