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The purpose of this study was to examine the

relationship between life stressors, resources, and

psychological symptomatology of 20 family caregivers of

Alzheimer's patients. Stressors were categorized as

stressors specific to the caregiving role and general life

stressors. Resources were also categorized as resources

specific to the caregiving role and general life resources.

Multiple regression determined which stressors, resources,

and demographic variables predicted psychological

symptomatology. Specific stressors that were significant

predictors included: caregiving events, caregiving event

chronicity, and mean burden scores. Significant general

stressors included: size of caregivers' household, non-

caregiving events and non-caregiving event chronicity.

Significant resources included: other caregivers, the duties

other caregivers provided, and caregiver's educational

level. No Other Demographic Variables were found to be

significant predictors.
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CHAPTER I

INTRODUCTION

As the average age of the population increases in the

United States, diseases which affect middle age and older

adults also increase. One of these diseases is Alzheimer's

Disease. Alzheimer's Disease was described over 80 years

ago by the German physician Alois Alzheimer. This disease

is a progressive degenerative disorder, characterized by

memory loss and a variety of cognitive disabilities (Costa,

Whitfield, & Stewart, 1989). Haley, Levine, Brown, Berry,

and Hughes (1987) stated that, "dementia patients experience

declines in intellectual abilities, self-care skills, and

deterioration of personality" (p.405). Since individuals

who suffer from this degenerative disease need constant care

and attention, a full-time caregiver is often needed.

Morris, Morris, and Britton (1988) reported that, "the

primary burden of support for a dementia sufferer usually

falls on one person who takes on the role of caregiver and,

as a result, (this one person) often experiences

considerable hardship in terms of the physical and emotional

burden" (p. 147) .

The question of who fills the role of caregiver is an

issue which needs to be examined. Brody and Schoonover

1



2

(1986) reported that the caregiver role is structured

hierarchically in relation to the proximity of kin. The

spouse, if available, is the primary caregiver, then

children, children-in-law (primarily daughters-in-law) and

finally friends. Liptzin, Grob and Eisen (1988) stated that

it is well known, "that the family is the major support

system for elderly persons in the United States" (p. 397).

These family caregivers, who have lives and daily demands of

their own, often find themselves in difficult positions.

They have to determine how to juggle their own life problems

while caring for a demented elderly person. There is a high

level of stress in relation to this family caregiver role.

Novak and Guest (1989),, reported, "that caregivers feel high

levels of burden in the first year.. .after they begin

caregiving" (p. 76). It is important to note how involved a

caregiver will be in the life of the Alzheimer's patient.

Some predictors of this involvement have included not only

the degree of cognitive impairment of the patient, but also

the caregiver's employment status, the geographic proximity

of the caregiver to the patient, whether the patient lives

with the caregiver or not, as well as other non-caregiving

responsibilities of the caregiver (Brody & Schoonover,

1986).

Recently, research has focused on how these family

members deal with the stress involved in caring for an

Alzheimer's patient. "Caregiving has been the focus of a
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tremendous amount of gerontological research in the past

decade" (Lawton, Kleban, Moss, Rovine, & Glicksman, 1989, p.

P61). "Attention is now being directed to the dynamics of

the helping situation in an attempt to discover ways of

strengthening informal caregiving capacities" (Cantor, 1983,

p. 597). Greene and Monahan (1989) initiated a caregiver

support group to determine if the stress involved in caring

for an elderly person could be lessened. They discovered

that participation in the support group significantly

reduced depression and anxiety as well as the caregiver's

burden. Novak and Guest (1989), also noted that increases

in caregiver's knowledge about Alzheimer's disease and

increases in the caregiver's social support system could

decrease their sense of burden. The result of these studies

suggested that determining exact stressors that cause

anxiety and depression in caregivers is of vital importance.

Isaacs (1971) stated that approximately one-third of

admissions of dementia sufferers to a particular geriatric

unit were to relieve families who had become exhausted or

demoralized by caregiving.

As suggested by Isaacs (1971), some of the

psychological distress that caregivers experience are not

necessarily related to the cognitive impairment of the care

recipient, but to the caregiver's perception of how

stressful the situation is (Morycz, 1985). Individual

differences between caregivers and their specific caregiving
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roles determine the amount of stress each caregiver

perceives. When the caregiver does discuss stress, it is

usually in the form of psychological symptoms. According to

Morycz (1985), these psychological symptoms are usually

reported as, "feelings of depression, anger, embarrassment,

fatigue, perception of poor health, sleep disturbance,

reduction of leisure and social activities, or simply in

more generalized feelings that the present overall situation

is not managed well, is unsatisfactory, and is burdensome"

(p. 333). In the literature, depression is seen when the

caregiver perceives the caregiving situation as a burden

(Lawton, Moss, Kleban, Glicksman, and Rovine, 1991).

Lawton et al. (1991) noted that stressors the caregiver

perceives are usually represented by the degree of

disability of the care recipient. Poulshock and Deimling

(1984) reported that the stress of the caregiver centers

around the, "elder's impairment...and the impact that

caregiving has on the life of the caregiver and the family"

(p. 231). These two studies suggest that as an Alzheimer's

patient begins to deteriorate mentally and physically,

caregiver hardship increases. The effects the family

experiences during this decline is usually referred to as

caregiver burden (Poulshock & Deimling, 1984). The hardship

of this burden can produce a high level of psychological

distress for the caregiver. The course of Alzheimer's

disease typically runs from five to fifteen years and
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proceeds in stages from, "normal life to confusion to

dependence to death" (Novak & Guest, p. 67). Therefore, the

caregiver may experience chronic distress for years.

Kinney and Parris Stephens (1989) stated that, "little

is known about the specific types of stressors that

contribute to poor social, mental, and physical health among

caregivers" (p. 402), but, Morycz (1985) expanded on some

theories of how distress could increase in a caregiver. He

stated that the background characteristics of the patient

(such as age, marital status, race, family size, and

composition) as well as the patient's symptoms, relate to

caregiver distress. Another stress factor for the caregiver

can include the caregiver's own physical health. If

caregivers have health or mobility problems of their own,

their burdens can be high. Thus, it is important to examine

the particular factors that may determine caregiver

psychological distress.

The current research examined potential causes of

caregivers' distress by looking at sets of constructs, shown

in Table 1. These constructs included: (a) caregiving-

specific stressors and general life stressors, (b)

caregiving specific resources and general life resources,

and (c) relevant demographic variables.

Stressors - Caregiving Specific

The two categories of stressors examined in the current

research are caregiving specific stressors and general
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Table 1

Predictors of Distress for Caregivers

Stressors

Caregiving Specific

1. Severity of disease of
the Alzheimer's patient

2. Time demands of caregiving

3. Caregiving burden

4. Caregiving events

General

1. Caregiver's own
physical health

2. Caregiver's
employment

3. Family structure

4. Non-caregiving
events

Resources

Caregiving Specific

1. Community resources

General

1. Caregivers'
socioeconomic status
(income and
education)

2. Other caregivers

Other Demographic Variables

1.

2.

Relationship to the patient

Geographic proximity to the patient
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stressors. The caregiving specific stressors included four

sub-constructs: (a) the severity of disease of the

Alzheimer's patient, (b) the time demands involved in

caregiving, (c) the caregiver's perceived burden of

caregiving, and (d) stressful events involved in caregiving.

Alzheimer's disease severity. The severity of the care

receiver's cognitive impairment can be a stressor for the

caregiver. Deutsch and Rovner (1991) found that in at least

50% of Alzheimer's patients, agitation and other

noncognitive abnormalities were present. These can be

serious problems for caregivers. Agitation in Alzheimer's

patients refers to physical aggression, verbal aggression,

and nonaggressive behaviors such as wandering and sleep

disturbance. Deutsch and Rovner (1991) suggested that as

severity of the cognitive impairment increases, so does the

frequency and number of behavioral problems. When severe

cognitive impairment of the patient is combined with

aggressive acting out, the outcome is likely increased

stress for the caregiver.

Pruchno and Resch (1989) presented two hypotheses that

might explain the relationship between caregiver's stress

and the care recipient's severity of illness. The first

hypothesis, the "wear and tear" hypothesis, indicates that

as the patient deteriorates, the stress on the caregiver

increases. Over time, both the care recipient and the

caregiver deteriorate. The second hypothesis, the
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"adaption" (sic) hypothesis, states that as the patient's

cognitive impairment increases, the caregiver's stress level

increases at first and then levels off. Thus, the caregiver

learns to adapt to the situation and the associated stress.

Pruchno and Resch (1989) tested these two hypothesis and

found some validity in both. For caregivers of patients who

displayed more asocial behaviors and depression, the "wear

and tear" hypothesis proved to be valid. The more the

patient displayed these behaviors, the more stress the

caregiver perceived. For forgetful behaviors, the

"adaption" hypothesis proved more valid. Stress for

caregivers of care recipients with some forgetful behaviors

were similar to the stress for caregivers who had almost

constant forgetful behaviors in their care recipient. These

findings indicate that, even though the caregiver expects

asocial behavior and forgetfulness in the Alzheimer's

Disease patient, the asocial behavior is sometimes more

extreme and unpredictable than the forgetfulness, thus

making it more stressful to the caregiver. The current

research looked at both of these formulations of Pruchno and

Resch (1989).

Time demands. Time demands involved in the caregiving

task can prove to be stressful. Killeen (1990) attempted to

identify stressors for caregivers of Alzheimer's patients.

This study hypothesized that when caregiving infringes on

personal time, a higher level of stress would be reported.
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When caregivers were questioned about the time demands

involved in caregiving, the results showed that as the

caregiver's free-time decreased, the caregivers perceived an

increased amount of stress. The current research examined

the relationship between the time a caregiver spends

involved in caregiving tasks, and increased distress.

