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A sample of 22 persons who care for relatives exhibiting

initial symptoms of senile dementia were administered paper-

and-pencil questionnaires to determine their level of

subjective burden and psychological symptomatology. Each

participant's attributional style was measured on an

internal-external dimension, and their causal attributions

regarding their relative's symptomatic behaviors were

assessed. Results indicated that attributional style did

not predict specific attributions about illness-related

behaviors, but the tendency to not blame an afflicted

relative for their behavior was predictive of subjective

burden and symptoms of depression and anxiety. Subjective

burden was found to predict feelings of hostility in

caregivers.
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CHAPTER I

INTRODUCTION

Advancements in medical science during the past century

have contributed to a rapidly growing population of older

adults. The fastest growing segment of this group is the

population of persons over the age of 75 (Schneck, Reisberg,

& Ferris, 1982). Since the incidence of senile dementia

increases with age (Gwyther & Matteson, 1983), the increase

in the aged population has led to a concurrent rise in the

number of cases of senile dementia. It is estimated that

senile dementias affect five to ten percent of the elderly

in the United States (Zarit, Reever, & Bach-Peterson, 1980).

The most common form of senile dementia is Alzheimer's

Disease, which accounts for approximately 60% of diagnosed

cases (Zarit & Zarit, 1982) and is the fourth leading cause

of death of older adults (Shifflett & Blieszner, 1988).

Alzheimer's Disease is characterized by a gradual,

irreversible deterioration in functioning over a period of

3-6 years (Pratt, Schmall, Wright, & Cleland, 1985).

Cognitive deficits are usually the first noticeable

symptoms, including loss of short-term memory (Jenkins,

Parham, & Jenkins, 1985), followed by episodic paranoia,

withdrawal, and loss of coordination (Schifflett &
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Blieszner, 1988). As the disease progresses, it affects all

aspects of the patient's life. Behavioral and social

symptoms in later stages may include wandering off, sleep

disorders, mood disorders, belligerence (often including

refusal to bathe), combativeness, urinary and fecal

incontinence, and eventually the inability to perform even

the most simple instrumental activities of daily living

(Colerick & George, 1986; Morris, Morris, & Britton, 1988;

Pagel, Becker, & Coppel, 1985).

Despite these progressive deficits, the majority of

Alzheimer's patients are cared for by relatives in the home

(Ory et al., 1985; Shanas, 1979; Zarit et al., 1980). This

is particularly true in the early stages of the disease,

when initial symptoms are likely to be attributed to normal

signs of aging rather than senile dementia (Pollitt,

O'Connor, & Anderson, 1989; Shifflett & Blieszner, 1988).

Even in advanced stages of Alzheimer's Disease, many

caregivers are reluctant to relinquish care of their

relative to institutional settings (Poulshock & Deimling,

1984; Pruchno, Michaels, & Potashnik, 1990).

Because the demands of caring for dementia patients are

so great, these caregivers have been called "hidden

patients" (Fengler & Goodrich, 1979). These individuals,

usually spouses and adult children, face the prospect of an

increasingly one-sided relationship as the patient gradually

deteriorates and needs a greater amount of care and
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supervision. Persons caring for senile relatives have

reported higher than average levels of numerous

psychological symptoms, including anger, frustration,

resentment, guilt, self-doubt, helplessness, and depression

(Rabins, Mace, & Lucas, 1982; Zarit et al. , 1980). Their

situation has been described as a "living funeral" (Coppel,

Burton, Becker, & Fiore, 1985).

The plight of caregivers of those afflicted with

Alzheimer's Disease and other dementing illnesses affecting

the elderly has been the subject of a vast amount of

research in the past decade. The purpose of this interest

has been two-fold. First, researchers have sought to

understand which variables mediate the multiple stressors

faced by this population. Second, these investigations have

tested the hypothesis that certain caregiver attributes may

be predictive of specific positive or negative reactions to

the caregiving situation. This study examined the role that

caregivers' causal attributions play in predicting their

level of distress, particularly symptoms of depression and

anxiety.

The Concept of Caregiver Burden

The dependent variable most studied with regard to

caregiving has been "burden," which is defined by Zarit,

Todd, and Zarit (1986) as "the extent to which caregivers

perceived their emotional or physical health, social life,

and financial status as suffering as a result of caring for
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their relative" (p. 261). Increasingly, the operative word

in this definition has become "perceived," as people tend to

respond to the stress of caregiving in highly

individualistic ways (e.g., Ory et al., 1985; Poulshock &

Deimling, 1984; Zarit & Toseland, 1989). It has therefore

been difficult to quantify burden in empirical studies

(Haley, Levine, Brown, & Bartolucci, 1987; Haley, Levine,

Brown, Berry, & Hughes, 1987). Burden has been defined in

terms of scores on a summary outcome measure such as the

Burden Interview (Zarit et al., 1980), in terms of specific

symptomatology (Haley, Levine, Brown, & Bartolucci, 1987;

Haley, Levine, Brown, Berry, & Hughes, 1987), and via

anecdotal or clinical observations (as noted by Jenkins et

al., 1985). This leads to a problem in interpreting the

available literature, because burden has been so broadly

defined that research findings may not be comparable

(Poulshock & Deimling, 1984).

Some authors have attempted to account for the

individualistic aspect of burden by separating the construct

into several different components. Morris,, Morris, and

Britton (1988) note that many studies have distinguished

between objective and subjective components of burden.

Objective burden is that which is easily measured, such as

severity of behavioral problems, whereas subjective burden

is the perceptual component. George and Gwyther (1986)

attempted to divide burden into four different spheres of
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well-being (physical, mental, financial, and social). Their

conceptualization assumes that previous studies had not

defined burden broadly enough to account for individual

variability.

It is difficult to operationalize a construct such as

caregiver burden without confounding it with unrelated

symptoms resulting from other stressful life events.

Therefore, the ultimate criterion variables in this study

were the psychological symptoms endorsed by caregivers.

Caregiver burden is conceptualized as subjective in nature,

in accordance with the definition of Zarit, Todd, and Zarit

(1986), and was hypothesized to be predictive of

psychological symptomatology.

This study also investigated aspects of caregivers'

cognitions which may contribute to the subjective component

of burden and, ultimately, psychological well-being.

Specifically, caregivers' attributions regarding their

relatives' control over their behaviors was assessed. It

was hypothesized that caregivers would experience increased

levels of perceived burden (and subsequent psychological

symptoms) if they believed the strange behaviors of their

ill relatives to be under their relatives' control, and thus

purposeful.

Predictors of Caregiver Burden

Variables which have been postulated as mediating

caregiver burden include the availability of social support,
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the quality of the caregiving relationship, the severity of

the patient's cognitive and behavioral deficits, and various

demographic factors. A review of the literature revealed

conflicting evidence for the effects of many of these

factors (Pearson, Verma, & Nellett, 1988). However,

conclusions can be drawn regarding the effects of several

variables. Factors related to the caregiver's situation are

reviewed first, followed by relevant attributes about the

disease's victims which appear to affect caregivers.

Caregiver variables. The variable which research has

shown to be most consistently related to caregiver distress

and burden is the amount of social support the caregiver has

available. Social support is defined by Zarit and Zarit

(1982) as input from others which leads one to feel loved,

cared for, held in esteem, and part of a social network.

Studies have generally shown that burden is lessened by

emotional support from family and friends (e.g., Pratt et

al., 1985; Zarit et al., 1980). As is the case with all

caregiver variables, the perception of the caregiver is of

paramount importance. A path analysis by Ellis, Miller, and

Given (1989) illustrated that caregivers' perceptions of the

availability of social support, as well as the actual amount

of support they received, had a powerful effect on their

well-being. In other words, caregivers experienced less

burden when they perceived others as being available to

provide emotional support. These findings are examples of
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the stress-buffering effect of social support (Barrera,

1988) on the perceived emotional distress of caregivers.

Several studies have distinguished "formal" support

(e.g., home health care, visiting nurses, etc.) from

"informal" support (e.g., social resources such as friends

and family). Formal support is generally defined as being

instrumental (i.e., providing goods or services) in nature,

while informal support is of a more emotional nature.

Although conclusions are somewhat conflictual, informal

support appears to have a stronger positive effect on the

caregiver than does formal support (see Miller et al., 1988,

for review). Past research has also focused on support

groups as a source of informal support for caregivers.

