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Personality characteristics of spousal and adult

children and active potential caregivers of persons with

Alzheimer's Disease were studied in order to better predict

caregiver burden and aspects of well-being. Contrary to

prediction, no differences were found between spouse and

adult children active caregivers on measures of well-being.

Additionally, adult children potential caregivers indicated

feeling less control over their lives than spouse potential

caregivers. When social desirability was controlled, active

caregivers reported greater fluctuations in affect than did

potential caregivers. As predicted, personality

characteristics of individuals were found to have the

biggest role in determining which individuals experience

stress or burden.
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CHAPTER I

INTRODUCTION

Demographic and Social Trends

The population of people over the age of 65 is growing

rapidly. By the year 2050, when the post-World War II

babies reach late life, 20% of the United States population

will be 65 years or older. Nearly one quarter of these

people will be over the age of 85 (Pratt & Kethley, 1988).

The increase in life expectancies of older persons, combined

with the decline in number of children per household, means

that the average married couple now has more parents than

children, and can expect to spend more years caring for

their aging parents than for dependent children (U.S. Select

Committee on Aging, 1987).

Although people are staying healthier longer into old

age, older persons will continue to show a range of

individual differences in health, influenced by genetics,

environment, life-style, and health care (Rowe & Kahn,

1987). Among older people, particularly those over the age

of 85, there will continue to be an increase in disability

and the concomitant need for support and assistance.

Increases in life expectancies may postpone the need for

intense services until later in people's lives, when there
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may be fewer financial and family resources available 
(Soldo

& Manton, 1985). These changing demographic trends indicate

that, over the next half-century, there will be an

increasing need for care and services for elderly people.

Social trends indicate that such care and services for

older people will be more difficult to provide. One such

social trend is the decline in fertility rates, which may

result in a reduction in the number of children who would

be available to offer care and support to older persons.

Shanas and Hauser (1974) projected that by the year 2028,

because of the decrease in fertility rates, elderly

persons will have fewer living siblings, children, and

grandchildren. With fewer children and other relatives on

whom aging persons can rely, there will be a substantial

increase in the need for public and private services for

these elderly people. An increase in diverse family forms

is another social trend. Theses diverse family forms

reflect the reality of American society (Scanzoni, 1983).

Divorce continues to occur in nearly one half of all

marriages. Although overall divorce rates are not

expected to rise, there is an increasing proportion 
of

middle-aged and older couples who end their marriages 
in

divorce. In addition, the rate of remarriage after

divorce is declining (Norton & Moorman, 1987). Divorce

has many possible consequences for elderly persons. Adult

children who are divorced are less able to provide help to
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elderly parents than are children with intact marriages

(Cicirelli, 1983). Divorced children may have the desire

to provide aid to their elderly parents, but 
job demands

often limit their ability to do so. In addition, when

adult children remarry following divorce, inter-

generational relationships are often complicated 
by the

competing demands and expectations of multiple 
sets of

current and former parents-in-law.

There is an increase in nontraditional families which

impacts upon the care of elderly people. Up to 10% of the

population of older adults is estimated to be 
made up of

lesbian and gay persons (Kimmel, 1978). Like other aging

persons, many of these individuals will 
need support in

later life, yet they may find that community services, as

well as extended families, are unresponsive to their

circumstances (Hooyman & Lustbader, 1986).

For divorced people who have not remarried, or

heterosexual people who have never married, the line

between friendship and family relationships may also 
blur.

As single-hood becomes more common and socially

acceptable, long-term friendships will become increasingly

important for older adults. Professionals and services

should not assume heterosexuality, nor limit the support

given to non-traditional families who 
provide support for

their elderly loved ones.
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A final social trend involves the increase in the

number of American women who are entering and staying 
in the

labor force. One consequence of the rise in labor force

participation among women is the decrease 
in the number of

middle-aged and older women, traditionally the caregivers 
to

their elderly parents, who are available for full-time

caregiving. Furthermore, the trend toward increasing

retirement ages (Butler, 1983) can be expected to further

reduce the number of persons who are available 
to care for

their frail spouses and parents.

As work becomes more economically necessary and

desirable for adults, conflicts between caregiving 
and work

responsibilities are likely to grow. 
Nevertheless, there

are few indications that families are less willing 
to be

caregivers. Instead, caregiving will be complicated by

family styles and labor-force participation. In the future,

it is likely that there will be adult children who 
are

committed to helping, but who are unable to do all that they

would like because of competing obligations.

The Effects of Caregiving on Caregivers

Because families assume a great deal of the

responsibility for the care of elderly people, 
they are

believed to be at an increased risk for emotional 
and

physical problems due to the burden of caring 
for elderly

persons. Snyder and Keefe (1985) found health problems to

be associated with caregiving. They studied 117 caregivers
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of disabled adults. Almost 70% of the caregivers reported

their health had been negatively affected due to caregiving.

In addition, the longer persons had been caregiving, the

more likely they reported health problems. The type of

health problems reported by Snyder and Keefe (1985) fall

into two categories: physical ailments, and negative

lifestyle changes. Negative lifestyle changes are described

as the inability to get regular exercise, the inability to

plan for the future, the loss of time 
for oneself, "cabin

fever" (p. 6), the loss of interest in all activities, the

loss of a sex life, and the loss of friends. 
Physical

ailments mentioned include hernias, pulled muscles,

allergies, headaches, diabetes, bladder and liver trouble,

and cancer. One limitation of this study is its

correlational nature. It is impossible, from the data

reported, to determine that the experience of caregiving

caused the physical ailments mentioned above. In addition,

Snyder and Keefe (1985) include in their study caregivers of

any disabled adults, regardless of diagnosed 
disability. It

is likely that caregivers of persons with a 
particular

disability, such as Alzheimer's disease, may experience

qualitatively different problems than 
other caregivers.

A study by George and Gwyther (1986) indicates that

reports of increased health problems 
of caregivers are

conflicting, as they found no relationship between

caregiving and increased health problems. 
George and
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Gwyther (1986) studied the well-being of family caregivers

of older memory-impaired adults. They examined four

dimensions: physical health, mental health, financial

resources, and social participation. George and Gwyther

(1986) proposed that caregiver well-being is the opposite of

caregiver burden. They define caregiver burden as "the

physical, psychological or emotional, social and financial

problems that can be experienced by family members caring

for impaired older adults" (p. 253). The anticipation of

caregiver burden among family members caring for an impaired

relative "is synonymous with the expectation that caregivers

will experience decrements in selected dimensions of well-

being relative to their age peers who do not have caregiving

responsibilities" (p. 253).