Perceived burden. Lawton et al. (1991) discussed

caregiver burden as "the perception of psychological

distress, anxiety, depression, demoralization, and

generalized loss of personal freedom attributed directly to

caregiving" (p. P182). They examined caregiver burden in

spouses and adult children and determined that the more

burden a caregiver perceives, the more depression the

caregiver experiences. The current research examined

caregiver burden by using the Zarit Interview (Zarit,

Reever, & Bach-Peterson, 1980) to determine the relationship

between the burden a caregiver perceives in the caregiving

role and psychological distress.

Caregiving events. Another possible source of stress

for the caregiver might be the daily routine of caregiving

activities. The literature indicates that, even though

caregiving events can be demanding, they are rarely

considered stressful. Kinney and Parris Stephens (1989a)

examined caregivers' normal hassles that occurred over a

week's time. They determined that the longer the person had

been caring for the Alzheimer's patient, the less stress the
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caregiver perceived in daily caregiving activities. One

possible way to interpret the findings of Kinney and Parris

Stephens is that since caregivers develop a routine for

daily caregiving activities, these activities do not seem to

be stressful. Kinney and Parris-Stephens (1989b) examined

caregivers again to determine small stresses (hassles) as

well as small positive events (uplifts) associated with

daily caregiving activities. The results indicate that

these caregivers reported more stresses with daily

caregiving activities but reported more uplifts with caring,

"for more physically disabled care recipients and spending

more time per day giving care" (p. 405). An explanation for

these findings could be that although caregivers often found

that providing Activities of Daily Living (ADL) tasks

irritating, these daily routine tasks were more predictable

and controllable than were behavior and cognitive outbursts

of the care recipient. When the care recipient is more

physically disabled, they are less able to act out

behaviorally. These findings are indicative of the fact

that as caregivers become familiar with the daily tasks

involved in caregiving, they begin to find them less

stressful. The current research examined other caregiving

events that go beyond Activities of Daily Living. In

contrast to normal hassles, these events not only included

ADL's but also incorporated other events that are related to

a care recipient's behavior. An example of these other
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caregiving events include the care recipient saying

something inappropriate or doing something embarrassing in

public. These caregiving events go beyond normal routine by

including unexpected events and events that may be stressful

to the caregiver. The current research attempted to

determine if caregiving activities that are unexpected

caused distress in the caregiver.

Stressors -General

General life stressors included: (a) the caregiver's

physical health, (b) the caregiver's employment status, (c)

the caregiver's family structure, and (d) other stressful

events unrelated to caregiving.

Caregiver' s physical health. Caregiver's own physical

health could increase stress in the caregiving situation.

When a care recipient needs constant care and attention,

little time is available for the caregiver's own personal

needs, especially if the caregiver is physically impaired.

Caring for an Alzheimer's patient requires a great amount of

physical labor. When a caregiver is physically ill or in

poor physical health, they may not be able to provide the

best care and may need help from outside sources (Clipp &

George, 1990). Pruchno and Potashnik (1989) examined 315

caregivers who reported on their own physical and mental

health. They discovered that caregivers reported "diabetes,

arthritis, ulcers, and anemia" (p. 703), at a higher rate

than the general population. Even with this high rate of
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physical disorders, these caregivers reported visiting the

doctor less than the general population. This increase in

physical problems could be attributed to the fact that "the

physical and psychosocial environments play important roles

in disease development" (p. 703). To help explain the

finding that caregivers reported not receiving appropriate

medical treatment, Pruchno and Potashnik (1989), suggested

that the caregivers may not have had time to attend to their

own needs. Pruchno, Kleban, Michaels and Dempsey (1990),

also examined physical health and caregiving. They

determined that caregivers who are depressed because of

their situation are more likely to have declines in their

physical health. They suggested that the depressive

symptoms might lead to poor habits (e.g., not sleeping well

or not eating well) that impact physical health. The

current research examined the caregivers self-reported

physical health to test the relationship between physical

health of the caregiver and psychological distress.

Caregiver' s employment status. Research examining

caregivers who are employed has shown mixed results

regarding occupation and stress. Many researchers have

discovered that caregivers who are employed perceive working

as a relief to the stress involved in the caregiving task

(Houlihan, 1987; Morrissey, Becker, & Rubert, 1990).

According to Morrissey et al. (1990), "involvement in the

labour force may provide regular, structured, obligatory
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involvement in activities which provides some respite from

the demands of caring for a disabled spouse, and thereby

makes the availability of coping resources more important

determinants of caregiver well-being" (p. 169). Other

researchers have reported opposite results. Scharlach

(1989) compared employed caregivers of cognitive impaired

patients to employed caregivers of physically impaired

patients. Results of this study concluded that for the

caregivers of the cognitively impaired elders, they were

more likely to encounter higher levels of physical,

emotional, and financial strain. These caregivers also

reported that the caregiving role had a negative impact on

their social and personal activities. These caregivers also

were more than twice as likely than the caregivers for the

physically impaired to anticipate that, in the next two

years, they would be seeking placement in a nursing home for

their care recipient. In relation to their working

situation, these caregivers for the cognitively impaired,

"were more likely to experience interference between their

caregiving and work responsibilities; they were more likely

to alter their normal work activities, forgo work-related

opportunities, and consider quitting because to the demands

of caregiving" (p. 239). These results offer different

outcomes regarding stress on the employed caregiver. Using

this concept of interference and limited time resources, the

current research examined the hypothesis that caregivers who
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are employed experience more life stress, and subsequent

distress, than non-employed caregivers.

Family structure and events. When caregivers are

younger and have demands besides caregiving, the juggling of

all these activities could be stressful. Killeen (1990)

examined caregivers and found that an adult child caring for

a parent with Alzheimer's Disease feels more stress than a

person caring for a spouse with Alzheimer's. Killeen (1990)

noted that:

Adjusting to one's aging parent is not the only

developmental task that faces caregivers. Other tasks

include assisting their own children as they become

adults, assuming social and civic responsibilities,

reaching and maintaining satisfactory performance in

their careers, developing leisure-time activities, and

relating to their spouses. Attempts to meet this

variety of role demands creates the potential for

stress. (p.198)

She described many younger caregivers' perception of the

caregiving role as "burning the candle at both ends. At one

end was the caregivers' attempt to do all they 'should' for

the elders, while at the other end caregivers tried to fit

in family and personal needs" (p. 208) . These results were

different for older spouse caregivers. The "older

caregivers were less likely to be employed outside the home

and did not have the responsibilities of children in
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residence" (p. 208). Most spouses "spoke of caregiving as

'what I should be doing' and referring to their wedding vows

of 'in sickness and health'" (p. 208). Since these spouse

caregivers had less non-caregiving demands, they could

invest more time in caregiving. This study indicated that

younger caregivers are more stressed than older caregivers.

The current research examined the hypothesis that the more

roles a caregiver has in addition to the caregiving role,

the more life stress, and thus subsequent psychological

distress, these caregivers would report.

Specific Resources

Similar to the way stressors were categorized, two

categories of resources that affect caregiver's

psychological symptomatology were examined; caregiving

specific resources and general resources. The caregiving

specific resources included: (a) community resources used

for treatment of the Alzheimer's patient (i.e., in-home

nurses, meals on wheels, etc.), and (b) other caregivers

that were available to help the primary caregiver.

Community resources. The caregiver can solicit help

from a number of community resources, including formal

agencies. Available resources can include not only the

health professional, but also other respite care services

such as in-home nurses, meals on wheels, caregiver support

groups, and day care for the patient. Ory et al., (1985)

reviewed social support for the caregiver in relation to the
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caregiving role. They explained that not only is the health

professional a valued source for the caregiver, but that

support groups for the caregiver are also an invaluable

resource. They described these groups as being able to

"reduce the family's isolation, give practical information

to enhance coping skills, and provide a means to obtain

information about community resources" (p. 633). They also

discussed how respite care is a major resource for the

caregiver. Respite care "may take the form of an individual

coming in two or more times a week so that the caregiver can

leave the house... (or) adult day health care facilities

where the family may place the patient in order to take a

vacation" (p. 634). Pruchno, Michaels, and Potashnik (1990)

stated that the more in-home services the patient receives,

the less likely it is that the family will institutionalize

the patient. Several researchers have suggested that a

great number of services for the patient are not being used

by the caregiver (Brody, Saperstein, & Lawton, 1989; Kirwin,

1988). The current research examined how many services the

caregiver used to determine if this relates to caregiver

distress. It was predicted that the more resources the

caregiver uses, the less distress the caregiver would

perceive.

Other caregivers. A common assumption is that the

caregiver of an Alzheimer's patient will be one primary

person responsible for the majority of the caregiving
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duties. In many situations, though, other caregivers

provide some sort of social support for the primary

caregiver. "Social support has been conceptualized

frequently as a buffer against the negative impacts of

stress (on the caregiver) . . . Support from family and

friends also has been shown to have a direct effect in

reducing caregiver burden" (Kinney & Parris-Stephens, 1989a,

p. 332). Kinney and Parris-Stephens (1989a) looked at

caregiver distress as it relates to the daily hassles of

caregiving and determined that "problems arising in

caregivers' social networks were associated with greater

depression, suggesting that perceived lack of support in

caregiving may function as a social stressor" (p. 332).

Scott, Roberto and Hutton (1986), interviewed primary

caregivers to determine the amount of support they received

from other secondary caregivers (mainly family members).

The primary caregivers reported that other caregivers

produced positive and negative effects depending on the

resources they provided. Positive effects were associated

with social visits and being able to leave the house while

the other caregiver stayed with the patient. Other

caregivers produced negative effects when they did not visit

the primary caregiver, or when they disagreed with the

primary caregiver about either the care required for the

patient or the patient's level of functioning. This study

also noted that other caregivers rarely provided financial
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assistance or help with physically caring for the patient.