Although support groups are formal in the sense that they

are structured to some degree, they are primarily a resource

for emotional, rather than instrumental, support. The

results of these studies have generally shown that these

groups can be effective in reducing stress symptoms (Jenkins

et al., 1985; Kahan, Kemp, Staples, & Brummel-Smith, 1985;

Winogrond, Fisk, Kirsling, & Keyes, 1987).

The relationship of the caregiver to the patient (both

the type of bond and the emotional quality of the bond) may

also affect burden. George and Gwyther (1986) found that

spouse caregivers experienced greater stress symptoms and

decreased life satisfaction when compared to caregivers who

were adult children or other relatives of the patient, even
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when age was statistically controlled. However, the spouses

in this study were much more likely to live with their

demented relative than were the caregivers in the comparison

group, which would contribute to a more constant source of

stress. Other studies have detected no significant

difference in burden between spouses, adult children, or

other relatives (Williamson & Schulz, 1990; Zarit et al.,

1980).

Not surprisingly, caregivers usually have a lower

quality relationship with their elderly relative than do

controls living with unimpaired relatives (Haley, Levine,

Brown, Berry, & Hughes, 1987). The quality of the

caregiver-patient relationship has been shown to correlate

with caregiver burden; caregivers who have a good

relationship with their ill relative perceive less burden

related to caregiving. Similarly, studies indicate that the

quality of the premorbid relationship between the caregiver

and the patient also has a significant effect on the

caregiver's perceived burden (Jenkins et al., 1985; Morris

et al., 1988; Williamson & Schulz, 1990).

Several epidemiological factors have been studied with

regard to caregiver burden, including the age and gender of

caregivers. Deimling and Bass (1986) suggested that older

caregivers may experience increased stress due to the

greater liklihood that they themselves are in poor health.

On the other hand, others have suggested that younger
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caregivers may feel greater stress due to being unprepared

for the caregiving situation. Younger caregivers are also

more likely to be placed in the difficult position of coping

with multiple burdens; these persons often must care for

their own children and hold a job in addition to caring for

their elderly relative (Pearlin, Mullan, Semple, & Skaff,

1990). Overall, the research on the effects of caregiver

age has again been inconclusive; however, it appears that

age, in and of itself, does not significantly affect

caregiver burden (Pratt et al., 1985).

Another demographic variable, gender, has generally

been correlated with burden. One study found that female

caregivers had significantly higher scores than male

caregivers on several clinical scales of the MMPI, including

depression and hysteria (Fitting, Rabins, Lucas, & Eastham,

1986). Williamson and Schulz (1990) also found that men

were significantly less depressed, and perceived less

burden, than women in caregiving roles. They postulated

several possible reasons for these differences, including

the greater rate of depression for women in the general

population; it is possible that the differences noted simply

reflect this overall trend. Williamson and Schulz (1990)

also suggested that women are more likely to be forced into

a caregiving role, due to societal expectations and values

regarding women as naturally nurturing. This view is

supported by evidence indicating that women are far more
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likely than men to assume a caregiving role (Brody, 1981;

1985). Perhaps men who do assume the role of a caregiver

are those who are capable of handling the pressure, while

other men manage to find another relative or an institution

to care for their relative.

A longitudinal study by Zarit, Todd, and Zarit (1986)

uncovered some interesting data regarding caregiver gender.

In an initial assessment of caregiving spouses, they found

that husbands were less burdened than wives by the

caregiving role. However, upon reassessment at a two-year

follow-up, Zarit et al. (1986) found that the wives' level

of burden had significantly decreased and was equivalent to

that of the male caregivers. This was explained in terms of

an initial difference in approach to caregiving. Men tended

to assume a more instrumental, problem-solving approach in

the beginning, with women taking an emotion-focused

approach. Women gradually assumed this problem-focused

approach as time progressed (Zarit et al., 1986).

Patient attributes. Although the evidence has been

fairly mixed, a surprising finding in many studies has been

that the patient's level of impairment is generally not

predictive of caregiver burden. An early study (Zarit et

al., 1980) found that burden was not correlated with the

duration of the patient's illness, the severity of

behavioral problems or cognitive impairment, or the

impairment of ability to perform activities of daily living.
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This finding was supported by later research (e.g., Fitting

et al., 1986; Jenkins et al., 1985; Winogrond et al., 1987).

Other studies have come to the opposite conclusions;

Poulshock and Deimling (1984) found that illness

characteristics of the patients, particulary behavioral

problems, did affect caregiver burden (although the

relationships were, for the most part, moderate).

It has been suggested that the reason for the

disparities noted above is due to the methods used to

collect the patients' impairment data. Haley, Levine,

Brown, and Bartolucci (1987) found that objective appraisals

of behavioral problems and other disabilities are generally

not effective predictors of caregiver symptomalology;

however, when patients' problems are subjectively appraised

by the caregivers, depression and burden can be predicted

quite well. Again, this finding highlights the importance

of assessing the individualistic, subjective aspects of

caregiver burden.

Effects of Caregiver Burden

Studies have investigated both physical and

psychological effects of caregiving. Research comparing the

overall physical health of those caring for a relative with

Alzheimer's disease or a similar dementia to a random

community sample (George & Gwyther, 1986) and to a matched

control group of senior citizens not caring for an impaired

relative (Haley, Levine, Brown, Berry, & Hughes, 1987)
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indicated that caregivers' health was not significantly

different from that of the comparison groups. The Haley

study did find that caregivers tended to rate their health

worse than controls in self-report, but this was not borne

out in objective measures and was viewed as a by-product of

stress and depression. While caregiver burden may not

contribute significantly to the objective physical health of

the caregiver, the reverse relationship is likely to occur;

caregivers in poor health may experience greater burden than

those who are healthy (Deimling & Bass, 1986; Pratt et al.,

1985). However, it appears that caregiver burden is

manifested primarily through symptoms of declining mental

health and decreased participation in social activities,

rather than through symptoms of declining physical health

(George & Gwyther, 1986).

Perhaps the affective symptom most common to caring for

a relative suffering from dementia is depression. Coppel,

Burton, Becker, and Fiore (1985) reported that 55 of the 68

caregivers they studied were either currently diagnosable

with a depressive illness, or had been diagnosable at some

point since their relative became ill. Other studies also

report extremely high percentages of clinical depression in

their samples of caregivers (Cohen & Eisdorfer, 1988; Rabins

et al., 1982).

Caregivers are also prone toward numerous nonspecific

symptoms of stress, including feelings of chronic fatigue,
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helplessness, self-doubt, and lower life satisfaction

(Haley, Levine, Brown, Berry, & Hughes, 1987; Rabins et al.,

1982). George and Gwyther (1986) reported that caregivers

exhibit almost three times as many stress symptoms as the

general population, and tend to use significantly more

psychotropic medications. Contributing to caregiver stress

is their relative lack of recreation, hobby, and vacation

time, due to the time demands of the caregiving situation

(George & Gwyther, 1986; Haley, Levine, Brown, Berry, &

Hughes, 1987).

Anger and frustration are also common responses of

caregivers, particularly prior to their relative being

diagnosed with a dementing illness (Shifflett & Blieszner,

1988). Without an explanation for the strange and often

socially unacceptable behaviors exhibited by dementia

patients, caregivers are likely to hold the patients

responsible and feel anger and resentment toward them

(Deimling & Bass, 1986). Once again, the subjective

perception of the caregiver is the most salient variable.

Considering the large burden placed on the caregiver, it is

possible that anger and hostility toward the patient are

common features of caregiving even after the patient has

been diagnosed.

The subjective component. It is apparent that

subjective perceptions of caregivers are an integral part of

the dynamic of caring for a demented relative. The
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importance of the subjective component pervades all aspects

of caregiving, from perceptions of available social support

(Zarit et al., 1986), to perceptions of self-health (Haley,

Levine, Brown, Berry, & Hughes, 1987), to perceptions of the

patients' degree of impairment (Haley, Levine, Brown, &

Bartolucci, 1987). Perhaps the primary reason for the many

conflictual findings in different studies is due to

caregivers' reactions, perceptions, and coping strategies

being so uniquely individual (Morris et al., 1988; Ory et

al., 1985; Poulshock & Deimling, 1984). It is the

individualistic component of caregiving that this study will

address, by examining caregivers' attributions concerning

the causes of their relatives' behaviors. It was

hypothesized that caregivers who attribute the unacceptable

behaviors of their relatives to the disease process, rather

than to a controllable process, would experience less burden

and affective symptoms (such as depression, anxiety, and

hostility) than would caregivers who hold their relatives

responsible for their demented behaviors.