The reason given by George & Gwyther (1986) for

studying caregiver well-being, as opposed to caregiver

burden, is that there are problems associated with using

instruments designed specifically to measure caregiver

burden. First, because of their sole focus on caregiving,

these measures cannot be administered to non-caregivers. As

a result, the relative burden that caregiving imposes cannot

be assessed. Second, there is a confounding between

caregiving (the stressor) and the impact of caregiving (the

outcome). The two variables cannot be independently

studied. Third, there is a reliance upon total or summary

scores of such measures. This reliance upon summary scores



7

masks dimension-specific patterns, and precludes 
the

identification of the different antecedents 
or correlates of

specific dimensions of caregiver burden. 
Because previous

research indicates that caregiving may negatively 
affect

physical health, mental health, social participation, and

financial resources, these dimensions can be measured 
using

instruments designed for general samples.

Findings from the George and Gwyther (1986) study

indicate that caregivers were similar to the 
comparison

group in terms of physical health. 
There was no indication

in this study that caregivers used medical services more, 
or

rated their health worse than random community 
samples. On

the other hand, there were large discrepancies between the

caregiver and comparison samples on the 
mental health

indicators. Stress symptoms were reported to be nearly

three times as high as the comparison group, 
and caregiver's

level of affect balance and life satisfaction 
were also

considerably lower than those reported in the 
comparison

sample. A higher proportion of caregivers 
(28%) reported

using psychotropic drugs than the comparison 
sample (19%).

On the dimension of financial resources, the data indicates

that the sample of caregivers was better off financially 
in

terms of both household income and perceived 
economic status

than the non-caregiving sample. This indicates that persons

of higher economic status were more likely 
to contact or be

referred to the program from which the sample 
was taken. In
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terms of social participation, caregivers appeared to be

less able than community based samples to pursue social

activities at preferred levels.

The findings from the George and Gwyther (1986) study

indicate that caregiver burden is experienced primarily in

the areas of mental health and social participation.

Additionally, specific aspects of the caregiving situation

were found to be related to caregiver well-being, such as

the relationship between the patient and caregiver, and the

perception of the need for more assistance from friends and

family members.

Taking a different slant, Pruchno and Resch (1989a)

looked at antecedents of depression and burden for husbands

and wives of persons with Alzheimer's disease. The sole

predictor of depression for husbands was ill health, whereas

wives who did not feel invested in the caregiving

relationship felt more depressed and burdened. No

significant predictors of burden for husbands were found.

Where Snyder and Keefe (1985) found the task of

caregiving to negatively affect the health of the caregiver,

resulting in feelings of burden, and George and Gwyther

(1986) found no relationship between caregiving and poor

health, Pruchno and Resch (1989a) reported multiple

predictors of burden and depression associated with

caregiving, including a lack of emotional investment in the

relationship for women, and poor health for both men and
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women. Pruchno and Resch (1989a) acknowledge limitations of

their findings, including the cross-sectional nature of the

study and sample selection; however, 
their work indicates a

move toward the acknowledgment that the role of caregiving

and the participants in caregiving are complex 
and multi-

determined.

These studies corroborate the findings from 
other

researchers, that caregivers are at greater 
risk for

emotional problems. As indicated, caregivers are more

likely to give up friends, hobbies, and jobs, and report

having little or no time for themselves (Rabins, Mace, &

Lucas, 1982; George & Gwyther, 1986). A perceived lack of

assistance from other family members has been reported 
by

caregivers (Rabins et al., 1982; George & Gwyther, 1986;

Pruchno & Resch, 1989a).

Depression is a common complaint among caregivers,

along with reported feelings of anger, sadness, exhaustion,

guilt, and anxiety (Rabins et al., 1982; Gallagher, Rose,

Rivera, Lovett, & Thompson, 1989; Gallagher, Wrabetz,

Lovett, Maestro, & Rose, 1989; Dura, Haywood-Niler, &

Kiecolt-Glaser, 1990; Rabins, Fitting, Eastham, & Zabora,

1990). Changes in emotional problems appear to occur 
over

time for caregivers (Famighetti, 1986). Rabins et al.

(1990) compared 32 caregivers of persons 
with Alzheimer's

disease, and 30 caregivers of persons with recurrent

metastatic cancer over a two-year period. 
Results of the
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study indicate that caregivers underwent an emotional

adaptation over a two-year period. Caregivers of both

groups expressed decreasing negative affect and anxiety,

while anger declined among dementia caregivers. However,

both groups reported a sense of persisting guilt and

depression.

Factors Associated with Caregiver Burden/Stress

From the studies mentioned above, there appears to be a

general consensus among researchers studying caregiving 
that

caregivers experience emotional problems and 
excessive

burden or stress as a result of caring for chronically ill

elderly family members. Factors contributing to the

emotional problems or burden resulting from caregiving have

been studied in an attempt to identify areas of remediation

or intervention to reduce the incidence of such problems.

Primary areas which have been found to correspond with

increased levels of burden and emotional problems

experienced by caregivers include amount of social supports

available, specifically family and friends (Zarit, Reever, &

Bach-Peterson, 1980; Pratt, Schmall, Wright, & Cleland,

1985; George & Gwyther, 1986; Rankin, Haut, & Keefover,

1992), caregiver health status, refraining, passivity,

spiritual support and extended family (Pratt et al., 
1985),

confidence in problem solving/mastery (Pratt et al., 1985;

Rankin et al., 1992), kinship status between caregiver and

care-receiver (Cicirelli, 1981, 1988), and the relationship
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between the caregiver and the elderly person receiving the

care (George & Gwyther, 1986; Pruchno & Resch, 1989b;

Motenko, 1989; Snyder, 1992). Behavior problems caused by

the dementing illness have not been found to be related 
to

feelings of burden (Zarit et al., 1980; George & Gwyther,

1986; Redinbaugh & Kiecolt-Glaser, 1992). McGreevey,

Moretta, Hicks, & Zilkoski (1990) confirm the findings that

patient variables, such as problematic behavior 
exhibited by

the elderly person, are minimally related to caregiver 
well-

being, and that caregiver variables are significantly

related to caregiver burden.

Cicirelli (1981) found that, although there is evidence

that most adult children respond to some degree when 
the

need for caring for an elderly parent arises, they appear to

have only a limited commitment to provide help, as they

expect to provide less help to their parents 
than their

parents expect of them. Cicirelli (1981) concluded that

when adult children find themselves in the caregiving role

which places a great deal of stress on them, the result is

feelings of burden by the adult children. Additionally,

adult children seemed to worry excessively about the extent

of help which they might be required to provide in the

future, and whether they would be able to manage this

burden.

Reed, Stone, and Neale (1990) report findings which

indicate that the appraisal of the caregiving situation
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determines the impact of caregiving. While caregivers in

the Reed et al. (1990) study reported more negative events

than did control subjects, and reported the negative events

as more undesirable, there were no significant differences

on nine of the eleven life areas that were measured.

