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With three homogenous caregiver groups (i.e., Alzheimer’s caregivers, grandparents 

raising grandchildren, parents), caregiving styles were explored to determine their reliability and 

validity, their unique role in predicting caregiver outcomes, and their differences between groups 

of caregivers. A conceptual framework was adapted to determine the impact of contextual 

variables, caregiving styles, caregiver appraisal, and mediating variables on caregiving 

outcomes. A more concise version of the Caregiving Style Scale (CSS) was developed with 49 

items yielding an internal consistency coefficient of .74. As expected, three caregiving styles 

emerged and were positively related to the parallel parenting styles. Across the caregiver 

samples, there were positive relationships among caregiving style dimensions within the same 

caregiving style, while those from opposing caregiving styles tended to have negative 

relationships indicating good convergent and discriminant validity. Authoritative caregiving style 

dimensions were generally associated with healthier functioning, while authoritarian and 

permissive caregiving style dimensions were correlated with less healthy functioning. Caregiving 

style dimensions were among the predictors of several outcome measures, highlighting the 

importance of their placement in the conceptual framework for caregiver stress and coping. 

Generally, an unexpected finding was that authoritative caregiving style dimensions tended to 

predict less adaptive caregiving outcomes, particularly for parents and grandparents, while the 

impact upon caregiver well-being by authoritarian caregiving style dimensions varied throughout 

the caregiver groups. Results further indicated that different groups of caregivers tend to take on 

different caregiving styles, with grandparents and parents tending to differ significantly from 

Alzheimer’s caregivers in their approaches to caregiving.  
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CHAPTER 1 
 
 

INTRODUCTION 

 Caregiving is a broad term encompassing a variety of situations and circumstances from 

caring for a person with Alzheimer’s disease to caring for a grandchild. A search of the literature 

readily illustrates the immense amount of work researchers have done to better understand these 

relationships. However, given the complexity of caregiving relationships, research often results 

in mixed findings and more questions to be explored. The caregiving literature has explored the 

positive and negative results of caring for others, attempting to provide a logical rationale for the 

range of consequences (Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995; Cicirelli, 1993; 

Rozario, Morrrow-Howell, & Hinterlong, 2004; Sheehan & Nuttall, 1988; Tarlow et al., 2004; 

Townsend & Franks, 1995; Vitaliano, Zhang, & Scanlan, 2003; Yates, Tennstedt, & Chang, 

1999). What has remained unclear is why some persons manage these responsibilities with little 

noticeable struggle, while others under similar circumstances find the demands unmanageable 

(Aneshensel et al.; Montgomery & Williams, 2001). To better understand the unique 

combination of variables that appear to create distinctive patterns of behaviors and feelings for 

each individual caregiver, King and Hayslip (2005) suggested parenting styles may influence 

later approaches to caregiving, developing the Caregiving Style Scale (CSS) to investigate the 

relationship between parenting styles and approaches to caregiving or caregiving styles. King 

and Hayslip’s (2005) study illustrated a parallel relationship between parenting and caregiving 

styles exists and some caregiving styles are more adaptive than others.  

Purpose of the Present Study 

The purpose of this study is to further explore the construct of caregiving style by 

examining the caregiving styles (i.e., authoritative, authoritarian, permissive, obligation) 
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identified by King and Hayslip (2005) in three different groups of caregivers. While particular 

caregiving styles have been associated with more adaptive outcomes than others (King & 

Hayslip, 2005) within a heterogeneous group of caregivers, this study utilized different 

homogenous groups of caregivers (i.e., grandparents raising grandchildren, Alzheimer’s disease 

family caregivers, parental controls) to explore: (1) reliability of the Caregiving Style Scale 

(CSS), (2) the relationships within and between the caregiving style dimensions, (3) the 

relationships between caregiving styles, (4) the unique role of caregiving styles in predicting 

caregiver outcomes in concert with other mediating variables demonstrated to be relevant to 

caregiver outcomes in the literature, and (5) the differences in the caregiving styles by caregiver 

group. 