Attribution Theory

An important predictor of a caregiver's ability to cope

with the stress involved with caring for a patient with

Alzheimer's disease or another senile dementia, and one that

has been overlooked by researchers, may be the causal

attributions the caregiver makes regarding the patient's

behaviors. Attribution theory concerns the causal



15

connections people make regarding events in their lives or

others' lives, and how these causal connections play a role

in their attitudes and behaviors (Heider, 1958). Heider

(1958) suggested that the behavior of an individual is due

to his or her perception of the environment, including the

actions of himself or herself and others. Events can be

causally attributed to dispositional aspects of the self or

other people ("internal" attributions), to situational

demands of the environment ("external" attributions), or to

a combination of both internal and external factors. In

other words, one can believe that any behavior or

combination of behaviors of an individual is due to: a)

inherent characteristics of that person (e.g., "he's

shouting because he's excitable"), which is an internal

attribution; b) environmental circumstances (e.g., "he's

shouting because his team scored"), which is an external

attribution; or c) a combination of both (e.g., "he's

shouting because he tends to get too excited when his team

scores").

Jones and Davis (1965) posited several conditions which

must be met before internal attributions are made. The

observer must feel that the other individual has both the

intention and the ability to behave in a given manner, and

it must be perceived that the individual chose to act that

way. In other words, the responsibility of others for their
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own behavior (an internal attribution) is inferred when

their actions are perceived as intentional and volitional.

As previously noted, caregivers are much more likely to

endorse feeling anger toward a demented relative prior to

the diagnosis of dementia; this is presumably due to

caregivers attributing patient's behaviors as being

intentional. The initial period of senile dementia, when

cognitive problems first begin to surface, is the period of

time when internal attributions such as these are more

likely. The insidious onset of dementia often leads family

members to misattribute the cause of initial symptoms

(Morris et al., 1988). Cognitive confusion is often

attributed to the normal effects of aging or to extentions

of previous character deficits (Pollitt et al., 1989). In

other cases, relatives may avoid making any conscious

attributions at all (Ory et al., 1985; Shifflett &

Blieszner, 1988). As the patient's behavior declines to a

greater degree, caregivers may attribute patient actions as

being manipulative or attention-seeking. Due to the

presumed purposive nature of these behaviors, they elicit

feelings of anger and embarrassment in the caregiver

(Pollitt et al., 1989), and the patient is held responsible.

Jones and Nisbett (1971) first proposed that people

have a general tendency to attribute the actions of others

to stable personal dispositions, whereas our own actions are

usually attributed to situational factors. In other words,
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people tend to make external attributions about their own

behavior and internal attributions about the behavior of

others. This hypothesis has received considerable

experimental support (e.g., Miller, 1976; Snyder & Jones,

1974). The end result of this tendency is the consistent

overestimation of the importance of dispositional factors

relative to environmental factors when making attributions

about the behavior of others; this has been termed the

fundamental attribution bias (Ross, 1977). Evidence also

suggests that people differ with regard to their tendencies

toward internal or external attributions (Jones & Davis,

1965; Jones and Nisbett, 1971; Levenson, 1973). Each person

has his or her own attributional style, with certain

tendencies toward either internal or external attributions

concerning the actions of themselves and the people around

them. Although people generally make more internal

attributions about others than about themselves (Jones &

Nisbett, 1971), the tendency to make internal or external

attributions about oneself is correlated with the tendency

to make the same style of attributions about others

(Anderson, 1985). In other words, attributional style is a

construct which applies to attributions made about the

actions of both self and others.

Not only do people have a tendency to make internal

attributions in general, but classic social psychology

studies showed that people also have a tendency to hold
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victims responsible for the misfortunes and accidents that

befall them (Shaver, 1970; Shaw & Sulzer, 1964; Walster,

1966). Such a "blame the victim" mentality can be viewed as

a specific instance of the fundamental attribution bias.

Internal attributions predominate, even when evidence points

to external causation. Sadow and Laird (1981) demonstrated

that not all people tend to blame the victim; the tendency

to do so was predicted by each individual's characteristic

tendency to make internal vs. external attributions.

To summarize, evidence suggests that each individual

has a characteristic tendency toward internal or external

attributions, with internal attributions about others being

the norm. Applied to the caregiving situation, this

tendency may affect the degree to which caregivers hold

dementia patients responsible for their behaviors,

particularly in the early stages of illness and prior to

diagnosis. The evidence indicating that people tend to hold

victims of misfortune responsible for their situation

suggests that victims of dementia may be held responsible

for their behaviors regardless of caregivers' knowledge of

external causation (i.e., even after the caregiver is aware

of the diagnosis and the course of the disease process).

Caregivers who exhibit an "internal" attributional style

would be expected to assign greater responsibility and blame

to the patient, relative to the "external" caregivers.

"External" caregivers would be more likely to view
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unacceptable patient behaviors as being due to the disease,

and therefore uncontrollable. Since the behaviors are

perceived as being out of the dementia patient's control,

the patient is not held responsible.

Abramson, Seligman, and Teasdale (1978) proposed that

an internal attributional style predisposes one to symptoms

of depression. This hypothesis has received experimental

support (e.g., Anderson, Horowitz, & French, 1983; Seligman,

Abramson, Semmel, & von Baeyer, 1979). It was therefore

further hypothesized that attributions of blame and

responsibility (i.e., internal attributions) would be

associated with increased caregiver burden and,

subsequently, symptoms of psychological distress. If a

caregiver perceives his or her relative as being 
able to

control himself or herself, but seems to be choosing not to,

it is likely that feelings of anger and frustration would

result. Guilt about these emotions (and any actions

resulting from them) may contribute to the feelings of

depression and anxiety common to the caregiving situation.

Therefore, "internal" caregivers (those more likely to hold

their relatives responsible for their actions) would be

expected to experience greater levels of burden 
and

subsequent affective symptoms than would "external"

caregivers.
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Hypotheses

Following are the formal hypotheses which this study

sought to test.

Hypothesis 1. Caregivers who have a general tendency

toward making internal (versus external) attributions would

make more internal attributions about specific illness

behaviors (in other words, these caregivers would be more

likely to attribute symptoms of senility as being purposeful

acts, rather than uncontrollable symptoms of dementia).

Hypothesis 2. Caregivers who make more internal

attributions about specific illness behaviors would

experience greater perceived burden.

Hypothesis 3. Caregivers who experience greater

perceived burden would endorse more symptoms of affective

disturbance, specifically symptoms of depression, anxiety,

and hostility.



CHAPTER II

METHODS

This study was part of a larger research project

conducted by Guarnaccia (1991), which examined the effects

of an early intervention program for Alzheimer's patients on

the psychological distress and adaptive coping of their

family caregivers. The current study was approved by the

human subjects' committees of both the University of North

Texas and the Texas College of Osteopathic Medicine.

Ethical guidelines of the American Psychological Association

were followed for research involving human subjects (APA,

1992).

Subjects

Twenty-two persons caring for senile dementia patients

served as participants. These participants were recruited

from caregivers receiving initial services from the joint

Texas College of Osteopathic Medicine/University of North

Texas Gerontology Assessment and Planning (GAP) Program.

The GAP Program provides medical and nursing services to

Alzheimer's patients and their family caregivers. The

patient is assessed, and a long-term treatment plan is

designed for his or her ongoing care. The caregiver is

provided assistance in locating additional services which

21
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may help reduce caregiver burden. Since the GAP Program

functions primarily as an assessment service for elderly

people who have just begun to exhibit signs of mental or

behavioral deterioration, the caregivers participating in

this study may or may not have been informed of a specific

diagnosis. All of the data used in this study were

collected from caregivers when they brought their relatives

for the initial assessment interview at the GAP Program

clinic (Guarnaccia, 1991).

Table 1 presents a breakdown of the demographic

characteristics of the caregiver sample. Twenty of the 22

caregivers sampled were female. This large gender disparity

is probably representative of the caregiver population, as

women are far more likely to assume this role than men

(Brody, 1981; 1985). Children of the patient constituted

the largest percentage of caregivers in this sample (40.9%);

spouses, children-in-law, and grandchildren, in

approximately equal numbers, comprised the remainder of the

sample. Of the two male caregivers, one was a son of the

identified patient, and the other a son-in-law. Table 1

shows that the subjects' ages ranged from 23 to 83, with a

mean of just over 50.