The results of Scott et al. (1986) provided evidence that

caregivers who receive increased social support and

assistance from others show a reduction in stress. The

current study examined whether or not the primary caregiver

reported having other caregivers to assist with the care

recipients' needs. It was hypothesized that the more

caregivers available, the less distress the primary

caregiver would perceive.

General Resources

Caregiver's socioeconomic status. In caring for an

Alzheimer's patient, the caregiver's financial position can

either be a resource or a burden. When a caregiver has

adequate financial resources, formal support is more

available as resources for this support can be purchased.

When a caregiver has few financial resources, there can be

additional stress as financial resources are not accessible

(Clipp & George, 1990; p. S103). Usually education is

correlated with income, both being indicators of

socioeconomic status. Higher socioeconomic status thus acts

as a protective resource. The current research tested

whether less financially equipped and less educated

caregivers would experience more distress.

Other Demographic Variables

Other variables that are related to the caregiving role

but are not necessarily perceived as stressors or resources
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include the caregiver's relationship to the patient as well

as the geographic proximity of the caregiver to the patient.

CaregLver's relationship to patient. In our society,

"cultural norms dictate that family members should help one

another in times of need" (Williamson & Schulz, 1990; p.

507). With this in mind, caregivers are usually family

members. Many times, the caregiver does not readily accept

this role, which can cause stress. Research has suggested

that the role of stress in caregiving is partially

determined by the relationship to the care receiver.

However, the evidence is conflictual regarding the

determination of which caregivers will be distressed.

Horowitz and Shindleman (1983) determined that when

caregivers have a close affectionate bond with the care

recipient, they perceive less stress. Cantor (1983) found

opposite results, indicating that the closer the bonds

between the caregiver and care recipient, the more stress

the caregiver perceived. Williamson & Schulz (1990)

examined caregivers of Alzheimer's patients and classified

them into high communal orientation groups (those who felt a

responsibility to meet others' needs) and low communal

orientation groups (those who felt little responsibility to

meet others' needs) . These two groups were compared to each

other in relation to their relationship to the patient.

Results indicated that those "low in communal orientation

were more depressed than those high in communal orientation"
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(p. 507), even though both groups reported providing equal

amount of caregiving time. This finding could be because

those in "high communal orientation have internalized norms

about helping others to a greater extent than have those low

in communal orientation" (p. 507). Lawton et al. (1991)

examined spouse and adult children caregivers. The results

showed that spouses were committed to the role of caregiving

and perceived the role of caregiving "as part of the marital

commitment" (p. P187) . Adult children also showed a

positive affect towards the role of caregiver but perceived

this role as a burden. These results suggest that spouses

tend to be fully committed to the caregiver role, whereas

adult children have to find a place in their life for the

caregiving role. This difference in burden with the

familial relationship is likely also related to the level of

general demands (i.e., employment) and the caregivers' own

health. The current research examined the hypothesis that

the closer the relationship of the caregiver to the care

recipient, the less stress the caregiver would perceive.

Geographic proximity. Living in close proximity to the

Alzheimer's patient can be stressful for the patient's

relatives. Indeed, family members who live closest to the

care recipient will usually be enlisted as the primary

caregiver. Clipp and George (1990) suggested that

"caregivers with live-in Alzheimer's sufferers should be

among the hardest hit because their challenges are
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substantial and around-the-clock" (p. S103). In the current

research, it was hypothesized that the closer the caregiver

lives to the care recipient, the more stress the caregiver

would perceive as they would perform more caregiving

functions.

It was hypothesized that a caregiver who has the most

caregiving distress would:

1) have a care recipient that displays asocial behaviors

and is depressed,

2) have some physical disabilities,

3) be currently employed,

4) have more external roles besides caregiving,

5) use few formal resources,

6) have few other caregivers available to help,

7) be less financially equipped,

8) not be a spouse of the care recipient,

9) live geographically close to, or with, the patient,

and;

10) perceive the caregiving role as a burden.

Rationale

The current research attempted to show that these

caregiver-specific and general stressors, and caregiver-

specific and general resources, as well as other demographic

variables, predict the psychological symptomatology

experienced by caregivers. One of the primary purposes of

the current research was to attempt to identify the
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characteristics of caregivers who are most at risk for

psychological distress. This information may be helpful in

providing services for these individuals and to understand:

(a) what stressors lead to psychological distress, (b) which

resources help buffer most effectively against these

stressors, and (c) which demographic variables play a role

in the caregivers' psychological state. This information

can be used to design future interventions for caregivers.



CHAPTER II

METHOD

Subjects

Participants included 20 family caregivers of

Alzheimer's patients who attended the joint Texas College of

Osteopathic Medicine/University of North Texas Gerontology

Assessment and Planning (GAP) Program. This medical,

nursing, and social service referral program provides

services to Alzheimer's patients and their family

caregivers. The program provides a comprehensive assessment

of these Alzheimer's patients to design a long-term

treatment plan which organizes and integrates the ongoing

care of the frail elder family member. Another purpose of

the GAP Program is to provide assistance to the family

caregiver. This assistance (e.g., increased availability of

services to the patient) is thought to help the caregiver

alleviate some of the burden associated with their

caregiving role (Guarnaccia, 1991). As seen in Table 2, 19

of the 20 caregiver participants were female. All

caregivers were related to the care receiver. The average

age of all participants was 51.3 years. Four of these

participants were spouses of the care receiver. Their

average age was 74.8 years. The other 16 caregivers

23
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included children, children-in-law, and grandchildren.

Their average age was 45.4.

Materials

The measures used in this research contained a number

of interview and self-report questionnaires whose dependent

variables are measures of psychological symptoms. A number

of other scales, measuring independent variables that

examined the caregivers' stressors, resources, and

environment were also used. These scales included a

demographics questionnaire, a resource checklist, an

inventory of small life events as well as caregiving events,

a burden interview, and the patient's medical status.

Dependent Variables

SCL-90-R. The Symptom Checklist-90-Revised (SCL-90-R)

was designed primarily to measure psychological distress of

medical and psychiatric patients (Derogatis, 1976) (Appendix

C). Since its development, it has also been tested with

adult and adolescent non-patient normals. The SCL-90-R

contains 90 items answered on a five point scale that span

across nine primary symptom dimensions. These nine

dimensions include: somatization, obsessive-compulsive,

interpersonal sensitivity, depression, anxiety, hostility,

phobic anxiety, paranoid ideation, and psychoticism. Since

the current study examined psychological distress in a
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Table 2

Summary of Caregiver Demographics

Mean S.D.

All Caregivers (n = 20)

51.3

19 Females (95%)

19 Caucasians (95%)

Spouses (n = 4)

74.8

4 Females (100%)

4 Caucasians (100%)

Non-Spouses (n = 16)

45.4

15 Females (94%)

15 Caucasians (94%)

17.1

11.6

12.7

Age

Gender

Race

Age

Gender

Race

Age

Gender

Race
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caregiving situation, three of these dimensions were thought

to be relevant to this study, as well as the overall scale.

These three subscales include: somatization, depression, and

anxiety. It was assumed that these three dimensions along

with the overall scale would be the best indicators of

psychological distress for this caregiver population. These

three subscales and the overall score of the SCL-90-R were

used as dependent variables in the current study.

The Somatization dimension (12 items), queries

complaints related to bodily dysfunction. These complaints

have been shown to be related to disorders that have a

functional etiology or to a true physical disease. Both the

internal consistency and the test-retest reliability of the

Somatization dimension as calculated by Derogatis (1976) is

.86. For the current research, an alpha reliability test

was run to determine the internal consistency of the

Somatization scale with the current participants. This

alpha reliability was .81, consistent with the Derogatis

internal consistency of .86. The Depression dimension (13

items), queries items that are related to symptoms of

clinical depression. The internal consistency of this

dimension from Derogatis's data was .90 and the test-retest

reliability was .82. For the current research, an alpha

reliability test was .83. The Anxiety dimension (10 items),

relates to symptoms found to be clinically associated with

high levels of anxiety. The internal consistency of this
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dimension is .85, with test-retest reliability at .80 as

calculated by Derogatis (1976). For the current research,

the alpha reliability was .75. For the overall score (GSI -

90 items), all questions from the SCL-90-R are examined to

determine the overall psychological distress of the subject.

Derogatis did not include information concerning the

internal consistency and test-retest reliability for the

overall score (Derogatis, 1976), but, for the current

research, an alpha reliability test was run. The internal

consistency of the overall scale was .95.

Independent Variables

A list: of all independent variables is provided in

Table 3.

Caregiver events and inventory of small life events.

Caregiver events (Lawton et al., 1989) and the Inventory of

Small Life Events (ISLE) (Zautra, Guarnaccia, & Dohrenwend,

1986) were combined into one scale called Recent Life Events

(Appendix D). These scales were combined for easier

administration of the interview. Both these measures sample

the caregiver's daily life stress. The Caregiver events are

a measure specific to the caregiving role. The ISLE is a

general measure of daily life stress.

The first page of this scale contains 18 events that

are related only to occurrences that involve the caregiving

role. These events were derived from Lawton, et al. (1989)
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and contain daily items that the caregiver might experience

specifically related to caregiving.

The second and third pages include a subsample of 47

undesirable items from the ISLE. This scale was developed

by Zautra, Guarnaccia, and Dohrenwend (1986), to measure

daily life events. This scale was designed for adults

without specific reference to caregivers. It was adapted

for use in this study by one of the scale's authors

(Guarnaccia) by including only events with a high

probability of occurrence (Zautra & Guarnaccia, 1988).

These two event scales combined measures of daily

events for an adult who is a caregiver. These events are

all objectively observable occurrences and specifically

exclude thought or feeling states (Zautra et al., 1986).

This is done to reduce the potential of confounding between

event reports and psychological outcome.