Caregiving Style 

 As suggested by social cognitive (Bandura, 1986, 1999, 2001), role (Burnette, 1999; 

Heiss, 1981), and attachment theories (Ainsworth, 1968; Bowlby, 1966; Thompson, 1999), prior 

experiences in relationships influence how people respond to later situations, and caregiving 

relationships are no exception. Based on these theoretical underpinnings, the parallel relationship 

between approaches to parenting or parenting styles and approaches to caregiving or caregiving 

styles was explored by King and Hayslip (2005). According to Balter (2000), parenting style 

refers to a combination of parental attitudes and practices, which generally produce identifiable 

patterns of adjustment in young children and adolescents.  

 Parenting is bidirectional, meaning that not only is the parent an active participant in the 

relationship, but the child also influences the behavior of the parents (Bigner, 2002). This 

bidirectional relationship has also been seen within caregiving research (Aneshensel et al., 1995; 

Ikkink, Tilburg, & Knipscheer, 1999; Mui, 1995; Pearlin, Mullan, Semple, & Skaff, 1990; Quinn 
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& Tomita, 1997; Schiamberg & Gans, 2000; Suitor, Pillemer, Keeton, & Robison, 1995; 

Talkington-Boyer & Snyder, 1994), wherein the person being cared for influences the caregiver, 

and at the same time, the caregiver influences the care recipient. Awareness of these parallels 

provides a rational for how parenting style influences the style with which caregivers approach 

caring for their relatives, as experiences in one caregiving situation likely mold future caregiving 

behaviors and expectations. Therefore, the parenting style with which one is raised and the style 

one adopts when raising one’s own children may be important influences upon the attitudes 

taken later in assisting relatives. As was hypothesized in earlier work, the proposed caregiving 

styles were positively related to the parallel parenting styles (King & Hayslip, 2005).  

Three caregiving styles were identified by King and Hayslip (2005) that were broken 

down into 10 dimensions: (a) authoritative caregiving style (e.g., CG (caregiving) warmth and 

involvement, CG reasoning/induction, CG democratic participation, CG good natured/easy 

going), (b) authoritarian caregiving style (e.g., CG verbal hostility, CG corporal punishment, CG 

nonreasoning/punitive strategies, CG directiveness), and (c) permissive caregiving style (e.g., 

CG lack of follow through). The tenth dimension was called CG obligation but was not 

originally paired with a particular caregiving style. In determining its relationship to the 

proposed caregiving styles, it appeared that it best fit with the authoritative caregiving style in 

that it had positive associations with the dimensions of that style and negative or no relationships 

with the dimensions of the other styles, indicating good convergent and discriminant validity 

(King & Hayslip, 2005).  

Further support for CG obligation’s relationship to an authoritative caregiving style is 

demonstrated by Williamson, Shaffer, and Schulz (1998). Their study found relationships 

between the caregiver and the care recipient that were communal, or involved mutual concern for 
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and responsiveness to each other’s needs, in the past were characterized by the caregiver’s 

depressed affect but not resentment when their activities were restricted. CG obligation’s 

emphasis on a perceived duty by the caregiver appears related to the caregiver’s desire to be 

involved in a warm and democratic relationship with the care recipient as characterized by an 

authoritative caregiving style. 

Relationships between Caregiver Styles and Other Aspects of Caregiving 

Authoritative caregiving style. The expectation that the authoritative caregiving style was 

positively related to caregiver mastery and negatively to life disruptions, caregiver burden, and 

caregiver grief was ascertained. Lower caregiver perceptions of the extent to which taking on 

caregiving responsibilities has disrupted other aspects of life, lower caregiver burden, and lower 

caregiver grief were all related to the higher levels of warmth, reasoning, encouragement of 

democratic participation by the relative, and easy going nature, all dimensions of an authoritative 

caregiving style. Similarly, it appeared that the less likely a caregiver appraised the extent to 

which caregiving responsibilities were a burden (e.g., hard to plan, health affected) and were 

negatively impacting one’s life (e.g., relative negatively effects family, relative interferes with 

space), the more likely one adopted an authoritative caregiving style. Authoritative caregivers 

appeared to perceive their lives as less disrupted, feel less burden, experience less grief, appraise 

the caregiving situation in generally more positive terms, indicating that caregivers with this 

style adjusted more adaptively to caregiving responsibilities (King & Hayslip, 2005). 