Therefore, it appears that the perception or appraisal of

events are distinct from the events themselves, and are

important determinants of emotions and behavior 
in their own

right (Lazarus, Cohen, Folkman, Kanner, & Schaefer, 1980).

Methodological Issues

Much of the research up to this point has had many

methodological flaws (Barer & Johnson, 1990). The

populations used have generally involved 
people who

volunteered for the studies, many of whom were 
recruited

from self-help groups, community agencies, and other formal

sources. They can not be considered to adequately represent

the typical caregivers in the community.

In looking at caregiving studies, it is apparent that

there are multiple definitions of caregivers. How the

caregiver is defined determines how the 
caregiver is

identified and studied (Barer & Johnson, 1990). Specificity

of the definition of caregiver has ranged from "spouse", 
and

"adult children", to "daughters of elderly widowed mothers

able to function independently in the community", and

"daughters providing emotional reassurance, 
phone contact,

visits, and transportation" (Scharlach, 1987). Other
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definitions of caregivers are based on the style of care,

such as that of Stone, Caf ferata, and Sangi (1987), who

define primary caregivers as "those having total

responsibility for the provision of care." They have three

other categories of caregiving, based on the amount and

style of care received. The care-receiver, the person with

Alzheimer's disease, is also not adequately defined or

controlled.

In addition to multiple definitions of caregivers, many

of the studies utilized a cross-sectional design, and the

findings may represent transient expressions of feeling

burdened. Mental health is believed to change as crises and

challenges of caregiving change (Lichtenberg & Barth, 1989).

Therefore, these caregiving studies do not examine the

dynamic relationship which exists between stage of

caregiving and mental health.

Researchers are beginning to show a shift toward

studying caregiving from a more multi-dimensional, dynamic

viewpoint. Rather than being able to explain problems

associated with caregiving by a single factor, researchers

are beginning to realize that emotional and mental problems

associated with caregiving are influenced by many

interdependent factors. Studies which have examined changes

that occur over time for caregivers have found that

caregiver variability--how caregivers differ from one

another in their response to caregiving demands--has a
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greater impact on feelings of burden, emotional 
problems

expressed by caregivers, and institutionalization of the

care-receiver, (Zarit, Todd, & Zarit, 1986; Rabins et al.,

1990), than characteristics of the elderly person. 
These

researchers conclude that prevention studies should focus 
on

identifying caregivers who are at risk for suffering from

emotional difficulty rather than all caregivers.

Stress/Coping Models of Caregiving

In an attempt to identify and examine the multitude of

factors associated with caregiver burden and stress, stress

models of caregiving have been developed. Pearlin, Mullan,

Simple, & Skaff (1990) view caregiver stress as a

consequence of a process comprising a number of interrelated

conditions. These conditions include the background and

context of the caregiver (socioeconomic status

characteristics, caregiving history, family and network

composition, and program availability); primary stressors

(cognitive status, problematic behavior, daily needs, 
and

logistical needs, and subjective indicators including

overload and relational deprivation); secondary stressors

such as role strains (family conflict, job-caregiving

conflict, economic problems, and constriction of social

life); intrapsychic strains (including loss of self, role

captivity, competence, and gain); mediators (coping and

social support); and outcomes (i.e., depression, anxiety,

irascibility, cognitive disturbance, physical health, and
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yielding of role). The intent of the Pearlin et al. (1990)

study is "to convey some of the conceptual specification and

elaboration needed to understand the web of conditions

joined together as the lives of caregivers move forward over

time" (p. 591).

Gatz, Bengston, and Blum (1990) propose a stress and

coping model for caregiving, which focuses on appraisals and

mediators associated with caregiving. Their stress and

coping model involves an inter-relationship between many

conditions: the stress (the health problem or elder's

crisis), changes in the caregiver's life resulting from the

elder person's crisis; the perceptions and appraisals of the

symptoms or behaviors and the caregiver's subjective sense

of whether the changes in his or her life as a result of

caregiving are acceptable or unacceptable; financial,

educational, social support, formal assistance, and coping

skills such as managing the situation, modifying the

appraisal of the situation, and managing stress symptoms;

and, outcomes for the caregiver (i.e., emotional distress,

physical distress).

In a similar vein to the stress models of Pearlin et

al. (1990) and Gatz et al. (1990), Rankin et al. (1992)

propose a model for personal and systemic determinants of

caregiver stress and psychological strain. Their model

posits that primary caregiver contextual characteristics

(familial relationship, gender, living situation, and
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patient care status) form an interrelationship with personal

and family stressors (patient functional status, memory and

behavior problems, cognitive/affective status, caregiving

activities, and family life events), personal and family

resources (personal mastery, marital communication, marital

cohesion/adaptability, family support, and family coping

strategies), and caregiver cognitive appraisal 
(global

caregiver stress, and impact of caregiving), 
which interact

to result in caregiver strain (caregiver depression, family

satisfaction).

By developing the stress models of caregiving, 
Pearlin

et al. (1990), Gatz et al. (1990) and Rankin et al. (1992)

attempt to identify and anticipate factors which 
are

associated with, and mediate stress and burden. They have

moved in the direction of explaining caregiver stress

pluralistically. For example, depression, according to

Pearlin et al. (1990), is a potential outcome, or

manifestation of stress, and is considered to 
be

interrelated with many factors, including other outcomes or

manifestations of stress, such as anxiety, physical health,

etc.

Predicting which caregivers will experience a 
greater

amount of stress as a result of caregiving is adding another

dimension to gerontological research. The development of

conceptual models of stress, such as Gatz et al. (1990),

Pearlin et al. (1990), and Rankin et al. (1992) indicates a
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move in the right direction, as they allow for individual

differences in interpreting and handling stressors.

However, they have not specifically addressed 
the prediction

of caregiver stress and its manifestations, 
positive

outcomes of caregiving are not recognized, the 
perspective

of the care-receiver is not allowed for, and they have not

addressed how personality characteristics of the caregiver

may affect caregiving, although the Rankin 
et al. (1992)

model allows for personal mastery of the caregiver.

he Role of personality in Caregiver Burden

Few studies have recognized the role of the personality

of the caregiver, such as openness to new experiences, locus

of control, and self-efficacy, as an influence in how the

caregiver appraises the caregiving situation. 
Of the

studies found which looked at personality variables 
of the

caregiver and burden or stress, mixed results 
are reported.