Just over half of the caregivers questioned lived with

the patient. When asked to estimate the number of hours per

day spent taking care of the patient, caregivers estimates
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Table 1

Demographic Characteristics of the Caregive r Sample

Variable Number Percentage

Categorical and Ordinal Variables

Gender
Male 2 9.1%

Female 20 90.9%

Race/Ethnicity
White 21 95.5%

Black 1

Marital status
Married 18 81.8%

Unmarried 4 18.2%

Relationship to patient 4 18.2%
Spouse
Child 9 40.9%

Child-in-law 5 22.7%

Grandchild 4 18.2%

Status of residency
Lives with patient 12 54.5%

Lives away from patient 10 45.5%

Employment status

Employed 12 54.5%

Unemployed 10 45.5%

Health status
Chronic or serious illness 10 45.5%

No chronic/serious problems 12 54.5%

(Table 1 continues)
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Table 1, continued

Variable Number Percentage

Level of education
Some high school 1 4.5%
HS diploma or GED 6 27.3%
Some college or business/trade

school (no 4-year degree) 7 31.8%
4-year college degree 4 18.2%
Some graduate work 2 9.1%
Graduate degree 2 9.1%

Level of household income
Under $10,000 3 13.6%
$10,000 to $19,999 3 13.6%
$20,000 to $29,999 1 4.5%
$30,000 to $39,999 5 22.7%
$40,000 to $59,999 4 18.2%
$60,000 to $89,999 5 22.7%
$90,000 to $149,999 1 4.5%

Variable Range Mean Median

Continuous Variables

Age 23 to 83 50.1 51.5

Estimated hours/day
of caregiving 1 to 20 6.0 3.5

Number of doctor visits
in past year 0 to 36 5.7 2.5
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varied from as little as one hour to practically around-the-

clock care (several reported that their relative had

difficulty sleeping and was active at night, and these

caregivers spent many hours watching out for them at

night) .Due to the very large numbers reported by some

caregivers, the median figure of 3.5 hours per day may be a

more accurate representation of the typical caregiver

workload than the mean figure of 6.0 hours per day. In

addition to their duties as caregivers, twelve subjects had

outside jobs, eight of them full-time.

The caregivers interviewed tended to have health

problems; ten reported suffering from a serious or chronic

illness. Table 1 shows that the caregivers sampled averaged

5.7 doctor visits in the past year.

The socioeconomic class of the subjects was fairly

normally distributed, with most falling in the middle-class

range. Fifteen of the 22 caregivers had some education

beyond a high school diploma, and only one had not finished

high school. Fifteen caregivers lived in households with

total incomes exceeding $30,000 per year, but only one

subject's household income exceeded $90,000 per year.

Procedure

Informed consent was obtained from both the caregiver

(Appendix A) and the dementia patient (Appendix B) prior to

data collection. If the dementia patient was unable to give

informed consent, the caregiver gave consent for the
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patient's medical file to be accessed for use in this 
study.

Caregivers participating in this study were interviewed when

their afflicted relative was first seen by the medical

staff. They had not received any feedback concerning their

relative from the GAP Program staff prior to this interview.

Materials

Data collected for this research included several self-

report questionnaires and a structured interview for

relevant demographic information. The primary criterion

variables were the psychological symptoms of depression,

anxiety, and hostility endorsed by the caregivers, as

measured by the SCL-90-R (Derogatis, 1983); hypothesized

predictor variables included general attributional style,

specific attributions regarding patient behaviors, and

caregiver burden.

Demographic questionnaire. A demographic questionnaire

(Appendix C) was designed to collect information regarding

each caregiver's unique situation. This questionnaire was

administered in a structured interview format.

Levenson Scale. The Levenson Scale (Levenson, 1973)

(Appendix D) is a short self-report inventory which was

developed to assess the general tendency to attribute

circumstances affecting oneself to either internal or

external causation. The external dimension is further

broken down into circumstances attributed to chance versus

circumstances attributed to powerful others.
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Internal consistency estimates for the subscales of

this measure have been moderate in past studies. On a large

(n = 165) sample of psychiatric patients, Levenson (1973)

reported reliability correlations (coefficient alpha) of .67

for the internal scale, .79 for the chance scale, and .82

for the powerful others scale. The internal consistency

correlations for this study were not as high. An alpha of

.63 was obtained for the internal scale, but only after two

items (numbers 9 and 18) were omitted to improve the

internal consistency from the initial estimate of .48.

Alpha for the chance scale was adequate at .69, but the

alpha for the powerful others scale was so poor (alpha =

.21) that the scale was deemed unreliable on this sample and

omitted from further analyses.

Alzheimer's Disease Attribution Scale. A twelve-item

self-report scale (Appendix E) was designed for this study

which purported to assess caregivers' causal attributions

regarding specific behaviors of their relatives. The

behaviors chosen are representative of those often exhibited

by dementia patients. Answers were given in a six-choice

Likert-type format, which is the same format used in the

Levenson Scale. The items in this scale alternate between

positive and negative wording, in order to control for

subjects who may have a bias toward either positive or

negative answers.
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In the initial analysis, the negatively-worded items

were recoded in the opposite direction and an internal

consistency estimate was calculated for the entire twelve-

item scale. However, the alpha for this scale was quite

poor (.40). It was hypothesized that two distinct factors

may contribute to this scale: an "internal" factor,

measured by the odd-numbered items, which assesses the

tendency to hold the patient responsible for his or her

actions; and an "external" factor, measured by the even-

numbered items, which assesses the tendency to hold the

patient blameless. Thus, for the purposes of further

analyses the scale was split into two separate subscales,

which we shall call Alzheimer's Attribution-Internal and

Alzheimer's Attribution-External. Splitting the scale in

this way also serves to bring it into closer structural and

theoretical alignment with the format of the Levenson Scale.

Alpha internal consistency for the six-item Alzheimer's

Attribution-External scale was moderate at .78 for this

sample. Internal consistency remained poor for the

Alzheimer's Attribution-Internal scale; even after omitting

item numbers 5 and 9, alpha was low at .58. Statement

number 5 ("My relative can control his or her aggression")

seemed to be a bad item, perhaps because aggression is not

as univerally characteristic of Alzheimer's Disease patients

as are the behaviors listed in the other statements. Also,

both item numbers 5 and 9 are worded such that they measure
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positive self-control attributions of the caregivers toward

their relatives, while the other items in the Alzheimer's

Attribution-Internal scale are directed toward measurement

of negative self-control attributions toward the patient.

Burden Interview. The Burden Interview, which was

developed by Zarit, Reever, and Bach-Peterson (1980)

(Appendix F) was administered in self-report fashion to each

subject. This interview assesses feelings of burden

specifically related to the caregiving role. The original

interview, which was designed exclusively for caregiving

spouses, was adapted for use with all caregivers, regardless

of relationship. The internal consistency estimate for the

Burden Interview was moderate for this sample, with an alpha

of .83.

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

(Derogatis, 1983) is a self-report inventory which measures

nine primary symptom dimensions (somatization, obsessive-

compulsive, interpersonal sensitivity, depression, anxiety,

hostility, phobic anxiety, paranoid ideation, and

psychoticism). The SCL-90-R (Appendix G) has been normed

for use with both medical/psychiatric patients and non-

patient "normals." The criterion variables in this study

are the depression, anxiety, and hostility subscales of the

SCL-90-R, which were hypothesized to be positively

correlated with the above predictor variables (i.e.,

demographic variables, attributional style, burden, etc.).
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The depression scale is represented by a range of

symptoms related to clinical depression, including

withdrawal, lack of motivation, and feelings of helplessness

and worthlessness. The depression scale was found to have

an internal consistency of .90 in standardization samples,

and has been shown to correlate well with other depression

measures (Derogatis, 1983). The anxiety scale measures

symptoms of manifest anxiety such as nervousness,

fearfulness, and feelings of dread. This scale had an

internal consistency of .85 in standardization samples

(Derogatis, 1983). The hostility scale, which had an

internal consistency of .84 in standardization samples,

reflects feelings and thoughts related to aggression,

irritability, and anger (Derogatis, 1983).