Authoritarian and permissive caregiving styles. As expected, authoritarian and 

permissive caregiving styles were positively associated with life disruptions, caregiver burden, 

and caregiver grief and negatively associated with caregiver mastery. Higher caregiver 

perceptions of the extent to which taking on caregiving responsibilities has disrupted other 
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aspects of life, higher caregiver burden, higher caregiver grief, and higher anxiety concerning 

abandonment in relationships were all related to an authoritarian caregiving style, which includes 

higher levels of verbal hostility, corporal punishment, nonreasoning strategies, and directiveness; 

and to a permissive caregiving style, which includes higher levels of failing to follow through 

and ignoring misbehavior. Similarly, when a caregiver appraised the extent to which caregiving 

responsibilities were a burden (e.g., hard to plan, health affected) and were negatively impacting 

one’s life (e.g., relative negatively effects family, relative interferes with space), relationships to 

dimensions of authoritarian and permissive caregiving styles were strong. High degrees of 

caregiver strain were positively associated with the verbal hostility and directiveness dimensions, 

which are both authoritarian dimensions (King & Hayslip, 2005).  

Authoritarian and permissive caregivers appeared to perceive their lives as disrupted, feel 

more burden, experience more grief, feel more anxiety in relationships, and appraise the 

caregiving situation in generally negative terms, indicating that caregivers with this style had not 

adjusted well to caregiving responsibilities. Additionally, the disadvantages of the authoritarian 

and permissive caregiving styles were evident in the negative relationships to caregiver mastery 

and caregiver appraisal (caregiver satisfaction). Caregivers who indicated low caregiver mastery, 

low personal satisfaction in caregiving, discomfort in being close to others, and difficulty 

depending on others were more likely to adopt authoritarian and permissive caregiving styles 

(King & Hayslip, 2005). 

Relationships to Situational Factors 

Only the CG obligation dimension of the CSS was related to the functioning of the 

person being cared for, suggesting that overall the degree of impairment of the person being 

cared for had little impact on the caregiver’s approach to caregiving responsibilities. Also, age 
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and education level of the caregiver were of little influence on the caregiving styles (King & 

Hayslip, 2005).  

These findings suggested that rather than being situationally determined, caregiving style 

might be a long-standing mindset that develops through early experiences, and as a result, age, 

education, and the degree of caregiving responsibilities (e.g., extent to which relative can care for 

self) might have insignificant impacts on caregiving style (King & Hayslip, 2005). Social 

learning, role, and attachment theories are congruent with this view of caregiving in that persons 

tend to utilize early experiences with others in developing the individualized ways in which they 

interact with others (e.g., Bandura, 1986, 1997, 1999, 2001; Heiss, 1981; Thompson, 1999). 

The findings suggested that situational or concurrent factors were largely independent of 

caregiving style, as were relationships with marital status, religion, employment status of the 

caregiver, the person being cared for, amount of responsibility taken by the caregiver, the quality 

of the relationship prior to assuming care, and quality of the relationship currently. Due to the 

lack of effect of these situational factors, caregiving style might better be explained by early 

experiences. While causality cannot be determined, it highlighted the apparent developmental 

nature of caregiving style despite the influence of concurrent but transitory factors (King & 

Hayslip, 2005). 

Importance of Early Experience 

This developing perspective provides a helpful framework for understanding why some 

caregivers adjust well to caregiving, while others under similar circumstances do not 

(Aneshensel et al., 1995). Researchers have often looked to demographic or situational factors to 

explain such differences (e.g., Chappall & Reid, 2002; Hoyert & Seltzer, 1992; Mui, 1995; 
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Stephens & Townsend, 1997). While such factors might produce some predictable patterns, they 

seemed largely irrelevant to caregiving style.  