Cook, Dougherty and Wood (1991), using a small sample of

spousal caregivers (N = 39), found that personality did not

predict psychological distress in the caregivers. 
However,

the greater body of literature indicates 
just the opposite:

that the personality of the caregiver does, in fact, impact

upon the caregivers' perceptions of the 
caregiving

situation. For example, Hicks Patrick (1990) examined state

versus trait anxiety in caregivers. She found the best two-

factor model for predicting stress among caregivers 
included

the anxiety variable and the severity of the patient.
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In a study delving into personality styles of the

caregiver, Rose, Gallagher-Thompson, and Futterman (1990)

explored relationships between personality style (e.g.,

over-socialized, sensitized, self-assured, and repressive)

and caregiver distress. Caregivers who were considered to

be reactive types, reported a high level of trait anger,

sensitized types reported high levels of depression and

negative affect, over-socialized types indicated low

positive affect and low negative affect, depression, and

trait anger. In a similar study which also looked at types

of personalities of the caregivers, Knight (1991) studied

personality factors in an attempt to predict caregiver

distress. He found that personality factors substantially

contributed to emotional distress, with high burden

caregivers having a different personality profile than low

burden caregivers.

Wallhagen and Kagan (1991) studied caregivers'

perception of control in a caregiving situation. Data

indicated that perceived control is multi-dimensional and

fluid, which varies within each day. Perceived control was

found to be linked with the caregiving experience.

In a study which looked at two specific personality

characteristics, neuroticism and optimism (Hooker, Monahan,

Shifren, & Hutchinson, 1991), people who had higher

neuroticism scores had more depressive symptomology, lower

psychological well-being, rated themselves as less
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physically healthy, and reported having more chronic health

conditions diagnosed by a doctor. People who scored highly

on a scale of optimism rated themselves as less stressed,

with fewer symptoms of depression, and indicated higher

psychological well-being. Although this study indicates

that psychological traits may predict caregiver well-being

or burden, the study used a small, unrepresentative sample

of caregivers, and did not utilize a comparison group of

potential caregivers.

Rankin et al. (1992) found that caregivers' perceptions

of personal mastery were inversely related to caregiver

stress. That is, when caregivers perceived their ability to

provide care for their family member with Alzheimer's

disease as inadequate or poor, their report of stress

increased. Although this study has methodological problems,

such as sample selection, heterogeneity of the care-receiver

symptoms, and a cross-sectional design, it provides further

evidence that personality characteristics, such as mastery,

are important factors in caregiver stress and burden.

Relationship-focused coping strategies, such as being

empathic, negotiating, and compromising, were found by

Kramer (1992) to be associated with decreased burden and

depression of the caregiver, and with increased quality of

life, affect burden, and social well-being. Similarly,

Nation (1992) found negative affective style, and low self-
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efficacy in the caregiving role were associated with high

reported levels of burden by caregivers.

It is apparent that, while researchers are beginning to

look at personality characteristics of the caregiver in

relation to their perception of the caregiving experience as

burdensome or stressful, methodological problems exist in

these studies, such as small, unrepresentative samples, a

lack of control group, and a lack of consistency in defining

the variables from one study to the next.

Looking at the stress and coping models of Gatz et al.

(1990), Pearlin et al. (1990), and Rankin et al. (1992) it

is apparent that the personality of the caregiver may impact

upon the various elements in these models. For example, how

the caregiver perceives the elder's symptoms, such as

manageable or acceptable, can be influenced by personality

characteristics of the caregiver. In addition, the

caregiver's personality style may influence how the

caregiver reacts to the caregiving situation, such as by

becoming depressed.

In this study, personality is 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 & Lindsey, 1985). It is also possible to view

personality-related changes in the caregiver as one of many

possible outcomes of caregiving (e.g., enhanced or reduced
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feelings of self- efficacy or mastery). Such changes may

accompany either successful, satisfying caregiving

experiences, or unsuccessful, dissatisfying caregiving

experiences. Caregivers have established personality styles

that can influence the style and effectiveness of their

adaptation to their caregiving situations (Gallagher et al.,

1989). Understanding if, and how, the personality of the

caregiver impacts upon their appraisal of the caregiving

demands is important in order to plan effective

interventions and remediation efforts, and to more fully

comprehend the unique potential problems or benefits of the

caregiving experience.

My expectations were fourfold: (1) that adult children

active caregivers would experience greater decrements in

aspects of well-being than spouse active caregivers; (2)

that among potential caregivers spouses would experience

less well-being than adult children; (3) that active

caregivers would report higher levels of burden than

potential caregivers; and (4) that personality

characteristics would account for a significant and unique

proportion of variance in the experience of burden and well-

being.
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METHOD

Because the caregiving literature clearly identifies both

spouses and adult children in primary caregiving roles

(Barusch & Spaid, 1989; Tennstedt, McKinlay, & Sullivan,

1989) and differentiates caregiver stress and burden by sex

(Barusch & Spaid, 1989; Fitting, Rabins, Lucas, & Eastham,

1986; Young & Kahana, 1989), the total sample (n = 79)

consisted of groups broken down by caregiver status, gender,

and kinship status.

The kinship groups were as closely matched as is possible

for volunteer samples by age, socio-economic status/income,

duration of the caregiving role for active caregivers, and

self-rated health (subjective rating, frequency of physician

visits, severity and duration of illness) (Barusch & Spaid,

1989; Colerick & George, 1986; Quayhagan & Quayhagan, 1989;

Young & Kahana, 1989).

Subjects

Participants consisted of community residents from the

Dallas/Ft. Worth metroplex area as well as from metropolitan

Austin and San Antonio. 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

22
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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 (Barer & 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%).

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.
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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

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



25

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

(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
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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

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 receivers 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%).
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Procedure

After having been informed of the study's general purpose

(to generally assess attitudes toward caregiving and aging),

and having filled out an informed consent form, participants

completed a short questionnaire to gather demographic data

and information regarding the nature and extent of their

current or anticipated caregiving responsibilities and

available social support. Participants were adults

recruited from the community, Alzheimer's disease support

groups, churches, and through an advertisement in a local

newspaper. Because caregiver samples tend to be biased in

favor of those who have had contact with formal services

(Barer & Johnson, 1990), and very heterogenous (Zarit &

Toseland, 1989), an effort was made to purposefully recruit

those who had a minimum of formal service contact to enhance

the generalizability of findings. The questionnaires were

hand delivered or sent via the mail to the participants.

Feedback about the study was provided upon request after the

completion of the questionnaire. All participants were paid

$15.00 for participation.