The alpha internal consistency estimates were slightly

lower for this study, which is probably due to the small

sample size. For the depression scale, alpha was .79; for

the anxiety scale, alpha was .75; and for the hostility

scale, alpha was .80. Internal consistency was also

calculated for all 90 items of the SCL-90-R, which together

contribute to a more global indicator of psychological

distress which Derogatis (1983) termed the "global symptom

indicator" or GSI; the estimated alpha for all of these

items together was .94.



CHAPTER III

RESULTS

Each of the hypotheses in this study were stated in

terms of expected correlations. The first hypothesis

predicted that caregivers who tend to make internal

attributions about their own thoughts and behaviors would

make more internal attributions about certain specific

illness behaviors of their relative; the second hypothesis

stated that more internal attributions about Alzheimer's

behaviors would predict greater perceived burden in

caregivers; and the final hypothesis stated that those

caregivers experiencing greater burden would endorse more

symptoms of depression, anxiety, and hostility. The

original intent in conducting this study was to propose a

causal pathway. It was hypothesized that an internal

attributional style would be predictive of greater burden

and psychological symptomatology in the caregiver

population. However, the small sample size was prohibitive

of this type of analysis, and a number of multiple

regression equations were run instead.

To insure inclusion of all data for each subject, the

mean was substituted for any missing demographic data. Each

missing data point from the measurement instruments was

31



32

recorded to reflect the least significant or nonpathological

choice; for instance, missing items on the Burden Interview

were recoded to "0," which indicates never feeling burdened

by the behavior or circumstances of a particular item.

Because this conservative approach was taken to deal with

the problem of missing values, the significance of all

relationships analyzed in this correlational study may be

underestimates of the true relationships among variables.

The regression analysis was completed using the SPSS-PC

software program. Prior to the analysis of the regression

equations, frequency data were examined and a correlational

matrix of all variables was computed. The results of the

evaluation of assumptions of normality, homogeneity, and

linearity were satisfactory. The intercorrelations among

demographic variables were carefully examined, and variables

were chosen for inclusion as predictors in such a way as to

minimize multicollinearity effects. Demographic variables

of a continuous or interval nature were given preference for

inclusion, and categorical variables were included only if

they were limited to two categories. In this way the

necessity of creating dummy variables, which would further

decrease the already small degrees of freedom available for

each procedure, was negated.

Table 2 shows zero-order correlations among selected

demographic variables. The only statistically significant
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correlations were between education level and income (which

was expected), and a strong (p <.001) negative relationship

between caregiver age and the relationship of the

caregiverto the patient. The negative direction of this

correlation is due to the method of coding the familial

relationships on the demographic questionnaire (Appendix C);

spouses were coded lowest, followed by children and then

other, more distant, relatives. Therefore, the closer the

relationship between caregiver and patient, the older the

caregiver tended to be. To guard against multicollinearity

effects, the caregivers' level of education and relationship

to the patient were eliminated from further analyses.

Table 3 displays zero-order correlations among the

measurement instruments. The subscale and GSI scores of the

SCL-90-R were all highly correlated, with one exception:

symptoms of anxiety did not significantly correlate with

symptoms of hostility. The other statistically significant

correlations all involved the Alzheimer's External scale,

which was found to be related to the Alzheimer's Internal

scale, scores on the Burden Interview, and both the

Depression subscale and the GSI of the SCL-90-R. A

relationship had been hypothesized between the Levenson

subscales and the corresponding subscales of the Alzheimer's

Attribution Scale; however, these scales did not

intercorrelate.
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Table 4 displays zero-order correlations between

measurement instruments and demographic variables ultimately

chosen for inclusion as predictors in the regression

equations. The caregivers' level of household income was

found to correlate positively with the Levenson Internal

scale, and negatively with the Alzheimer's Internal scale

and the Burden Interview. The Alzheimer's Internal scale

was also negatively correlated with the health of the

caregiver (defined as the absence of a serious or chronic

illness). Healthier caregivers tended to score lower on the

Alzheimer's Internal scale.

Tables 5 through 11 display relevant information from

each multiple regression analysis. All hypothesized

predictor variables were first forced into the equation. A

stepwise procedure was then used to eliminate and/or

reintroduce predictors until the SPSS default levels of

inclusion/exclusion were attained (PIN = .05; POUT = .10).

The regression of the Alzheimer's Attribution-Internal

scale on demographic variables and the Levenson I-E

subscales is displayed in Table 5. Low household income was

the only significant predictor of caregivers' tendency to

perceive their relatives' disease-related behaviors as

purposeful, accounting for almost 30% of the variance.



Table 4

Correlations Amone Scales and DemoaraDhic Predictors

Household Hours/Day Caregiver
Age Income Caregiving Health

Levenson
Internal

Levenson
Chance

Alzheimer's
Internal

Alzheimer's
External

Burden

Depression

Anxiety

Hostility

SCL-90-R GSI

-. 15

.16

.11

.20

.06

-.23

-. 13

-. 24

-.24

.43*

-. 25

-. 40

-. 51*

-. 33

-. 34

-.23

-. 36

-. 20

.24

.04

.25

.13

.16

.28

.24

.14

.15

.23

-.43*

-.27

-. 09

-.13

.00

.22

-.12

Note: Tests

* <.O5

of significance

** p <.01

are two-tailed.

p <.001

37
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The reported presence of a serious or chronic illness by

caregivers was marginally predictive of the tendency to

attribute their relative's behavior as purposeful.

Table 6 displays the results of the regression of the

Alzheimer's Attribution-External scale on the demographic

variables and the Levenson scales. As in the previous

equation, the Levenson scales were not useful predictors.

Household income was also the only significant predictor of

the Alzheimer's External scale, and the direction of the

relationship was again negative. However, income accounted

for less than 12% of the variance.

Predictors of the Burden Interview are shown in Table

7. Low household income and the tendency to attribute

relatives' behaviors as being not purposeful were

significant predictors of subjective feelings of burden,

accounting for over one third of the variance. Low scores

on the Levenson Chance scale were marginally predictive of

burden.

Tables 8 through 11 present the regressions of

different psychological symptomatology on the demographic

variables, attribution scales, and subjective burden.

Significant predictors of the SCL-90-R Depression scale

(Table 8) were younger caregivers and attributing patient
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Table 5

Predictors of Alzheimer's Attribution-Internal Scale

Predictors B Beta T Sig. T

Forced Entry:

Age -.008 -.106 -.492 .630
Household Income -.369 -.516 -2.077 .055
Hours/Day Caregiving -. 027 -. 118 -. 561 .583
Caregiver Health -. 875 -. 335 -1.429 .173
Levenson Internal .097 .067 .308 .762
Levenson Chance .242 .163 .732 .475

R2 = .441
Adjusted R2 = .217

F(6,15) = 1.970
Sig. F = .134

Final Predictors After
Stepwise Procedure:

Household Income -. 412 -. 577 -3.156 .005

R2 = .332
Adjusted R2 = .299

F(1,20) = 9.962
Sig. F = .005

Marginally Related
Predictors:

Caregiver Health -1.417 .173

PIN = .05 POUT = .10



40

Table 6

Predictors of Alzheimer's Attribution-External Scale

Predictors B Beta T Sig. T

Forced Entry:

Age .008 .104 .416 .683
Household Income -.266 -.365 -1.261 .227
Hours/Day Caregiving .044 .189 .771 .453
Caregiver Health -.272 -.102 -.373 .715
Levenson Internal .126 .086 .336 .742
Levenson Chance -.273 -.180 -.693 .499

R2 = .238
Adjusted R2 = -.067

F(6,15) = .781
Sig. F = .598

Final Predictors After
Stepwise Procedure:

Household Income -. 290 -. 397 -1.937 .067

R2 = .158
Adjusted R2 - .116

F(1,20) = 3.751
Sig. F = .067

Marginally Related
Predictors:

None

POUT = .10PIN =_ .05
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Table 7

Predictors of Burden Interview

Predictors B Beta T Sig. T

Forced Entry:

Age .000 .013 .058 .955

household Income -. 145 -. 456 -1.608 .132

Hours/Day Caregiving -. 009 -. 089 -.403 .632

Caregiver Health .312 .269 1.074 .302575

Levenson Internal -.081 -.127 -.576 .249
Levenson Chance -.188 -.284 -1.207 .249
Alzheimer Internal .012 .027 .097 .92

Alzheimer External .180 .412 1.710 .111

R2= .515

Adjusted R2 = .216
F(8,13) = 1.723
Sig. F = .184

Final Predictors After
Stepwise Procedure:

Household Income -. 110 -. 346 -1.783 .091

Alzheimer External .178 .408 2.101 .049

R2 = .398

Adjusted R2 = .334
F(2,19) = 6.276
Sig. F = .008

Marginally Related
Predictors:

Levenson Chance -1.279 .217

PIN = .05 POUT = .10
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behavior as being not purposeful; together these 
accounted

for over 43% of the variance in the sample. Lower scores on

the Levenson Internal scale were marginally predictive 
of

depressive symptoms in this sample. The Alzheimer's

External scale (attributing patient behavior as being not

purposeful) was the only significant predictor of 
symptoms

of anxiety as measured by the SCL-90-R Anxiety 
scale (Table

9), and it accounted for only 11% of the variance. 
The age

of the caregiver was marginally predictive of anxiety, with

younger caregivers being more anxious. The regression of

the SCL-90-R Hostility scale (Table 10) yielded only burden

(as measured by the Burden Interview) as a significant

predictor of symptoms of hostility. 
Burden accounted for

approximately one sixth of the variance 
in this equation.