Demographic questionnaire. A demographic questionnaire

(Appendix F) was included in this study to provide a better

understanding of the caregivers' lifestyle. This

compilation of variables includes information regarding the

caregivers': socioeconomic status (income and education),

employment, family structure, time spent giving care to the

patient, relationship to the patient, geographic proximity

to the patient, as well as the number of other caregivers

involved in the caregiving role.



29

Burden interview. The Burden Interview was developed

by Zarit (1980) to determine caregivers' feelings of burden

in association with the caregiving role. The Burden

Interview used in the current research (Appendix G) is an

adaptation the Zarit interview. The Zarit interview was

made exclusively for spouses of patients with senile

dementia. Zarit's interview contained 29 items but no

report of internal consistency was given. For the current

research, an internal consistency was run and the alpha

internal consistency level was .80. The current interview

contains 22 items and relates to all caregivers, regardless

of their relationship to the patient.

Resource checklist. This checklist (Appendix H) was

designed by inquiring with the GAP Program nurses and social

workers to help identify commonly used resources that

families with an Alzheimer's patient sometimes access. The

resources on this list are community based and offer

services to frail elders and their families (Guarnaccia,

1991).

Patient's medical status. Finally, to determine the

degree of incapacitation of the Alzheimer's patient, a

social worker from the GAP Program, who had had contact with

each patient, took information from the patient's medical

record and medical staff report. The social worker rated

each patient on a four point scale from no impairment to
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Table 3

Independent Variables

Stressors

Caregiving Specific

1. Severity of disease of the Alzheimer's patient
a. Physical health of care-receiver (Appendix I)
b. Cognitive ability of care-receiver (Appendix I)

2. Time demands of caregiving
a. Time per week the caregiver reported providing

care to the care receiver (Appendix F)
b. Hours per day the caregiver reported caregiving

(Appendix F)

3. Caregiving burden
a. Mean of reported burden from the Burden

Interview (Appendix G)
b. Reported overall burden from the Burden

Interview (Appendix G)

4. Caregiving events
a. Number of caregiving events that occurred over the

past thirty days (Appendix D)
b. The number of times a caregiving event occurred

over the past thirty days (Appendix D)

General

1. Caregiver's own physical health
a. Caregiver's reported number of times they visited

a doctor in the past year (Appendix F)
b. Caregiver's reported number of times they visited

the hospital in the past year (Appendix F)
c. Caregiver's reported number of illnesses in the

past year (Appendix F)
d. Caregiver's reported current use and type of

medication (Appendix F)

2. Caregiver's employment
a. Caregiver's current employment (Appendix F)
b. Reported number of hours the caregiver works per

week (Appendix F)
c. Caregiver's reported amount of stress they

experience from their work (Appendix F)

(Table continues)
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3. Family structure
a. Number of people currently living with the

caregiver (Appendix F)
b. Reported if spouse also lives with the caregiver

(Appendix F)
c. Reported if other individuals live with the

caregiver (Appendix F)

4. Non-caregiving eventEs
a. Number of non-caregiving events that occurred over

the past thirty days (Appendix D)
b. The number of times a non-caregiving event

occurred over the past thirty days (Appendix D)

Resources

Caregiving Specific

1. Community resources
a. Number of community resources the caregiver

reports using (Appendix H)

2. Other caregivers
a. Number of other caregivers (Appendix F)
b. Number of hours other caregivers spend in the

caregiving role (Appendix F)
c. Duties other caregivers provide (Appendix F)

General

1. Caregivers' socioeconomic status
a. Caregivers' income (Appendix F)
b. Caregivers' education (Appendix F)

Other Demographic Variables

1. Relationship to the patient

2. Geographic proximity to the patient
a. Does the caregiver live with the patient (Appendix

F)

b. If not, how long does it take the caregiver to
reach the care receiver (Appendix F)
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severe impairment for both physical and cognitive impairment

(Appendix I).

Design and Procedure

This study was approved by both the University of

North Texas and the Texas College of Osteopathic

Medicine Committees for the protection of human

participants. The current study also followed the

ethical guidelines established by the American

Psychological Association. This study was part of a

larger research investigation that also examined coping

and the effects of an intervention program for

Alzheimer's patients (Guarnaccia, 1991). While the

patient was first being examined, the caregiver was

interviewed by a trained psychology graduate student

from the University of North Texas. These interviews

occurred on three separate occasions (pre-GAP Program

intervention, post-intervention, and three month

follow-up) (Guarnaccia, 1991). For the purpose of this

research study, only the first, pre-intervention,

interview was used.

Most of the questionnaires were self administered

(SCL-90-R, Demographics questionnaire, Burden

Interview, and Resource Checklist) with the interviewer

available to help answer questions. For the Recent

Life Events questionnaire, the interviewer read each

event to the caregiver. The caregiver then stated



33

whether this event happened to them or not in the past

month. If the event did happen, the interviewer asked

the caregiver how many times the event occurred in the

past 30 days and how well the caregiver felt that

she/he coped with the event (Appendix E). This

frequency report gives an indication of the chronicity

of both caregiving and non-caregiving negative small

life events. The Cognitive and Physical Impairment

Scale (Appendix I), was filled out by a social worker

from the GAP Program who had contact with the care

receiver as well as access to the care receiver's

medical file.

The data were evaluated using the SPSS-X

statistical package to run multiple regression, alpha

internal consistencies, and descriptive statistics.



CHAPTER III

RESULTS

The current study examined Alzheimer's patients' family

caregivers' psychological symptomatology in relation to

their stressors, resources, and demographic variables. Both

stressors and resources were divided into caregiving

specific and general categories. Variables were chosen as

indicators of each category. As seen in Table 3, each

category contained up to four variables. Descriptive

statistics for these independent and dependent variables are

shown in Table 4. Due to the large number of variables and

small number of participants, an attempt was made to reduce

the number of variables. The distribution of each variable

and the intercorrelation among each variable with each

category was examined to determine the indicator most

representative of the category. Table 5 shows the variables

chosen as the best indicators for each category. Once these

variables were chosen, then they were examined in separate

regression equations as predictors of the four dependent

variables (Anxiety, Somatization, Depression, Overall

Psychological Distress) using stepwise multiple regression.

34
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Table 4

Descriptive Statistics

Variable Mean S.D.

SCL-90-R Dependent Variables

Somatization .594 .540

Anxiety .545 .461

Depression .971 .540

Overall .605 .361

Independent Variables

Physical Impairment
Care-receiver (App. I) 2.60 .681

Cognitive Impairment
Care-receiver (App. I) 2.80 1.04

Time per week spent
caregiving 6.75 6.39

Hours per day spent
caregiving 5.55 5.11

Average reported
burden (App. G) 1.70 .551

Overall reported
burden (App. G) 2.11 1.15

Number of caregiving
events - past 30 days
(App. D) 6.70 2.83

Number of times a
caregiving event
occurred (App. D) 3.37 .766

Times caregiver visited
doctor - past year
(App. F) 2.15 1.98

(Table continues)
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Variable Mean S.D.

Times caregiver visited
hospital - past year
(App. F) .450 .759

Caregiver reported
illness - past year
(App. F) .650 1.23

Caregiver reported
medication use
(App. F) 1.50 1.85

Caregiver current
employment (App. F) 1.50 .513

Caregiver hours worked
per week (App. F) 15.2 19.9

Caregiver reported stress
from work (App. F) .850 1.27

Number of people living
with caregiver (App. F) 2.80 1.06

Spouse living with
caregiver (App. F) 1.15 .366

Others in home (App. F) 1.60 .598

Number of non-caregiving
events - past 30 days
(App. D) 8.55 4.35

Number of times a
non-caregiving event
occurred (App. D) 2.04 .663

Resources (App. H) 1.00 1.12

Number of other
caregivers (App. F) 1.25 1.41

Number of hours other's
provide care (App. F) 2.90 5.57

(Table continues)
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Variable Mean S.D.

Duties others provide
(App. F) 1.95 2.21

Caregiver's income
(App. F) 4.00 1.89

Caregiver's education
(App. F) 5.25 1.41

Care-receiver's living
with caregiver (App. F) 1.40 .503

Time to reach care-receiver
(App. F) 3.05 5.17

In reducing the number of predictor variables a number

of the central measures of interest had been removed. It

was then decided to add back the previous variables to

insure that important predictors were not being overlooked.

It was also decided to set the PIN level at an extremely

liberal level of .2 because of the small sample size (PIN

.10 is the SPSS default). Because of this liberal PIN, all

findings must be carefully evaluated in terms of theory

because of the increased likelihood of a Type I error.

As seen in Table 6, for Somatization, predictors were:

medication and non-caregiving small life events. Other

marginally, but negatively, related items included the

caregivers' overall perceived burden. Somatization subscale

score, in a stepwise regression, was R = .333.
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Table 5

Predictors of Distress for Caregivers

Independent Variables

Stressors:

Caregiving Specific

1. Severity of disease of the Alzheimer's patient
a. Cognitive ability of care-receiver

2. Time demands of caregiving
a. Hours per day the caregiver reported caregiving.

3. Caregiving burden
a. Mean of reported burden from the Burden Interview

4. Caregiving events
a. The number of times a caregiving event occurred

over the past thirty days

General
1. Caregiver's own physical health

a. Caregiver's reported current use and type of
medication

2. Caregiver's employment
a. Reported number of hours the caregiver works per

week

3. family structure
a. Number of people currently living with the

caregiver

4. Non-caregiving events
a. The number of times a non-caregiving event

occurred over the past thirty days

Resources

Caregiving Specific

1. Community resources
a. Number of community resources the caregiver

reports using

(Table continues)
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2. Other caregivers
a. Number of other caregivers

General
1. Caregivers' socioeconomic status

a. Caregivers' education

Other Demographic Variables

1. Relationship to the patient

2. Geographic proximity to the patient
a. Does the caregiver live with the patient

Predictors positively related with Anxiety were the

caregivers' report of the number of times a non-caregiving

event happened and caregivers' report of the number of times

a caregiving event happened over the past thirty days.