Measures

To examine the variety of characteristics that were

explored as correlates of caregiver appraisal of burden and

well-being, a variety of measures were completed by the

participants.
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The NEO Personality Inventory (Costa & McCrae, 1988a)

consists of five subscales: Neuroticism, Extraversion,

Openness to Experience, Agreeableness, and

Conscientiousness. Convergent validity was established

through correlations between the scores on the NEO with

spouse and mean ratings that were provided 
by one to four

peers on the NEO (McCrae & Costa, 1987). Convergent

correlations ranged from .53 to .60 for spouse rated NEO,

and .37 to .63 for Peer rated NEO. For further evidence of

convergent validity, see McCrae (1991). Six year retest

coefficients for the Neuroticism, Extraversion, and Openness

to Experience subscales in both self reports and spouse

ratings ranged from .75 to .86 (Costa & McCrae, 1988b). For

the Agreeableness and Conscientiousness subscales, 
Piedmont

and Weinstein (1993) conducted a study to determine

reliability and validity. Alpha reliabilities for

Agreeableness ranged from .58 to .80, and .69 to .86 for the

Conscientiousness subscale. Overall, this provides evidence

for adequate internal consistency.

Neuroticism represents the proneness of the individual to

experience unpleasant and disturbing emotions 
and to have

corresponding disturbances in thoughts and actions.

Individuals with high scores in neuroticism tend to worry

about others' opinion of them, are defensive and guarded,

and want care and sympathy. People who receive low scores

in neuroticism generally are more calm and relaxed,
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satisfied with themselves, and pride themselves on their

objectivity.

Extraversion concerns differences in preference for

social interaction and lively activity. Individuals high in

extraversion need social contact, attention and fun. Those

who score low in extraversion tend to be emotionally bland,

avoid close relationships, are overcontrolled, and

submissive.

Openness to Experience refers to a receptiveness to new

ideas, approaches, and experiences. People who are closed

to experience are characterized by a preference for the

familiar, practical, and concrete, and a lack of interest in

experience for its own sake. People who are open to

experience value intellectual matters, tend to be rebellious

and nonconforming, and have unusual thought processes.

Agreeableness is seen in selfless concern for others and

in trusting and generous sentiments. Low agreeableness is

reflected by criticism and skepticism, showing condescending

behavior, pushing limits, and expressing hostility directly.

High scorers on agreeableness are generally sympathetic and

considerate, warm and compassionate, arouse liking in

others, and behave in a giving way.

Conscientiousness is a dimension of individual

differences in organization and achievement. Highly

conscientious people are dutiful and self-disciplined, but

also ambitious and hardworking; they are generally
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dependable and responsible, and have high aspiration levels.

People low in conscientiousness are more lackadaisical and

easy-going, and less exacting with themselves or others.

They have difficulty delaying gratification, are self-

indulgent, and tend to engage in fantasy and daydreams.

The Locus of Control (LOC) Scale consists of three

subscales: Internal, Chance and Powerful Others (Levenson,

1972). The Internal subscale measures the extent to which

people believe they exercise control over their lives. The

Chance and Powerful Others subscales measure the degree to

which people feel their destinies are beyond their own

control and are determined by fate, chance, or powerful

others. Internal consistency coefficients were .67 for the

Internal subscale, .73 for the Powerful Others subscale, and

.80 for the Chance subscale.

Wallston and Wallston (1978) developed the Health Locus

of Control scale based on the Levenson's Locus of Control

model (Levenson, 1972). The Health Internal scale measures

the extent to which people believe their behavior determines

their own health. The Health Chance and Health Powerful

Others scales reflect the degree to which one believes

health is determined by unpredictable factors (such as luck

or fate) or by the actions of others (i.e., health care

professionals), respectively. Wallston, Wallston, and

DeVellis (1978) reported the internal consistency of these

three subscales to be .71, .72, and .69, respectively.
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The Alzheimer's Disease Knowledge Test (ADK) was

developed by Dieckmann, Zarit, Zarit, and Gatz (1988). It

assesses both knowledge of Alzheimer's disease and the

tendency to over or underestimate the severity of the

disease. Coefficient alpha was used to provide an estimate

of the internal consistency of the 20 question test. The

test was administered to four different samples, including

undergraduates, undergraduate gerontology students, graduate

students in gerontology, social work, or counselling, and

mental health professionals. The alpha coefficients ranged

from .71 to .92. For the undergraduate students, the ADK

was re-administered after three and a half months. This

provided a test-retest reliability correlation of .62. To

measure construct validity, it was predicted that there

would be group differences in test scores, reflecting

different levels of knowledge. The pattern of responses

indicated adequate construct validity (Dieckmann et al.,

1988).

Self-Efficacy refers to the belief that one has the

ability to produce a desired change or perform a variety of

tasks. The Self-Efficacy scale (Sherer, Maddox,

Mercandante, Prentice-Dunn, Jacobs, & Rogers, 1982) measures

the degree to which a person attributes success to personal

skill or chance. The General Self-efficacy and Social Self-

efficacy subscales were used in this study. Cronbach alpha

reliability coefficients of .86 and .71 for the two
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subscales were obtained (Sherer et al., 1982). To assess

construct validity, scores on the Self-efficacy Scale were

correlated with measures of several other personality

characteristics. The predicted correlations between the two

Self-efficacy subscales and the other measures were

obtained. While all the correlations were moderate in

magnitude in the appropriate direction, they were not of

sufficient magnitude to indicate that any of the scales of

personality characteristics used measure precisely the same

underlying characteristic as the Self-efficacy Scale.

Criterion validity was confirmed by positive correlations

between past success experiences in vocational, educational,

and military areas and scores on the Self-efficacy Scale.

Personal Anxiety Toward Aging is a subscale of the Aging

Opinion Survey (Kafer, Rakowski, Lachman, & Hickey, 1980).

Responses in this scale reflect anxiety, uneasiness, fear,

or dread concerning one's own aging. An alpha coefficient

of .65 was reported (Kafer et al., 1980), which indicated

adequate reliability.

Participants' knowledge of aging was measured with the

Facts on Aging Quiz, Part Two, developed by Palmore (1977,

1981). This test covers the basic facts and frequent

misconceptions about aging, and measures levels of

information and anti-aged bias. Reliability was confirmed

based on the correlation between two alternate forms, with

the correlations ranging from .50 to .80. The primary
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evidence for the validity of the Facts on Aging Quiz, Part

Two, as well as Part One, are the statistics and studies

cited in the article (Palmore, 1981).

The Beck Depression Inventory (BDI) (Beck, Steer, &

Garbin, 1988) is a widely used instrument for assessing the

intensity of depression and for detecting depression in

normal populations. Recent evidence indicates that this

inventory discriminates subtypes of depression and

differentiates depression from anxiety. A meta-analysis of

the BDI's internal consistency estimates yielded a mean

coefficient alpha of .86 for psychiatric patients and .81

for nonpsychiatric patients. Concurrent validities of the

BDI with respect to clinical ratings and the Hamilton

Psychiatric Rating Scale for Depression (HRSD) were also

high. The mean correlations of the BDI samples with

clinical ratings and the HRSD were .72 and .73, respectively

for psychiatric patients. For nonpsychiatric patients the

mean correlations were .60 and .74, respectively.