Younger caregivers, lack of caregiver illness, 
and low

scores on the Levenson Internal scale were all marginally

predictive of hostility.

Finally, Table 11 shows that younger caregivers and

higher scores on the Alzheimer's External 
scale were

significant predictors of global psychological

symptomatology, as measured by the SCL-90-R GSI. Together

these variables accounted for 23% of the variance in the

equation. The level of the caregivers' household income 
was

marginally related, with lower income predicting 
greater

symptomatology.



43

Table 8

Predictors of SCL-90-R Depression Scale

Predictors B Beta T Sig.- T

Forced Entry:

Age -.014 -.429 -2.059 .062

Household Income -.069 -.238 -.810 .434

Hours/Day Caregiving -.003 -.032 -.154 .880

Caregiver Health -. 080 -.075 -. 305 .766

Levenson Internal -.123 -.211 -. 997 .338

Levenson Chance -.036 -.060 -.254 .804

Alzheimer Internal -.109 -.268 -1.006 .334

Alzheimer External .287 .722 2.857 .014

Burden -.078 -.086 -.327 .749

R = .598

Adjusted R2 = .297
F(9,12) = 1.984
Sig. F = .134

Final Predictors After
Stepwise Procedure:

Age -. 012 -. 362 -2.160 .044

Alzheimer External .267 .672 4.005 .001

R' = .486
Adjusted R'2 = .432

F(2,19) = 8.993
Sig. F = .002

Marginally Related
Predictors:

Levenson Internal -1.570 .134

POUT = .10PIN = .05
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Table 9

Predictors of SCL-90-R Anxiety Scale

Predictors B Beta T Sig. T

Forced Entry:

Age -. 008 -. 301 -1.160 .269

Household Income -. 108 -.435 -1.189 .258

Hours/Day Caregiving .006 .070 .267 .794

Caregiver Health -.009 -.010 -.031 .976

Levenson Internal -.024 -.048 -.182 .859

Levenson Chance .026 .051 .174 .865

Alzheimer Internal -.142 -.408 -1.229 .243

Alzheimer External .176 .518 1.646 .126

Burden -. 093 -.119 -.365 .722

R2 = .376

Adjusted R2 = -.092
F(9,12) = .804
Sig. F = .622

Final Predictors After
Stepwise Procedure:

Alzheimer External .133 .393 1.911 -070

R.= .154
Adjusted R'' = .112

F(1,20) = 3.653
Sig. F = .070

Marginally Related
Predictors:

Age 
-1.044 .310

PIN = .05 POUT = .10
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Table 10

Predictors of SCL-90-R Hostility Scale

Predictors B Beta T Sig. T

Forced Entry:

Age -. 007 -.232 -. 948 .362

Household Income -.034 -.124 -.359 .726

Hours/Day Caregiving .015 .173 .698 .498

Caregiver Health .261 .258 .889 .392

Levenson Internal -.137 -.247 -.995 .339

Levenson Chance -.107 -.186 -.676 .512

Alzheimer Internal -. 029 -. 075 -. 240 .814

Alzheimer External .016 .042 .141 .891

Burden .261 .300 .974 .349

R2 = .446
Adjusted R2 = .030

F(9,12) = 1.072
Sig. F = .445

Final Predictors After
Stepwise Procedure:

Burden .396 .456 2.289 .033

R2 = .208
Adjusted R2 = .168

F(1,20) = 5.241
Sig. F = .033

Marginally Related
predictors:

-1.378 .184

Caregiver Health 1.338 .197

Levenson Internal -1.114 .279

POUT = .10PIN =.05
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Table 11

Predictors of SCL-90-R Global Symptom Index .GSI)

Predictors B Beta T Sig. T

Forced Entry:

Age -.010 -.456 -1.897 .082

Household Income -.087 -.449 -1.323 .211

Hours/Day Caregiving -.005 -.074 -.306 .765

Caregiver Health -.090 -.127 -.446 .664

Levenson Internal -.042 -.109 -.449 .662

Levenson Chance .018 .044 .163 .873

Alzheimer Internal -. 104 -. 385 -1.252 .234

Alzheimer External .161 .609 2.089 .059

Burden -.114 -.188 -.621 .546

R2 - .465
Adjusted R2 = .063

F(9,12) = 1.158
Sig. F = .398

Final Predictors After
Stepwise Procedure:

Age -. 007 -. 342 -1.753 .096

Alzheimer External .134 .505 2.584 .018

R2 = .304
Adjusted R2 = .230

F(2,19) = 4.142
Sig. F = .032

Marginally Related
Predictors:

Household Income -1.321 .20 3

POUT = .10PIN = . 05



CHAPTER IV

DISCUSSION

This study examined the relationship between

attributions and psychological distress in a sample of

family members caring for senile dementia patients. It was

hypothesized that caregivers' attributional style would

predict their tendency toward specific causal 
attributions

regarding their relatives' strange behaviors. 
Caregivers

who tend to attribute events as being largely under their

own control ("internal" attributions) were hypothesized 
to

hold their relatives personally responsible for their

illness behaviors. Likewise, the tendency to attribute

events as being due to chance ("external" attributions) was

hypothesized to translate into non-blaming attributions

toward ill family members. Caregivers who had an internal

attributional style and who tended to make specific internal

causal attributions about their family members were then

hypothesized to experience greater subjective burden 
and

psychological symptomatology.

The results of this study suggest that an "internal"

attributional style does not help predict whether caregivers

will hold their relative responsible for their illness-

related behaviors. The Levenson scales were not predictive
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of scores on the Alzheimer's Attribution scales. Thus, for

this study and these measurement instruments, no significant

relationship was found between the tendency to make 
internal

or external attributions about oneself and the tendency to

make the same style of attributions about others,

contradicting the findings of Anderson (1985).

Certainly the small sample size of this study 
limits

the conclusions one might draw from the results, and the

veracity of any findings should be viewed with caution.

Statistical difficulties stemming from the small sample 
size

notwithstanding, there are several possible reasons why

these results were nonsignificant. From a theoretical

perspective, the connection between attributions of 
self and

others may not apply in a model such as this, where 
a well-

recognized illness is presumed to be the cause 
of patients'

maladaptive behaviors. Likewise, the fundamental

attribution bias (Ross, 1977) toward making internal,

dispositional attributions about others may be overcome 
by

the caregivers' cognitive recognition that Alzheimer's

Disease is a common illness of the aged.

Certain facets of the sample population may have

contributed to these findings. Although the caregivers

interviewed for this study were receiving initial services

from the GAP Program, there were no controls over past

medical and social services they had accessed. The GAP

Program received most patient referrals from 
local
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physicians, thus it is fair to assume that many 
of the

caregivers may have been aware of (or at least suspected)

their relative's Alzheimer's Disease diagnosis 
prior to

being interviewed. While the insidious nature of the onset

of dementia often leads to causal misattributions in family

members (Morris et al., 1988; Pollitt et al., 1989), the

identification of the disease may effectively 
block internal

causal attributions. Research has shown that caregivers are

likely to hold patients responsible for their actions prior

to diagnosis (Deimling & Bass, 1986), but there is no

research to support post-diagnosis attributions of

responsibility.