Predictors negatively related to Anxiety were: the

caregivers' education, the severity of reasons the caregiver

visited the doctor in the past year, and the duties other

caregivers' provided. Also, marginally, but negatively,

related is the amount of Alzheimer's events that occurred

over the past thirty days. Adjusted R2 overall for

prediction of Anxiety was .538.

For Depression, the number of the amount of non-

caregiving events that occurred in the past thirty days and

mean burden score from the Burden Interview were positively

related with depression. The number of other caregivers

available to the primary caregiver was negatively correlated

with depression. The caregivers' overall perceived burden

was also negatively, but marginally, correlated with
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depression. Adjusted R2 overall prediction of Depression

was .349. For overall psychological distress, education was

negatively correlated. Other variables that were marginally

related included the number of other people who live with

the caregiver and the caregivers' report of the number of

times a caregiving event happened (both of these are

positively correlated). The type of illness (minor, major,

or life threatening) (Appendix J) the caregiver reported

having over the past year was negatively related with

overall psychological distress, but marginally. Adjusted R2

overall prediction for overall psychological distress was

.134.
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Table 6

Predictors of Psychological Symptomatoloqy

Predictor B Beta T Sig T

Current Meds

Other Events

Adjusted R'2 =.

Burden Overall

Num.Oth.Evts

Education

Alz.Events

Doctor Visit

Duty Others

Adjusted R2 =

Num.Alz.Evts*

Somatization Dependent Variable

.118 .404 1.897

.043 .349 1.638

333

* . -239 .769 -1. 224

Anxiety Dependent Variable

.269 .387 2.055

-.147 -.451 -2.544

.237 .394 1.933

-. 072 -.311 -1.632

-. 057 -.274 -1.361

.538

.239 .587 1.326

Depression Dependent

Num.Oth.Evts .061 .488

Other CG. -. 135 -. 353

Mean Burd. .297 .303

Adjusted R2 = .349

Burden Overall*-.320 .594

(

Variable

2.434

-1.820

1.541

.0279

.0887

.1442

-1.328 .2053

Table continues)

. 0760

.1209

.2400

.0605

.0245

.0754

.1266

.1966

.2095
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Predictor B Beta T Sig T

Overall SCL-90-R Dependent Variable

Education -. 110 --.427 -1.948

Adjusted R2 = .134

Num.House* .283 .920 1.261

Num.Alz.Evts.* .262 .987 1.200

Type of Ill.* -.276 .937 -1.237

.0682

.2254

.2476

.2338

*If additional marginally related variables are examined



CHAPTER IV

DISCUSSION

The current study examined the effect of stressors,

resources, and relevant demographic variables for family

caregivers of Alzheimer's patients in relation to the

caregivers' Somatization, Anxiety, Depression, and overall

score on the SCL-90-R. Stressors and resources both

specific to the caregiving role as well as general to the

caregiver's lifestyle were examined. For each of these

stressors, resources, and demographic variables, subsets of

up to four measures were examined that would help define

each variable (Table 3). Correlations were run to determine

a smaller set of variables. In reducing the number of

variables central measures of interest had been removed. It

was then decided to add back the previous variable to insure

that some predictors were not being overlooked. It was also

decided, when running the regression, to set the PIN level

at a liberal level (.2). With this PIN, a larger number of

chance findings likely resulted. Thus results need to be

interpreted in the light of theory.

Stressors Specific to the Caregiving Role

In reviewing the hypothesis of the current study (Table

1), this research examined factors related to the caregiving

43
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role. The first hypothesis examined the severity of the

care receiver's cognitive and physical impairment. The

study examined two different hypotheses by Prunchno and

Resch (1989). They discussed a "wear and tear" hypothesis

which stated that as the patient deteriorates, the caregiver

has increased levels of stress. The other hypothesis

included an "adaption" theory which stated that as the

patient's cognitive impairment increases, the caregiver's

stress first increases and then levels off. The current

research attempted to examine each of these hypotheses and

to determine which corresponded best to these participants.

The results showed no significance for either of these

hypotheses as neither the rating of cognitive impairment nor

physical impairment was a significant predictor of any

dependent variable.

A second hypothesis in the current study examined the

time demands involved in caregiving. Killeen (1990)

examined stress for caregivers of Alzheimer's Disease and

determined that when the time spent caregiving infringes on

personal time, the caregiver reported more stress. The

current study examined the hypothesis that the more time a

caregiver spends in the caregiving role, the more distress

he/she would experience. The results of the current study

showed no significance with this hypothesis as the time

spent caregiving was not a significant predictor of any

dependent variable.
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The third hypothesis in this study examined perceived

burden of the caregiver in the caregiving role. Lawton et

al. (1991) examined caregiver burden and determined that the

more burden the caregiver perceived, the more depression the

caregiver experienced. The current study used this

hypothesis through the Zarit Interview (Zarit et al., 1980).

The results indicated that a feeling of overall burden was

negatively correlated with somatization and depression.

Also, the mean reported burden from the burden scale was

positively correlated with depression. These conflicting

results are confusing at first, but further inquiry may

provide an explanation. In the burden interview,

participants were asked to report their feelings about

certain caregiving events on a scale from 0 (never) to 4

(always). These scores were averaged to give a mean burden

score. Then, the interview asked participants how burdened,

overall, they feel. When asked to report overall burden,

participants in this study appeared to rank overall burden

very low, but, when participants were asked about specific

burdensome caregiving events, they ranked these events as

more burdensome. As a result, the participants may have

been experiencing some level of burden, but when asked

directly about this burden, they appeared to deny feeling

any burden.

A fourth hypothesis in this study examined caregiving

events. These events included the daily routine of
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caregiving activities. Kinney and Parris Stephens (1989a)

examined caregivers' perceived hassles in relation to

caregiving tasks. They determined that the longer a

caregiver has been caring for an Alzheimer's patient the

less stress they would perceive. The current study examined

these results and interpreted it to mean that as a caregiver

develops a routine for daily caregiving activities, the less

they experienced stress. Another study by Kinney and Parris

Stephens (1989b) indicated that caregivers rated daily

caregiving activities as a bigger hassle than the time spent

caregiving and caring for a more physically disabled care

receiver. The current study interpreted these findings to

mean that even though daily caregiving activities are

stressful they are routine. Also, when a care receiver is

more physically impaired, they are less likely to act out

behaviorally. The current study examined these results and

hypothesized that the more unexpected a caregiving activity

is, the more distress the caregiver would experience. The

results did not indicate that unexpected events caused more

distress for the caregiver, but they did indicate that the

amount of different caregiving events and the number of

times a specific caregiving event occurred the more anxiety

the caregiver would experience. Another interesting finding

indicated that the number of times a specific caregiving

event happened also determined the amount of distress a

caregiver would experience. Even though this was not part
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of this study's hypothesis, results indicated that the more

chronic a caregiving event (e.g., the care receiver did not

sleep through the night, almost every night, for the past

thirty days) the more the caregiver reported feeling anxious

and psychologically distressed. These results could be

interpreted to mean that caregivers do not find a normal

routine in the caregiving role. As the care receiver

becomes more physically and/or cognitively impaired, the

more caregiving tasks the carecgiver must handle. An example

of this would be that if a care receiver (at the beginning

of the disease) had difficulty sleeping through the night

once a month, this event might be an inconvenience, but not

necessarily stressful. But, once the care receiver became

increasingly more impaired, and had difficulty sleeping

through the night almost every night, the caregiver might

experience chronic stress due to the greater amount of time

involved in the caregiving role as well as the physical

demands placed on the caregiver (e.g., not getting enough

sleep).

Stressors - General

Another hypothesis of the study deals with general

stressors for the caregiver. This includes the caregiver's

own physical health. Previous research had examined

caregivers' health and had made a number of findings. Clipp

and George (1990) examined caregiver health and determined

that when a caregiver has poor health, they may not be able
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to provide the best care to the care receiver. Pruchno and

Potashnik (1989) also examined caregivers' health and

determined that caregivers' reported higher rates of disease

than the general population and reported less medical care

for these physical problems. Finally, Pruchno, Kleban,

Michaels, and Dempsey (1990) examined caregivers' health and

determined that caregivers who are depressed because of

their caregiving role are more likely to have declines in

health. The current research examined caregivers' physical

health and hypothesized that the more physically disabled

the caregiver was, the more psychological distress they

would experience. The results indicated that caregivers'

who report more use of medication also reported an increase

in somatization. These results could be interpreted that

the more physical problems they report, the more they may

seek medications to help relieve these problems. In this

case the measure of Somatization is likely confounded with

the predictor of medication use. Another result indicated

that the number of times the caregiver visited the doctor in

the past year was negatively correlated with anxiety and the

severity of illness they had in the past year was negatively

correlated with psychological distress. This finding seems

odd in relation to the prediction that the more physically

disabled the caregiver is, the more distress the caregiver

would report. This finding may thus be a chance finding.

But these results may be interpreted in another fashion.
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The lack of anxiety a caregiver reports in relation to their

doctor visits and lack of psychological distress in relation

to the type of illness they have may indicate that there is

relief in knowledge about what may be physically affecting

them. In other words, a caregiver may feel relief after

visiting a doctor and knowing what is physically wrong with

them. Ignorance may not be bliss.

A second general stressor may be that of the

caregiver's employment status. Houlihan (1987) and

Morrissey, Becker, and Rubert (1990) examined caregivers who

were employed and determined that employment provided a

respite to the stress involved in caregiving. Scharlach

(1989) found opposite results: that the employment of a

caregiver caused an increased burden on the caregiver. The

results of the current study showed no correlation between

employment and somatization, anxiety, depression, or overall

psychological distress. The reason for these results may be

explained by the lack of caregivers who were employed.