The Marlowe-Crowne Social Desirability Scale (MCSD)

(Crowne & Marlowe, 1964) is a measure of test taking bias.

It is sensitive to individuals trying to give socially

appropriate answers to the questions. Reliability of the

MCSD Scale was obtained through both internal consistency

and test-retest coefficients. The internal consistency

coefficient was .88. Retesting was conducted after one

month and a test-retest correlation of .88 was obtained.
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Correlations between the MCSD Scale and K (testing taking

attitudes), L (lie), and F (validity and testing taking

attitudes) subscales of the MMPI were obtained. The

correlation between K and MCSD was .40 (p < .05), L and MCSD

was .54 (p < .01), and F and MCSD was -.36 (p < .05). These

results provide evidence of adequate concurrent validity.

The perception of support from others was measured by the

Expressive Support scale designed by Pearlin et al. (1990).

Pearlin et al. (1990) view social support as a mediator in

caregivers' experience of stress. People exposed to similar

stressors are affected by them in different ways.

Mediators, such as social support, are typically used to

provide the explanation for the variability in the

experience of stress by caregivers. Internal consistency

was determined with an alpha coefficient of .87.

Caregiver Anxiety (Cicirelli, 1988) is an instrument

designed to measure anxiety over an anticipated caregiving

role, and anxiety of the anticipated decline in the care-

receiver. This anxiety is defined "as a state of worry or

concern about the anticipated decline and death of an aging

family member as well as worry or concern about the ability

to meet anticipated caregiving needs, either prior to any

caregiving or during the provision of care, and in

anticipation of further decline and additional needs for

care" (p. 478). The internal consistency reliability

(Cronbach's alpha) was .88 for subscale A which consisted of
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the first seven items, and .77 for subscale B which

consisted of the remaining six items. To determine

stability over time, the sample was retested after an

interval of two weeks. Test-retest reliability was .69 for

subscale A, and .61 for subscale B. Construct validity was

confirmed based on predictions of the strength of attachment

and amount of anxiety.

Caregiver burden can be defined as the negative

consequences from the role of caregiving, including

increased depression, anxiety, health problems, and low life

satisfaction. Because this study included potential

caregivers as a comparison group, and instruments designed

to specifically measure caregiver burden were used,

potential caregivers were asked to imagine themselves in the

caregiving role. Caregiver burden can also be thought of as

the appraisal of the caregiving experience as stressful.

Subjective caregiver burden involves the report of poor

health, isolation, end-of-the-rope feeling, loss of control,

fatigue, depression, and feeling trapped. Caregiver Burden

is a subscale of a global measure, Caregiver Appraisal

(Lawton, Kleban, Moss, Rovine, & Gliksman, 1989).

Chronbach's alpha was .85, reflecting the internal

consistency of the Caregiver Burden subscale. Concurrent

validity was based on the correlation between the subscale

and other responses of the caregiver or findings by the

interviewer who had just obtained the responses to the
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caregiving appraisal questions (Lawton et al., 1989). The

results give some support to the validity of the subscale.

According to George and Gwyther (1986), caregiver burden

is synonymous with decrements in dimensions of well-being

relative to people who do not have caregiving

responsibilities. Therefore, to assess the dimensions of

well-being, the Affect Balance Scale (Bradburn, 1969) was

used to assess the ratio of positive to negative affect.

Reliability coefficients (Cronbach's alpha) were reasonably

high at .65 for the positive affect scale, and .59 for the

negative affect scale (Harding, 1982).



CHAPTER III

RESULTS

Means for the eight cells (caregiver status by gender by

kinship status) are found in Table 1 (Appendix). Caregiver

status by gender by kinship status multivariate analysis of

variance (MANOVA) showed no significant triple interaction

effects for the variables as a set.

A MANOVA was significant for the variables as a set for

the caregiver by kinship interaction, F = 1.85, df = 23,49,

p < .05. Subsequent ANOVAs were significant for the

Powerful Others subscale of the Locus of Control scale, F =

5.41, df = 1,71, p < .05; Caregiver Anxiety, F = 5.67, df =

1,71, p < .05; and age, F = 6.34, df = 1,71, p < .05.

Inspection of the means (see Table 1, Appendix) indicates

that adult children potential caregivers scored

significantly higher than spouse potential caregivers on the

Powerful Others variable (t = 2.27, p <.05). No differences

for Powerful Others across kinship were found for active

caregivers. For the Caregiver Anxiety variable, inspection

of the means shows no differences across kinship for active

and potential caregivers. Evaluation of the means for age

indicates that spouse active caregivers are older than adult

37
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children active caregivers (t = -8.10, p <.01), and spouse

potential caregivers are older than adult children potential

caregivers (t = -2.75, p < .01).

Main effects for kinship groups (spouses versus adult

children) showed a significant difference for the variables

as a set, F = 1.99, df = 23,49, p < .05. Results from the

ANOVAs indicated significant differences between the groups

based on age, F = 44.38, df = 1,71, p <.01, where spouses

are older than adult children.

Main effects for caregiver status (caregivers versus

potential caregivers) on the group of variables as a set

were significant, F = 1.88, df = 23,49, p < .05. ANOVAs

showed significant differences based on age, F = 21.09, df =

1,71, p < .01, indicating that active caregivers were older

than potential caregivers.

A separate MANOVA was computed for the measures of well-

being, which included Burden, Caregiver Anxiety, Self-

Efficacy, Affect Balance, Depression, and Social Support.

No interactions or main effects were found for these

variables.

For the same set of variables, however, when social

desirability was controlled for the two caregiver status

groups, a significant difference was found for the variables

as a set, F = 2.35, df = 6,65, p < .05. Subsequent ANOVAs

found a significant difference between groups on the Affect

Balance variable, F = 4.07, df = 1,70, p < .05. An
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inspection of the means indicated that caregivers scored

significantly lower on the Affect Balance Scale than

potential caregivers.

Stepwise multiple regression analyses were computed for

the caregiver group, potential caregiver group, and the

sample as a whole. In general, health, income, gender and

kinship status were entered as predictors in addition to a

variety of personality measures in explaining aspects of

burden and well-being. For the sample as a whole, caregiver

status was added as an independent variable. Results are

found in Tables 2, 3, and 4 (Appendix).

For the caregiver group (see Table 2, Appendix), four

measures, Neuroticism, Powerful Others, Internal Locus of

Control, and Income, accounted for a significant proportion

of the variance in Caregiver Burden (Adjusted R2 = .47).