Finally, problems with the measurement instruments 
used

should be addressed. The Levenson scales achieved fairly

low levels of alpha internal consistency in this study, a

finding which is consistent with past research (Levenson,

1973). This suggests that the constructs measured by the

subscales are not well-defined. The Alzheimer's Attribution

scales constructed for this study also had poor internal

consistency, perhaps due in part to variations in 
the

symptoms manifested by the afflicted relatives 
of the

caregivers sampled. Some questions on the scale may have

been too specific regarding Alzheimer's behaviors.

Another problem with the relationship between the

Levenson scales and the Alzheimer's scales may have been

that the Alzheimer's External scale did not measure
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externality with as much specificity as did the 
Levenson

Chance scale. The Chance scale consisted of questions which

specifically attributed events to chance 
occurrences; the

External scale consisted of questions which denied 
an

internal attribution of a given behavior, without

specifically attributing them to an 
external chance event.

The fact that the two Alzheimer's subscales (Internal

and External) were positively correlated with 
each other is

an interesting finding. These scales were designed to

measure opposite kinds of attributions regarding patient

behavior, one holding the patient responsible and the other

not. It appears that these kinds of attributions are 
not

mutually exclusive; caregivers do not just blame 
their

relative (internal attribution), nor do they just 
not blame

them (external, illness attribution). They seem to do both.

This may speak to the subjective and complex nature of

caregiver perceptions (Ory et al., 1985). It may also

indicate some confusion on the part of the caregivers.

Symptom manifestation by Alzheimer's patients 
tends to

fluctuate, which makes assignation of responsibility a

difficult task.

The only significant predictor of both the Alzheimer's

Internal and the Alzheimer's External scales was the 
level

of household income of the caregiver. In general, the more

affluent the caregiver, the less extreme were their 
internal

and external attributions regarding patient behaviors. 
The
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significance of income as a predictor of internal

attributions was particularly strong. Since income

correlated highly with education, it is possible that lower

income caregivers may have had less knowledge of the

Alzheimer's disease process and were therefore more likely

to hold their relative responsible.

The second hypothesis which this study sought 
to test

concerned the relationship between internal attributions

about the patients' behaviors and degree of perceived

caregiver burden. High scores on the Alzheimer's Internal

scale was hypothesized to predict caregiver burden, as

measured by the Burden Interview. Contrary to this

hypothesis, results of the third regression 
equation

indicate that caregivers who tend to make external

attributions about their relatives' behaviors were more

burdened. The Alzheimer's Internal scale was not predictive

of burden, perhaps due to the low internal consistency of

this scale. The only other significant predictor of burden

was caregiver income level; caregivers at higher income

levels tended to experience less burden. This finding may

be due in part to the ability of wealthier caregivers 
to

afford more instrumental means of support, which has 
been

related to lessened burden (Miller et al., 1988).

Consistent with past research, variables such as age (Pratt

et al., 1985) and the number of hours spent caring for the
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patient (Zarit et al., 1980) were not significant predictors

of perceived burden.

One might speculate that subjects who made more

external attributions did so because they cared for

relatives who had progressed further in their illness. 
This

would seemingly account for an increase in perceived burden,

while still not blaming the patient for his or her illness-

related actions. However, most past research has indicated

that the level of impairment of Alzheimer's patients 
is not

predictive of caregiver burden (Fitting et al., 1986;

Jenkins et al., 1985; Winogrond et al., 1987; Zarit et al.,

1980).

The Alzheimer's External scale was also found to be a

significant predictor of the overall psychological

symptomatology endorsed by caregivers, as well as being

predictive of their endorsement of specific symptoms 
of

depression and anxiety. As with the prediction of burden,

these findings are unexpected and further research is

necessary to explore the dynamics of this situation. It is

possible that caregivers who do not regard their 
relatives'

illness-related behaviors as purposeful may feel "trapped"

by their duties, and perhaps feel helpless to change 
their

situation. Such feelings of helplessness in caregivers have

been described in several past studies (e.g., Haley, Levine,

Brown, Berry, & Hughes, 1987; Rabins et al., 1982). If the

caregiver holds the belief that their relative is
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responsible for their behavior, then there is 
always a

possibility that their behavior will change 
for the better.

On the other hand, if the caregiver believes their relative

is not responsible, then there is little or no hope 
for

positive change. Another likely explanation for these

findings is the sense of grief and loss which 
would

accompany caregivers' acceptance of their relatives'

behaviors as not purposeful and disease-related 
(Coppel et

al.,, 1985).

Contrary to the third hypothesis of this study,

perceived burden was not predictive of symptoms 
of

depression or anxiety. This finding seemingly contradicts

the data from prior research, which had indicated a strong

relationship between burden and depression (Cohen &

Eisdorfer, 1988; Coppel et al., 1985; Rabins et al., 1982).

However, the Alzheimer's External scale and the Burden

Interview were significantly correlated (Table 3); it is

possible that a multicollinearity interaction 
between these

two scales led to the exclusion of the Burden Interview 
as a

significant predictor.

Burden was found to be a significant predictor of

symptoms of hostility in caregivers. The greater the

subjective burden experienced by the caregiver, 
the greater

their general level of hostility. Of course, the

correlational methods of analysis used in this study 
do not

prove causality; it could be that hostile people 
tend to



54

feel burdened, or that some other psychological attribute

contributes to both feelings of burden and hostility.

However, it seems likely that the significant demands 
of the

caregiving situation might induce hostile feelings.

The age of the caregiver was found to be 
a significant

or marginally related predictor of all psychological

symptomatology measures: depression, anxiety, hostility, and

the GSI of the SCL-90-R. The younger the caregiver, the

more psychological symptoms they endorsed. This finding

supports the premise of Pearlin, Mullan, 
Semple, & Skaff

(1990), who noted that younger caregivers 
are more likely to

have multiple sources of distress including caring 
for their

own children and holding a job. Although information

regarding caregivers' children and employment status was

collected in the course of the programmatic research

conducted at the GAP clinic, the small sample size

prohibited inclusion of most of the demographic 
information

in the analyses for this study. Another possible reason for

caregiver age being such a powerful predictor 
of distress

may be that the age of the caregivers was significantly

correlated with their relationship to the patient. Younger

caregivers were more likely to be children, children-in-law,

or grandchildren of the Alzheimer's patients 
they cared for.

However, past studies have detected no significant

difference in burden between spouses, adult children, and
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other relatives (Williamson & Schulz, 1990; Zarit et al.,

1980).

It has already been discussed how the small sample size

limited the number of predictor variables available for use,

and limits the conclusions which can be drawn from 
this

study. Other limitations were inherent in the sample. 
The

effects of such demographic variables as race and gender

could not be evaluated due to imbalance in the sample.

Another possibly important aspect of the sample is that they

may not accurately represent a normal group of 
caregivers;

these caregivers were sufficiently distressed that they

chose to bring their relative to the GAP Program for

assessment. Such a self-selected sample may be somewhat

more informed and may be better help seekers.

The results of this study do not support the contention

that attributional style is predictive of specific

attributions regarding Alzheimer's Disease-related

behaviors. The results also fail to support the hypothesis

that caregivers who make more internal causal attributions

about their relatives tend to experience more burden and,

consequently, greater psychological distress. Burden was

found to be a significant predictor of caregiver hostility,

which was one of the initial hypotheses of this research.

However, the results did not support the other hypotheses.

Contrary to expectations, the results of this study suggest

that caregivers who tend to make external, non-blaming
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attributions about their relatives' illness-related

behaviors experience more burden and symptoms 
of distress.

More research is needed in this area, but it 
is possible

that the relationship between external attributions 
and

distress may be due to feelings of hopelessness 
and loss on

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

,Iagree to

participate in a Study of Family Caregivers of older adults who are

seen at the Gerontology Assessment and Planning [GAP) Program. The

purpose of this study is to evaluate the effects of the GAP Program on
family caregivers. The information from this study will be used to
evaluate and improve the services provided by the GAP Program and to

further the understanding of how caregivers cope with life stress.

I understand I will be interviewed and asked to fill out questionnaires

on three occasions. The questions will concern: recent events I

experienced and how I coped with them, my experiences as a caregiver,

symptoms I experience, and my evaluation of the services provided by

the GAP Program. The first two interviews will take place at the time

of my first visit to the GAP Program and at the time of the GAP Program
Family Conference. The third interview will be a follow-up interview
and will take place 3 months after the Family Conference. This follow-

up interview may be conducted in my home or over the telephone. These

interviews may last up to one hour each.

I understand that in addition to the information gathered during the

three interviews, records concerning my family member who is the GAP
Program client will also be used in this research.