Since there were only a few caregivers who were employed and

there were a small number of participants, employment was

likely too small a factor to show any significance in this

study.

A third general stressor is that of family structure

and other non-caregiving events. Killeen examined

caregivers who were children of the care receiver and

determined that those caregivers experienced more stress
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than caregivers who were spouses. These results indicated

that children of care receivers may have children and a

spouse of their own as well as other responsibilities

besides the role of caregiver. The current study examined

these results and hypothesized that the more external roles

a caregiver has, the more stress the caregiver would

perceive. The results marginally indicated that the more

people who live with the caregiver, the more overall

psychological distress these caregivers will experience.

Also, non-caregiving events increased the somatization

scores. Finally, as chronicity increases, anxiety and

depression also increases. These results can be interpreted

to mean that the more roles the caregiver has (wife, mother,

caregiver), the more non-caregiving external events the

caregiver experiences, and the more chronic these non-

caregiving events, the more distress the caregiver will

perceive. An example of this would be if a caregiver had an

argument with his/her spouse or child, this would increase

the anxiety of the caregiver. Also, if these arguments

occurred often, the likelihood that the caregiver would

experience depression is increased.

Resources

The current research also examined resources the

caregiver had available to him/her as well as if the

caregiver used these resources. The first hypothesis

examined in this category was the number of community
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resources the caregiver used. Ory et al., (1985) examined

the amount of support a caregiver used. They determined

that health professionals as well as support groups are a

valuable source for the caregiver. Other researchers have

determined that many services available to caregivers are

not being accessed (Brody, Saperstein, & Lawton, 1989;

Kirwin, 1988). The current study attempted to examine the

number of services the caregiver accessed and hypothesized

that the more resources the caregiver used, the less

distress the caregiver would perceive. The results of this

study did not find the number of resources to be a

significant predictor.

A second resource that caregivers may use is that of

other caregivers. Kinney and Parris Stephens (1989a, 1989b)

examined the use of other caregivers and determined that

other caregivers who provide support can directly aid in

reducing caregiver burden. Scott, Roberto and Hutton (1986)

also examined other caregivers and determined that they can

be a positive as well as negative influence on the primary

caregiver. The positive influences would include social

visits while negative influences would include disagreeing

with the primary caregiver as well as not visiting the

primary caregiver. The current study examined only the

number of caregivers and hypothesized that the more

caregivers available to the primary caregiver the less

distressed the primary caregiver would be. The results
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indicated that other caregivers available to the primary

caregiver was negatively correlated with depression. Also,

the number of caregiving tasks other caregivers perform was

negatively correlated with anxiety. These results are in

agreement with the hypothesis that additional caregivers

help in reducing the distress to the primary caregiver.

The final resource hypothesis was that of the

caregiver's socioeconomic status. Clipp and George (1990)

examined caregivers' socioeconomic status and determined

that the more financial resources the caregiver had

available to him or her, the less distress the caregiver

experienced. The current research examined caregivers'

income and educational level and hypothesized that the less

educated and less financially equipped the caregiver was,

the more distress the caregiver would experience. The

results of the study agreed with the hypothesis. Education

was negatively correlated with anxiety and overall

psychological distress. These results indicate that the

more education and possible increase in financial resources

the caregiver has, the less distress the caregiver

experienced.

Other Demographic Variables

The final category of hypotheses in the current study

includes other demographic variables that may be relevant to

the caregiving role. The first of these variables includes

the caregiver's relationship to the patient. Horowitz and
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Shindleman (1983) examined caregiver relationships and

determined that when caregivers have a close bond with the

care receiver, the caregiver experiences less distress.

Lawton et al., (1991) also examined caregiver's relationship

to the care receiver, mainly spouses and adult children.

They determined that spouses were committed to the role of

caregiving as a part of the marital commitment, thus there

was less distress for these caregivers. They also

determined that adult children were committed to the

caregiving role but viewed it more as a burden. The current

research examined these results and hypothesized that the

closer in relationship the caregiver is to the care

receiver, the less distress the caregiver would experience.

The results indicated no correlation of the relationship of

the caregiver to the care receiver. These results could be

interpreted by the fact that there were not enough

participants in the study to determine a correlation of

relationship and distress.

The final other demographic variable is that of

geographic proximity of the caregiver to the care receiver.

Clipp and George (1990) examined caregiver geographic

proximity to the care receiver and determined that

caregivers who live with the care receiver may experience

more distress due to the "around the clock" (p.S103)

caregiving task. The current research hypothesized that the

closer the caregiver lives to the care receiver, the more
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distress the caregiver would experience. The results

indicated no correlation between the dependent variables and

geographic proximity to the care receiver. This could be

due to the fact that nearly all of the caregivers lived with

or lived within 15 minutes of the care receiver. Due to

this fact, results would not have any effect of distance in

proximity to the care receiver.

The current study examined many factors involved in the

role of caregiving of an Alzheimer's patient and the

distress the caregiver experiences in a variety of aspects

that this role takes. Some of the hypotheses in the current

study showed no correlations with the dependent variables

that were chosen. This could be due to the lack of a larger

number of participants available for this study. Future

research in this area may include examining these variables,

but with a much larger sample. The role of a caregiver can

be an incredible task to take on, and with it, a great

amount of distress. Future research in this area is

necessary to help determine what avenues can be taken to

help reduce this distress as well as providing a better

lifestyle for the caregiver.
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Informed Consent for Study of Family Caregivers - Caregiver

I,, agree to
partipate in a Sytudy Of FamilyCaregivers of older adults who areseen at the Gerontology Assessment and Planning (GAP) Program.. Thepurpose of this study is to evaluate the effects of the GAP Program onfamily caregivers. The information from this study will be used toevaluate and improve the services provided by the GAP Program and tofurther the understanding of how caregivers cope with life stress.
I understand I will be interviewed and asked to fill out questionnaireson three occasions. The questions will concern: recent events Iexperienced and how I coped with them, my experiences as a caregiver,symptoms I experience, and my evaluation of the services provided bythe GAP Program. The first two interviews will take place at the timeof my first visit to the GAP Program and at the time of the GAP ProgramFamily Conference. The third interview will be a follow-up interviewand will take place 3 months after the Family Conference. This follow-up interview may be conducted in my home or over the telephone. Theseinterviews may last up to one hour each.

I understand that in addition to the information gathered during thethree interviews, records concerning my family member who is the tAPProgram client will also be used in this research.

I understand that there is no expected risk or discomfort involved withthis research and that I am free to withdraw my consent and discontinueparticipation in this study at any time. A decision to withdraw fromthe Study of Family Caregivers will not in any way affect the servicesI or my family member receive from the GAP Program.

I understand that at the time of the final interview I will be asked tocomplete a form so that I can receive $25 to compensate me for my timeand effort during these three interviews.

If I have any questions or problems that arise in connection with myparticipation in this study, I should contact the GAP Program directlyor Dr. Charles Guarnaccia, the project director, in the Department ofPsychology of the University of North Texas, at 817-565-2671.

In addition to signing a copy of this Informed Consent, i have receiveda copy for my records.

(Signature of family caregiver) (Today's date)

THIS PROJECT HAS BEEN REVIEWED BY THE UNIVERSITY OF NORTH TEXAS ANDTEXAS COLLEGE OF OSTEOPATHIC MEDICINE COMMITTEES FOR THE PROTECTIONOF HUMAN SUBJECTS (UNT phone: 817-565-3940; TCOM phone: 817-735-2561)

MSRDP No.
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Informed Consent for study of Family Caregivers - GAP Client

, agree to
allow information from my Gerontology Assessment and Planning (GAP)
Program record to be used in a study of family members of older
adults who are seen at the GAP Program.

I am free to withdraw my consent at any time. A decision to withdraw
this consent will not in any way affect the services I or my family
receive from the Gerontology Assessment and Planning (GAP] Program.

If I have any questions or problems that arise in connection with

this study, I should contact the GAP Program directly or Dr. Charles
Guarnaccia, the project director, in the Department of Psychology at
the University of North Texas, at 817-565-2671.

In addition to signing a copy of this form, I or my family member
have received a copy for our records.

(Signature of GAP client) (Today's date)

If GAP client is unable to give informed consent state reason below
and have caregiver's signature witnessed:

Relationship of caregiver to GAP client:

(Signature of family caregiver)

(signature of witness)

(Today's date)

(Today's date)

THIS PROJECT HAS BEEN REVIEWED BY THE UNIVERSITY OF NORTH TEXAS AND
TEXAS COLLEGE OF OSTEOPATHIC MEDICINE COMMITTEES FOR THE PROTECTION
OF HUMAN SUBJECTS (UNT phone: 817-565-3940; TCOM phone: 817-735-2561)

MSRDP No.
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(1-8) _MSRDP No.

9) (Time: 1-pre, 2-post, 3-follow-up)

(10) (Instrument-card)

SCL-90-R

INSTRUCTIONS: Below is a list of problems people sometimes have. Please readeach one carefully, and circle the number to the right that best describes RowMUCH THAT PROBLEM HAS DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS INUDTODAY. Circle only one number for each problem and do not skip any items. If youchange your mind, erase your first mark carefully.

How much were you distressed by:
1. Headaches

2. Nervousness or shakiness inside
3. Repeated unpleasant thoughts that

won't leave your mind
4. Faintness or dizziness
5. Loss of sexual interest or pleasure
6. Feeling critical of others
7. The idea that someone else can

control your thoughts
8. Feeling others are to blame for

most of your troubles

9. Trouble remembering things
10. Worried about sloppiness or

carelessness

11. Feeling easily annoyed or irritated
12. Pains in heart or chest
13. Feeling afraid in open spaces or on

the street
14. Feeling low in energy or slowed down
15. Thoughts of ending your life
16. Hearing voices that other people

do not hear

17. Trembling

1.