Extraversion, Conscientiousness, and Knowledge of

Alzheimer's disease accounted for a significant proportion

of the variance in Self-Efficacy (adjusted g2 = .78) . For

the dependent variable Depression, Extraversion was the sole

contributing factor accounting for a significant proportion

of the variance (adjusted R2 = .36). Neuroticism, Powerful

Others Locus of Control, and Knowledge of Aging, accounted

for a significant proportion of the variance in Affect

Balance (12 = .55). The Powerful Others and Internal Locus

of Control variables accounted for a significant proportion

of the variance on Support (adjusted R2 = .15). Anxiety
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about Aging was the sole contributing variable accounting

for a significant proportion of the variance on Caregiver

Anxiety (adjusted 2 = .12).

For potential caregivers (see Table 3, Appendix), two

measures, Anxiety about Aging and Social Desirability

accounted for a significant proportion of the variance in

Burden (adjusted 2 = .33). Conscientiousness, Knowledge of

Alzheimer's disease, Openness to Experience, Kinship status,

Internal Locus of Control, and Neuroticism were found to

account for a significant proportion of the variance in

Self-Efficacy (adjusted 2 = .73). Neuroticism, Chance

Locus of Control, and Health Powerful Others Locus of

Control accounted for a significant proportion of the

variance in Depression (adjusted R2 = .49). Two variables,

Chance Locus of Control, and Neuroticism accounted for the

significant proportion of variance in Affect Balance ( 2 -

.39). Neuroticism, Health Internal Locus of Control, and

Chance variables accounted for a significant proportion of

the variance on Support (adjusted R2 = .56). Anxiety about

Aging, Health Chance Locus of Control, and Kinship status

accounted for the significant proportion of variance for

Caregiver Anxiety (adjusted R2 = .35).

For the whole sample (see Table 4, Appendix), Anxiety

about Aging, Internal Locus of Control, Powerful Locus of

Control, Social Desirability, and Income accounted for a

significant proportion of variance in Burden (adjusted 2 -
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.43) . For Self-Efficacy, Conscientiousness, Extraversion,

Knowledge of Alzheimer's disease, and Neuroticism accounted

for a significant proportion of the variance (adjusted R2 .

.67). Two variables, Neuroticism and Extraversion accounted

for a significant proportion of the variance in Depression

(adjusted S2 = .39). Health Chance Locus of Control and

Neuroticism accounted for a significant proportion of the

variance in Social Support (adjusted R2 = .23). For Af fect

Balance, Neuroticism, Chance Locus of Control, Health, and

Knowledge of Alzheimer's disease accounted for a significant

proportion of the variance (adjusted R2 - . 50) . Anxiety

about Aging and caregiver status were the two variables

which accounted for the significant proportion of variance

in Caregiver Anxiety (adjusted R2 = .20) .



CHAPTER IV

DISCUSSION

The analysis of the data did not support the first

hypothesis and findings from previous research, 
that

caregivers who are spouses differ significantly 
in their

experience of caregiving from caregivers who are 
caring for

a parent (Barusch & Spaid, 1989; Tennstedt et al., 1989).

Additionally, adult children potential caregivers reported

feeling that they had less control over their lives 
than

spouse potential caregivers. This does not support the

second hypothesis, which stated that spouse potential

caregivers would experience less well-being 
than adult

children potential caregivers. The finding that adult

children potential caregivers had higher scores on 
the

Powerful Others subscale of the Locus of Control scale may

indicate that, while they are not currently caregivers, 
they

have thought about the situation, and possibly 
feel that

they do not have ultimate control over 
this aspect of their

lives.

Furthermore, it is possible that the lack of significance

found in this study for kinship status for caregivers 
is an

artifact of the small sample size and homogeneity 
of the

sample. Because there has been strong evidence in 
past

research studies (Barusch & Spaid, 1989;

42



43

Tennstedt et al., 1989) that supports the contention that

spouse caregivers differ significantly from adult children

caregivers in their experience of burden, it is recommended

that researchers continue to explore caregivers' perceptions

of burden and stress by kinship status.

A MANCOVA was computed with social desirability

controlled for the caregiver and potential caregiver groups.

There was a significant difference in the groups on the

variables, specifically the Affect Balance variable. This

partially supports the third hypothesis, that caregivers

experience greater decrements in aspects of well-being than

potential caregivers. Caregivers reported experiencing

lower affect balance (greater fluctuations in affect) than

potential caregivers. The greater fluctuations in affect

may reflect the difficulty in experiencing the insidious 
and

progressive nature of Alzheimer's disease, and the ravaging

of the caregiver's spouse or parent by Alzheimer's disease.

On the other measures of well-being, no significant

differences were found between active caregivers and

potential caregivers. It would not be accurate to interpret

that the results of this study's MANOVAs would generalize to

others. However, a review of previous research into

caregivers' perceptions of burden indicates that these

studies did not include a comparison group of potential

caregivers. Because of the lack of a control group, results

from previous studies which posit that caregivers have high
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levels of burden may be over-estimating the level of burden

experienced by caregivers (and conversely under-estimating

the possible burden experienced by non-caregivers). In this

study, for the Caregiver Burden scale the theoretical range

of scores was 25 to 125. The average of the scores was

61.46. While there was no difference found for the burden

variable between caregivers and potential caregivers, the

whole sample reported a moderate amount of burden.

Therefore, it is important for researchers to include in

their studies a comparison group of people who are not

caring for a cognitively or physically impaired relative in

order to differentiate the experience of burden and stress

for caregivers as compared with potential caregivers.

Results from the regression analyses support the fourth

hypothesis, that personality characteristics contribute a

significant amount of the variance in the experience of

well-being, stress, and burden. In other words, the unique

differences in the personalities of individuals play an

important part in understanding perceptions of stress and

burden. The high degree of variance accounted for by the

various personality characteristics in the different aspects

of well-being indicates that individual differences are of

primary importance in peoples' appraisals of the caregiving

situation. Furthermore, the lack of significant results

between caregivers and potential caregivers on different

measures of personality characteristics indicates that,
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while the groups may not differ significantly from each

other as a whole, it appears that individual differences in

personality have the biggest role in differentiating 
which

individuals experience stress or burden. Looking at the

regression analyses for the whole group, it is apparent that

caregiver specific factors do not contribute 
to the

prediction of indices of well-being, with the exception of

caregiver anxiety.