I understand that there is no expected risk or discomfort involved with

this research and that I am free to withdraw my consent and discontinue

participation in this study at any time. A decision to withdraw from
the Study of Family Caregivers will not in any way affect the services
I or my family member receive from the GAP Program.

I understand that at the time of the final interview I will be asked to

complete a form so that I can receive $25 to compensate me for my time

and effort during these three interviews.

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

participation in this study, I should contact the GAP Program directly
or Dr. Charles Guarnaccia, the project director, in the Department of

Psychology of the University of North Texas, at 817-565-2671.

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

(Signature of family caregiver) (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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informed Consent for Study of Family Caregivers - GAP Client

it , 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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Dmgrapbic Questionnaire (Pre)

Col.
(1-7) HSRDP No.
(8) 1 Time (1=pre, 4=post, 5=follow-up)

(9-10) Qj Instrument-card

(11) __ Place (1=TCON, 2=UNT, 3=Phone, 4=Home)

(12-17) _/..../.. Today's date

(18-23) ,.//.._/_._ Date of GAP intake assessment

(24) Interviewer #

(25-28) _ 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 = Child
3 = Child-in-Law
4 = Grandchild
5 = Other relative (please fill.
8 = Friend, neighbor, church members, etc.
7 = Paid caregiver

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)

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

If no, who else?

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

Employment
(44) Are you employed? 1 = Yes 2 = No

If Yes:
a. Please describe your job responsibilities:

(45-46) _

(47) -__

b. How many hours per week do you work?

c. How stressful is this work for you?

0 1 2 3
not at all
stressful

moderately
stressful

4
extremely
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 your

home? (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.

I
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(57) .Are you a full-time or part-time student?
1-= 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 school and related activities for you?

0 1 2 3 4

not at all moderately extremely
stressful stressful stressful

Volunteering
(61)L 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 1 2 3 4
not at all moderately extremely

stressful stressful 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? (1=Yes, 2=No)

If yes, what medication(s) and for what disorder?

(70) Level of education category.

__)Caregiver's household income category.( 71)
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Caregiver's Education

1 = 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

1 = 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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C21.

(1-8) MSRDP No.

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

(10) _ (Instrument-card)

How I Feel Scale 2

For the following statements, circle the number which you feel applies best to

you.

1. Whether or not I get to be a leader
depends mostly on my ability.

2. To a great extent my life
is controlled by accidental
happenings.

3. I feel like what happens in
my life is mostly determined
by powerful people.

4. Whether or not I get into a
car accident depends mostly
on how good a driver I am.

5. When I make plans I am almost
certain to make them work.

6. Often there is no chance
of protecting my personal
interest from bad luck
happening.

7. When I get what I want, it's
usually because I'm lucky.

8. Although I might have good ability,
I will not be given leadership
responsibility without appealing
to those in positions of power.

9. How many friends I have
depends on how nice a
person I am.

10. I have often found that
what is going to happen
will happen.

r-i 0 00Idr10 r4 0to '-4

a' t 39 CT.0 0 0 31r0

00 0 eo 00 00o * 0 0

1 2 3 4 5 6 (11)

1 2 3 4 5 6 (12)

1 2 3 4 5 6 (13)

1 2 3 4 5 6 (14)

1 2 3 4 5 6 (15)

1 2 3 4 5 6 (16)

1 2 3 4 5 6 (17)

1 2 3 4 5 6 (18)

1 2 3 4 5 6 (19)

1 2 3 4 5 6 (20)
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11. My life is chiefly controlled
by powerful others.

12. Whether or not I get into
a car accident is mostly a
matter of luck.

13. People like myself have very little
chance of protecting our personal
interests when they conflict with
those of strong pressure groups.

14. It's not always wise for me to
plan too far ahead because many
things turn out to be a matter
of good or bad fortune.

15. Getting what I want requires
pleasing those people above me.

16. Whether or not I get to be a leader
depends on whether I'm lucky enough
to be in the right place at the
right time.

17. If important people were to
decide they didn't like me,
I probably wouldn't make
many friends.

18. I can pretty much determine
what will happen in my life.

19. I am usually able to protect
my personal interests.

20. Whether or not I get into a
car accident depends mostly
on the other driver.

21. When I get what I want, it's
usually because I worked
hard for it.

22. In order to have my plans
work, I make sure that they
fit in with the desires of
people who have power over me.

23. My life is determined by
my own actions.

24. It's chiefly a matter of fate
whether or not I have a few
friends or many friends.

>1 04 > 40 > >2
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1 2 3 4 5 6 (21)

1 2 3 4 5 6 (22)

1 2 3 4 5 6 (23)

1 2 3 4 5 6 (24)

1 2 3 4 5 6 (25)

1 2 3 4 5 6 (26)

1 2 3 4 5 6 (27)

1 2 3 4 5 6 (28)

1 2 3 4 5 6 (29)

1 2 3 4 5 6 (30)

1 2 3 4 5 6 (31)

1 2 3 4 5 6 (32)

1 2 3 4 5 6 (33)

1 2 3 4 5 6 (34)
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Col.

(1-8) MSRDP No.

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

(10) - (Instrument-card)

Now I Feel Scale I

For the following statements, circle the number which best describes your

feelings about your relative. Give your honest feelings and opinions. Please

answer all of the questions, even if they do not seem to apply.

1. My relative purposefully misplaces
things.

2. My relative cannot help being
disruptive.

3. My relative intentionally
ignores what others say.

4. My relative cannot help
behaving inappropriately.

5. My relative can control his
or her aggression.

6. My relative cannot help
forgetting where he or she
puts things.

7. My relative says or does
things to annoy others.

8. My relative cannot help
being confused.

9. My relative can pay attention
to important details if he
or she wants to.

10. My relative cannot help
wandering off.

11. My relative has intentionally
been acting strange.

12. My relative cannot help
being forgetful.

4 4 1W414
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1 2 3 4 5 6 (11)

1 2 3 4 5 6 (12)

1 2 3 4 5 6 (13)

1 2 3 4 5 6 (14)

1 2 3 4 5 6 (15)

1 2 3 4 5 6 (16)

1 2 3 4 5 6 (17)

1 2 3 4 5 6 (18)

1 2 3 4 5 6 (19)

1 2 3 4 5 6 (20)

1 2 3 4 5 6 (21)

1 2 3 4 5 6 (22)
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(1

( 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.

F 9

w 4w4JUM 4

> a -9 0 >931
0 R0 0 4  w r-44
z 0 P Z UC

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?

Co.

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)

0 1 2 3 4 (16)

0 1 2 3 4 (17)

0 1 2 3 4 (18)

0 1 2 3 4 (19)

0 1 2 3 4 (20)

0 1 2 3 4 (21)
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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?

Col.

0 1 2 3 4 (22)

0 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)

r-4
'-4

0
43

22. Overall, how burdened do you feel in

caring for your relative?

r-4
4J
43

r-4
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0 1 2 3 4 (32)
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Co.
(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 read
each one carefully, and circle the number to the right that best describes HOW
MUCH THAT PROBLEM HAS DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS INCLUDING
TODAY. Circle only one number for each problem and do not skip any items. If you
change 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.

'-I

4)
4)
0
z)

0

0

0

0
0

0

4
9.4

1

1

1

1

1

1

4.'

>4 -r 0
0r-4 ~ .

e a)44.

2

2

2

2

2

2

3

3

3

3

3

3

4

4

4

4

4

4

(11)

(12)

(13)

(14)

(15)

(16)

7. 0 1 2 3 4 (17)
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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. Warring 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
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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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(1-8) MSRDP No.

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

(10)-

71. Feeling everything is an effort

72. Spells of terror or panic

73. Feeling uncomfortable about eating
or drinking in public

74. Getting into frequent arguments

75. Feeling nervous when you are left alone

76. Others not giving you proper credit for
your achievements

77. Feeling lonely even when you are with

people
78. Feeling so restless that you couldn't

sit still

79. Feelings of worthlessness

80. The feeling that something bad is
going to happen to you

81. Shouting or throwing things

82. Feeling afraid you will faint
in public

83. Feeling that people will take
advantage of you if you let them

84. Having thoughts about sex that bother
you a lot

85. The idea that you should be punished

for your sins

86. Thoughts and images of a frightening
nature

87. The idea that something serious is
wrong with your body

88. Never feeling close to another person

89. Feelings of guilt

90. The idea that something is wrong with
your mind
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