2.

3.

4.

5.

6.

ri
'-4

0

0

0

0

4'

Vc4
A
0
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4'
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0
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2

2

2

2
2

2
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3

3

3

3
3

3

4

4

4

4

(11)

(12)

(13)

(14)

(15)
(16)

7. 0 1 2 3 4 (17)

8.

9.

10.

11.

12.

13.

14.

15.

0

0

0

0

0

0

0

0

16. 0

17. 0

1

I

1
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1
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4
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(20)

(21)
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(23)

(24)
(25)

2 3 4 (26)
2 3 4 (27)
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44,
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18. Feeling that most people cannot
be trusted

19. Poor appetite

20. Crying easily
21. Feeling shy or uneasy with the

opposite sex
22. Feelings of being trapped or caught
23. Suddenly scared for no reason
24. Temper outbursts that you could

not control

25. Feeling afraid to go out of your
house alone

26. Blaming yourself for things
27. Pains in lower back

28. Feeling blocked in getting
things done

29. Feeling lonely
30. Feeling blue

31. Worring too much about things
32. Feeling no interest in things
33. Feeling fearful
34. Your feelings being easily hurt
35. Other people being aware of your

private thoughts

36. Feeling others do not understand
you or are unsympathetic

37. Feeling that people are unfriendly
or dislike you

38. Having to do things very slowly to
insure correctness

39. Heart pounding or racing

40. Nausea or upset stomach
41. Feeling inferior to others
42. Soreness of your muscles
43. Feeling that you are watched or

talked about by others

44. Trouble falling asleep

45. Having to check and double check
what you do

18.

19.
20.

0

0

0

21. 0

22. 0

23. 0
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(40)
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(42)

(43)
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35. 0 1 2 3 4 (45)

36. 0 1 2 3 4 (46)

37. 0 1 2 3 4 (47)
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39.

40.
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I
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45. 0 1 2 3 4 (55)
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46. Difficulty making decisions
47. Feeling afraid to travel on buses,

subways, or trains
48. Trouble getting your breath

49. Hot or cold spells
50. Having to avoid certain things,

places, or activities because they
frighten you

51. Your mind going blank

52. Numbness or tingling in parts of
your body

53. A lump in your throat

54. Feeling hopeless about the future
55. Trouble concentrating
56. Feeling weak in parts of your body
57. Feeling tense or keyed up
58. Heavy feelings in your arms or legs
59. Thoughts of death or dying

60. Overeating
61. Feeling uneasy when people are

watching or talking to you
62. Having thoughts that are not

your own
63. Having urges to beat, injure, or

harm someone

64. Awakening in the early morning
65. Having to repeat the same actions

such as touching, counting,
or washing

66. Sleep that is restless or disturbed
67. Having urges to break or smash things
68. Having ideas or beliefs that others

do not share

69. Feeling very self-conscious with
others

70. Feeling uneasy in crowds, such as
shopping or at a movie
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0
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Recent Life Events

Read down this list of events.

This first part has to do with your relative for whom you are a caregiver.
Tell the interviewer which ones happened in the past one month (that is
happened between this time last month and now).

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

(My

relative) said something inappropriate.

relative) wandered off.

relative) did not sleep through the night.

relative) was incontinent of urine.

relative) soiled him/herself.

relative) accused others of stealing things.

relative) took a fall.

relative) refused medicines.

relative) forgot to take medicines.

relative) refused meals.

relative) made a mess at mealtime.

relative) struck out at me or others.

relative) did things that annoyed me or others.

relative) needed help with bathing, dressing, grooming, feeding.

relative) got angry or frustrated and threw things.

relative) did or said something embarrassing in public.

relative) got confused and could not complete a task he/she started.

relative) tried to eat a non-food item.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.
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This second part has to do with your life in general. Now tell the
interviewer which ones hAPPentd dirctlY id2 Y2 in the past one month (that
is happened between this time last month and now).

19. Your pet was very sick and needed extra attention.

20. You had to stop a hobby, sport or other recreational activity.

21. You called of f a planned (weekend or longer) vacation.

22. You had to attend a funeral service.

23. You broke an important rule or commandment of your religion.

24. You ran out of money and could not cover living expenses this month.

25. You received threatening news from a creditor (by phone or mail).

26. Your rent or mortgage payment was increased.

27. You had an unexpected expense over $50.00.

28. You found a large unfavorable error in your check book balance.

29. Your car broke down.

30. You were a passenger in a car/bus with a poor driver.

31. Your household plumbing, electrical, etc. broke down.

32. Your home had too much heat for a day or more.

33. Your home had too little heat for a day or more.

34. One of your household appliances broke down or stopped running well.

35. Your neighbor's noise disrupted your sleep.

36. Repair person or apartment superintendent failed to fix something
properly for you.

37. You had to wait a long time for a repair person to arrive at your home.

38. You saw unwanted household pest (roaches, mouse, spider, etc.).

39. Your child became sick and needed your attention.

40. You had an argument with a family member (not spouse/mate).

41. You argued with your spouse/mate.

42. You were criticized by your child(ren).

43. You discovered that your child has a problem with his/her spouse.

44. You were criticized or blamed for something by a family member.
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45. Your usual visit with your child was canceled or postponed.

46. You discovered your child has a problem at work.

47. You were criticized by spouse/mate.

48. You were critical of spouse/mate.

49. You discovered a friend, relative, or neighbor was a victim of a crime.

50. You were cheated or short-changed in a store.

51. A close friend or a relative of yours died.

52. Your close friend(s) left the neighborhood.

53. You were criticized by a friend/acquaintance.

54. You argued with a friend/acquaintance.

55. Your friend/acquaintance failed to show up for scheduled meeting.

56. You missed an important appointment.

57. Your friend/acquaintance did not return your call.

58. You met an unfriendly or rude person.

59. You heard rumors of layoffs that would affect your job.

60. You had added pressure to work harder/faster on your job.

61. You had to work overtime on your job when you did not want to.

62. Your workplace ran out of supplies you needed to do your job.

63. You had a physical illness or injury occur or get worse.

64. Your allergies flared up or air pollution caused you extended
discomfort.

65. You began a day with physical pain or discomfort.

66. You got very tired in a short time.
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Event Questions

About how
month?

many times did this event happen in the past one

one time .. . . .* . .. .0.. .0..a.I

a few times .......... 2

fairly often . . . . . . ....... 3

very often. . . . . . . . . ....... 4

just about every day...... ... .5

How satisfied are you with how you dealt with (this event)?

very satisfied...............+2

somewhat satisfied . ......... +I

neither satisfied nor dissatisfied . . . . 0

somewhat dissatisfied..........-1

very dissatisfied ... ..........- 2
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Event Questions

Interviewer: (Enter event number under Event 1) Direct the participant
to the event they just said happened by stating: You were just telling
me repeat the event happened during this past month.

Times: About how many times did this event happen in the past one month?

one time......... ..................(code as 1)
a few times................. ....... (code as 2)
fairly often................................(code as 3)
very often....... .................(code as 4)
just about every day.................(code as 5)

Then go on to the satisfied (coping efficacy) question below.

Cope E. (If one time) How satisfied are you with how you dealt with
repeat the event when it happened this past month?

(If more than one time) On average, how satisfied are you with how
you dealt with repeattthe eyvnt when it happened this past month?

very satisfied.............................+2
somewhat satisfied.........................+1
neither satisfied nor dissatisfied...........0
somewhat dissatisfied.......................-l
very dissatisfied.........................-2

Interviewer: If the respondent is able to read the answer choices, you
may read the question to them while they follow along and point to the
answer choices reminding them that +2 is very satisfied and -2 is very
dissatisfied. They may respond to any answer choice listed from the +2
to the -2. If they seem to have trouble reading or are hesitant you may
need to remind them again of the event. Ask them the coping efficacy
question again, this time reading the answer choices as well.

Interviewer: After the coping efficacy question has been answered, go
back to the Recent Life Events Questionnaire and continue with the next
item listed.
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Demographic Questionnaire (Pro)

(1-8) _ MSRDP No.

(9) 1 Time (1-pre, 2=post, 3-follow-up)

(10) 1 Instrument-card

(11) __ Place (l=TCOM, 2-UNT, 3=Phone, 4=Home)

(12-17) // Today's date

(18-23) // Date of GAP intake assessment

(24) Interviewer I

(25-26) Interviewer's interview number

(27-28) Age

(29) Gender: (1 - male, 2 - female)

(30) Ethnicity: (1-Caucasian/white, 2-African American/black,
3-Hispanic, 4-Asian, 5-other )

(31) Relationship to the care receiver

1 - Spouse
2 = Son
3 = Daughter
4 = Son in-law
5 - Daughter in-law
6 - Other relative (please fill in)

7 - Friend
8 = Paid caregiver
9 - Other (please fill in)

(32-33) __ How long have you known the care receiver? (years)

(34-35) How long have you been a caregiver to this
individual? (years)

(36) Are you the only caregiver for this individual?
1= Yes 2= No

If no, who else?

How much of the total care do others provide (hours per day and duties)?



73

(37) Do you live with the care receiver? 1 - Yes 2 - No

If No to (37) answer a and b:
(38-39) a. On average, how many times a week do you provide care

to the care receiver?

(40-41) b. On average what is the time (minutes) it takes you to
reach the care receiver's home? (from your work, home
or school)__

(42-43) Whether you live with the individual or not, how
many hours per day do you spend in caregiving activities?

EAIployment
-(44) Are you employed? 1 - Yes 2 - No

If Yes:
a. Please describe your job responsibilities:

(45-46) ___ b. How many hours per week do you work?