In trying to predict different aspects of well-being and

conversely burden or stress experienced by caregivers, a

variety of configurations are apparent. It is clear from

the results of this study that different variables predict

different aspects of well-being for the caregiver and non-

caregiver (potential caregiver) groups (see Table 2 and 3,

Apendix). For example, where Anxiety about Aging and 
Social

Desirability better predicted Burden reported by potential

caregivers, these variables did not contribute to the

prediction of Burden in caregivers. For caregivers,

Extraversion was the variable that best predicted

Depression, whereas for potential caregivers, Neuroticism,

Chance Locus of Control, and Health Powerful Others Locus of

Control best predicted Depression. These differences in

prediction of aspects of well-being between the 
two groups

were found for the Burden, Self-Efficacy, Depression, Affect

Balance, Support, and Anxiety about Caregiving variables.
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Results of this study provide additional evidence that

personality characteristics are critically important 
in

perceptions of well-being, and indicate that personality

factors may predispose people to experience greater

decrements in aspects of well-being. For example, people

who have a high degree of anxiety about their own aging, who

do not feel a sense of control over their lives and feel

that other people control them, who try to conform to social

norms, and who report lower income appear to have higher

levels of burden. People who are more neurotic and

introverted seem prone to depression. Future research could

focus on developing a battery of assessments consisting of

the measures found to predict different aspects of well-

being in caregivers. Based on the information from the

regression analyses, a risk index could be developed 
from a

persons' relative standing on the different personality

measures. This would provide a more definitive assessment

of caregiver burden, and subsequently allow for more

immediate and focused intervention.

Methodological flaws in this study limit generalization

to the typical caregiving population. While efforts were

made to recruit caregivers that did not receive formal

services from community agencies and were not members of

self-help groups, analysis of the sample indicates that most

caregivers were volunteers, and therefore possibly 
more

motivated. In addition, the sample was primarily from the
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caucasian ethnic group, which cannot 
be assumed to represent

the diverse ethnicity of the general 
population. The small

sample size also lowers statistical 
significance and

generalizability.

Gender differences were not found to be statistically

significant between the groups. 
The lack of significance

based on gender may be due to the small 
number of males

included in the samples in this study. 
It is possible that

a larger sample of men would yield more 
significant results.

Because men are beginning to assume a 
greater role in

caregiving, and because earlier studies found 
differences in

caregiver stress and burden by gender (Barusch 
& Spaid,

1989; Fitting et al., 1986; Young & Kahana, 1989), it is

important for researchers to consider 
gender differences and

design their studies accordingly.

The cross-sectional nature of the study 
also limits

prediction and the understanding 
of the caregiving

experience over time. The findings may represent transient

feelings. In addition, mental health is believed to change

over time as a result of experiences such as caregiving.

The dynamic relationship between caregiving 
and mental

health needs to be studied as the caregiving 
experience

changes due to the progressive 
nature of Alzheimer's

disease.

While Alzheimer's disease has a classification 
of

symptoms which are progressive 
in nature, there are
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individual differences in the manifestation of Alzheimer's

disease. These individual differences in the manifestation

of the disease also show individualized changes over time.

Therefore, it is difficult to predict caregivers' reactions

to and perceptions of the caregiving experience without

studying the progression of changes that occur over time.

Longitudinal analysis is necessary to understand the

complexity of the emotional impact of caregiving and how

that emotional impact changes as the caregiving experience

changes.

The inclusion of personality characteristics in the study

of caregiving is a move to a better understanding of the

caregiving experience. This should lead to better

intervention and remediation for those caregivers who

experience mental health problems or difficulty with

adjustment as a result of caregiving. However, there is an

abundance of assessments for personality characteristics,

and the semantic ambiguity in the definition of these

characteristics makes it difficult to pool the results from

the multitude of studies about caregiving into a coherent

theory. While generalizability of the results of this study

is limited, the strong statistical evidence in this study

appears to indicate that personality characteristics cannot

be overlooked in the study of caregiver burden.

Changes in our health care system make information from

studies like these even more relevant to our society, as
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reforms in care for people with Altheimer's disease are

likely to greatly impact families providing care for a

relative with Alzheimer's disease. Being able to understand

and predict those who are at risk for emotional problems as

a result of caregiving will allow for quicker action and

better planning of care for the entire family.
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Table 2

Stepwise Multiple Regression: Caregiver Group

Dependent
Variable

Predictors F Beta adjusted

Burden
Neurot icism
Powerful Others Locus

of Control
Internal Locus of Control

Income

Self-Efficacy
Extraversion
Conscientiousness
Knowledge of Alzheimers

Depression io
Extraversion

social Support
Powerful Others Locus of
Control

internal Locus of Control

Affect Balance
Neurotic ism
Powerful Others Locus of
Control

Knowledge of Aging

Caregiver Anxiety
Anxiety About Aging

14.25**

10.93**
10.02**
9.80**

40.72**
63.92**
48.55**

23. 0**

4 . 61*
4.54*

.38

. 39
-.28

.28

-. 58
-. 52
.16

.61

-.31
.30

31.40* -.55

20.96*
16.77*

.47

.78

.36

.08

.55

-.31
.23

6.61** .38 .12

< .05; **p < .01



54

Table 3

Stepwise Multiple Rectression: Potential Caregivers

Dependent
variable

Predictors F Beta adjusted

Burden
Anxiety about Aging
Social Desirability

Self-Efficacy
Conscientiousness
Knowledge of Alzheimers
Openness to Experience
Kinship status
Internal LOC
Neuroticism

Depression
Neurotici sm
Chance LOC
Health Others LOC

Social Support
Neuroticism
Health Internal LOC
Chance LOC

Affect Balance
Chance LOC
Neuroticism

Caregiver Anxiety
Anxiety about Aging
Health Chance LOC
Kinship Status

13. 05**
9.79**

32.40**
24.36**
20. 19**
19.10**
17.97**
17.34**

16.58**
13.95**
12.47**

25.70**
18.80**
16.51**

.55
-. 31

-.69

.39
-. 28
-. 29
-. 27
-.21

.44

.40
-.29

-. 58
.29

-. 28

12 .67** -. 42
12.34** -.41

11.06**
8 . 31**
7-53**

.62
-. 40
-.29

< .01

.33

.73

.49

.56

.39

.35

-L .
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Table 4

Stepwise Multiple Regression: Whole Sample

Dependent Predictors F Beta adjusted

Variable

Burden -
Anxiety about Aging
Internal LOC
Powerful Others LOC
Social Desirability
Income

Self-Efficacy
conscientiousness
Extravers ion
Knowledge of Alzheimers
Neuroticism

Depression
Neuroticism
Extraversion

Social Support
Health Chance LOC
Neuroticism

Affect Balance
Neuroticism
Chance LOC
Health
Knowledge of Alzheimers

Caregiver Anxiety
Anxiety about Aging
Caregiver status

24.99**
18. 28**
15.03**
13.93**
12.49**

67.89**
57.85**
46.17**
40.70**

32.43**
26.13**

11.89**
12.63**

42.45**
30.50**
34.13**
20.12**

16.52**
10.69**

.43

. 67

.39

.12

.31
-.22
.33

-.20
.19

-.52
-.34
.21
.22

-.42
.36

-.35
.34

.45
-.33
-.22
-.18

.41
-. 21

.50

.20

< .01
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