(47) ___ c. How stressful is this work for you?

0 1 2 3 4
not at all moderately extremely
stressful stressful stressful

Household
(48) - Counting yourself how many people live in your household?

(49)_ a. Is one of them your spouse? (1 - Yes, 2 - No)

(50) b. Any children (minor or adult) (enter number 0, 1, 2, etc.)

(51-58) ___, __, ___, __, What are the children's ages? (blank if none)

(52) c. Other(s)? 1 = Yes 2 = No Who?

(53-54) On average, how many hours per week do you spend in providing
services (cooking, cleaning, laundry, etc.) for the others in yourhome? (Please exclude the care receiver if they live with you.)

(55) a. How stressful are household chores for you?
0 1 2 3 4

not at all moderately extremely
stressful stressful stressful

School
(56) Are you enrolled in school? 1 = Yes 2 = No

If Yes:

Please describe the program that you are in.
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(57) Are you a full-time or part-time student?
I = full-time 2 = part-time

(58-59) On average, how many hours per week do you spend on
school related activities?

(60)_ a. How stressful is
0

not at all
stressful

school and related activities for you?
1 2 3 4

moderately extremely
stressful stressful

vgluntegringa
(61). Are you involved in any volunteer, community service or

church activities? 1 = Yes 2 - No

If Yes:

a. What organization?_

(62-63) ____ b. On average, how many hours per week do you spend
on volunteer, community service or church activities?

(64) c. How stressful are these activities for you?

0
not at all
stressful

1 2
moderately
stressful

3 4
extremely
stressful

(65-66) ____ About how many times have you gone to a physician,
for yourself, in the past year?

If yes, for what reason(s)?

(67) Have you been hospitalized or taken to the emergency room for any
illness or injury in the past year?
1 = Yes 2 = No

If yes, for what reason(s)?

(68) Do you currently have any chronic or serious illness? (1=Yes, 2=No)If yes, what illness?_ _ __ _ _

(69) _ Are you currently taking medication? (l=Yes, 2=No)
If yes, what medication(s) and for what disorder?

Level of education category.

Caregiver's household income category.

(70)

(71)
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Caregiver's. Education

I = less than 8th grade

2 = finished 8th grade

3 = some high school

4 = high school diploma or GED

5 = some college or business/trade school,
but not a 4 year degree

6 = 4 year college degree

7 = some graduate work

8 = graduate degree

Caregiver's Annual Household Income

I = under $10,000

2 = $10,000 to $19,999

3 = $20,000 to $29,999

4 = $30,000 to $39,999

5 = $40,000 to $59,999

6 = $60,000 to $89,999

7 = $90,000 to $149,999

8 = $150,000 and over
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(l-8) _MSRDP NO.

( 9) (time: 1-pre, 2-post, 3-follow-up)

(10) (Instrument-card)

BURDEN INTERVIEW

INSTRUCTIONS: The following is a list of statements, which reflect how people*
sometimes feel when taking care of another person. After each statement,
indicate how often you feel that way, never, rarely, sometimes, quite
frequently, or nearly always. There are no right or wrong answers. Please
circle one answer for each question.

adM
0 0 V0 4

1. Do you feel that your relative asks for
more help than he/she needs?

2. Do you feel that because of the time you
spend with your relative that you don't
have enough time for yourself?

3. Do you feel stressed between caring for
your relative and trying to meet other
responsibilities for your family or work?

4. Do you feel embarrassed over your
relative's behavior?

5. Do you feel angry when you are around
your relative?

6. Do you feel that your relative currently
affects your relationship with other family
members or friends in a negative way?

7. Are you afraid what the future holds for
your relative?

8. Do you feel your relative is dependent
upon you?

9. Do you feel strained when you are around
your relative?

10. Do you feel your health has suffered because
of your involvement with your relative?

11. Do you feel that you don't have as much
privacy as you would like, because of
your relative?

0 1 2 3 4 (11)

0 1 2 3 4 (12)

0 1 2 3 4 (13)

0 1 2 3 4 (14)

0 1 2 3 4 (15)

o 1 2 3 4 (16)

0 1 2 3 4 (17)

o 1 2 3 4 (18)

0 1 2 3 4 (19)

0 1 2 3 4 (20)

o 1 2 3 4 (21)



78

>>

04)
$4 C4 "" 04 >Z

12. Do you feel that your social life has
suffered because you are caring for
your relative?

13. Do you feel uncomfortable about having
friends over because of your relative?

14. Do you feel that your relative seems to
expect you to take care of him/her, as if
you were the only one he/she could depend
on?

15. Do you feel that you don't have enough
money to care for your relative, in
addition to the rest of your expenses?

16. Do you feel that you will be unable to
take care of your relative much longer?

17. Do you feel you have lost control of your
life since your relative's illness?

18. Do you wish you could just leave the
care of your relative to someone else?

19. Do you feel uncertain about what to do
about your relative?

20. Do you feel you should be doing more for
your relative?

21. Do you feel you could do a better job in
caring for your relative?

0 1 2 3 4 (22)

o 1 2 3 4 (23)

0 1 2 3 4 (24)

0 1 2 3 4 (25)

0 1 2 3 4 (26)

0 1 2 3 4 (27)

0 1 2 3 4 (28)

0 1 2 3 4 (29)

0 1 2 3 4 (30)

0 1 2 3 4 (31)

r4
'-4
0

4)
0

4)
0
z

22. Overall, how burdened do you feel in
caring for your relative?

0
'-4
4)
4)
-'.4
'-4

>1
'-4

'0
0
z0

41

0

>-4

x

0 1 2 3 4 (32)
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Resources Checklist

Co 1

(1-8) MSRDP I
(9) (Time: 1=Pre; 2=Post; 3=Follow-up)

(10) (Instrument-card)

Please check the resources listed below that you have used in
connection with caring for your relative during the past one month.

(11) any visiting nurses service or association

(12) any home health service including hospice service

(13) any homemaker service including maids and other
household help

(14) any in-home meal service like "Meals on Wheels"

(15) any senior day care, other respite care, or volunteer
sitter

(16) any transportation service

(17) any other help with your relative (please list)
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Col.

(1-7) MSRDP No.

(8-9) 14 Instrument Card

Name:

How would you rate this person on their level of physical

impairment, compared to an average community dwelling person

of similar age without Alzheimer's Disease.

(10) Impairment:

1 = none
2 = slight
3 = moderate
4 = severe

How would you rate this person on their level of cognitive

impairment, compared to an average community dwelling person

of similar age without Alzheimer's Disease.

(11) Impairment:

1 = none
2 = slight
3 = moderate
4 = severe
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Demographic Coding

L26 (72) How many other caregivers? Count I listed.

LUA (73-74) hours per day others provide care (record hours)

(75) duties performed:
A = shopping-errands
B = household duties
C = instrumental daily activities

coding:
1-A
2 -B
3- A + B

4 -C
5 A + C

6 = B + C
7= A + B + C

61 (76) 1 of organizations involved in
count I involved 1-9

f65 - ;6 (77) what reasons have you seen physician in the past year

1 = routine health care
2 = minor/acute
3 = minor/chronic
4 = major/acute
5 = major/chronic
6 = life threatening

coding: if more than one enter number of the highest
6 = terminally ill
2 = pregnancy
3 = high blood pressure
3 = hernia in throat, hiatal hernia
5 = arthritis
5 = diabetes
4 = left carotid artery shunt
5 = ruptured disk
3 = insomnia-
3 = bone spurs
2 = poison ivy
2 = lumps removed
2 = moles removed
1 = physical exam
I = eye exams
1 = flu shots
1 = dentist
3 = allergies/sinus
3 = cold/flu
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iZ. (78) hospitalized or in emergency room in past year

1
2
3

=
minor
major
life threatening

coding: (if more than one enter number of the highest)
2 = lung problem
1 = cut ankle

I $ - high blood pressure
2 - left carotid artery surgery
2 - back surgery
1 = bruised foot
1 = sonogram
I - biopsy
3 - heart attack or cardiac arrest
3 = respiratory arrest
3 = difficulty breathing

ift (79) current chronic or serious illnesses

1 = minor
2 - major
3 - life threatening

coding: (if more than one code number of the highest)
2 = diabetes
2 = arthritis
1 = high blood pressure
2 - heart problems
1= high cholesterol
2 = ulcers
1 = bone spurs
3 = incystial fibrosis
2 = pulmonary fibrosis
1 = spastic colon
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169 (80) current medications

1 = meds for minor illness
2 = meds for major illness
3 = psychoactive drugs (mood moderating)
4 1+ 3
5 = 1 + 2
6=2 + 3
7 = 1 + 2 + 3

med coding:
2 = Ventolin, Alupent, Proventil, other respiratory drugs
2 = high blood pressure meds
1 Z(X)antac, Mylanta, Maalox, Donnagel, Gaviscon, other

stomach medicines
2 = insulin, Diabanese, other diabetic drugs
3 = Prozac, other antidepressants
2 = drugs lower high cholesterol
3 = Xanax, Valium, Serax, Librium, anti-anxiety drugs
2 = Feldane,arthritis pills
1 = nasal sprays - beconase
2 = anticancer drugs
1 - aspirin, tylenol, ascriptin, Advil, Darvocet-N, Tylenol-3,

other pain relievers
I = laxatives or fiber additives like Metamucil, Citrucel
2 = thyroid - synthroid
1 = vitamins
1 = estrogen - hormones
1 = allergies/sinus - Naldecon, Polyhistine,
3 = sleeping pills - Restoril, Dalmane
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Resource Checklist Code

Qthr (18-19)

01 - residential facility
02 - nutrition center for lunch
03 - child
04 - child-in-law
05 - grandchildren
06 - other relatives
07 - paid baby sitter
08 = spouse
09 - friend, neighbor, church member
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