Instead, evidence suggested that what was important were early experiences around 

caregiving as shown through associations with attachment and parenting style factors. As 

suggested by social cognitive theory (Bandura, 1986, 1997, 1999, 2001), individuals learn 

vicariously through observation of persons they are exposed to regularly, including parents, 

peers, and mass media (e.g., television, movies, newspapers). Evidence for the intergenerational 

transmission of parenting style factors, such as attitudes, beliefs, and practices, have been well-

documented (Belsky, 1984; Chen & Kaplan, 2001; Conger, Neppl, Kim, & Scaramella, 2003; 

Hops, Davis, Leve, & Sheeber, 2003; Lundberg, Perris, Schlette, & Adolfsson, 2000; Simons, 

Beaman, Conger, & Chao, 1992). Since children appear to learn through modeling various 

parenting attitudes and behaviors applying these later to the care of their own children, the 

approach taken by caregiver’s assuming responsibilities for a relative may also be influenced by 

the previous caregiving roles they observed and occupied as children and parents.  

These findings also suggested that a stress and coping process (Pearlin et al., 1990) 

toward understanding caregiving may benefit from including such past experiences in receiving 

care (e.g., as a child), as well as in providing care (e.g., as a parent). Through modeling and 

socialization into various roles, caregivers appear to gain experience both directly and indirectly 

that may help or hinder their later ability to fulfill the caregiving role. 

Theoretical Underpinning: The Stress Process 

 The stress process framework is a frequently used method for conceptualizing the 

caregiving process (Aneshensel et al., 1995; Gatz, Bengtson, & Blum, 1990; Gaugler, Kane, & 

Langlois, 2000; Pearlin, Aneshensel, Mullan, & Whitlatch, 1996; Pearlin et al., 1990). The 
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framework utilizes the concept of primary appraisal as proposed by Lawton, Kleban, Moss, 

Rovine, and Glicksman (1989). Primary appraisal involves the appraisal of whether a potentially 

harmful environmental demand (i.e., stressor) is threatening or not. Poor adaptation (e.g., 

negative psychological or physical health) occurs when the demand is perceived as threatening 

and a lack of available resources exists to meet the demand (Gaugler et al., 2000; Lawton et al., 

1989). The influence of appraisal can be seen in Pearlin et al.’s (1990) presentation of the stress 

process framework. Pearlin et al. developed the framework to illustrate how background and 

contextual factors influence caregivers. Stressors refer to caregiver’s experience of problematic 

concerns and difficult circumstances, while outcomes are the consequences of stressors.  

However, these two components are not linearly related, which can help explain the 

spectrum of reactions to caregiving experienced by persons providing care. Mediated by other 

constructs, the relationship between stressors and outcomes are regulated by social, personal, and 

material resources called moderators. When moderators or resources are high, the impact of 

stress is diminished, but when resources are low, stress reactions are intensified. There is no 

preexisting guide for how caregivers should approach and carry out these responsibilities 

(Aneshensel et al., 1995), making the stress process framework an excellent framework for 

capturing the context that characterizes individual caregivers.  

Primary and Secondary Stressors 

 Pearlin et al. (1990) conceptualized stressors as falling into two categories: primary and 

secondary. Primary stressors are directly related to the needs of the patient, including the nature 

and magnitude of the care demands. More specifically, primary stressors can be objective or 

subjective. Primary objective stressors refer to the cognitive status, problematic behaviors, and 

dependencies (e.g., activities of daily living), as they are based on the impaired person’s health, 
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behavior, and functional abilities. Primary subjective stressors, on the other hand, refer to the 

subjective experience of the caregiver, such as overload and relational deprivation. Pearlin et al. 

described how these primary stressors were usually durable and tend to intensify over time 

producing secondary stressors.  

Secondary stressors include role strains and intrapsychic strains. Role strains incorporate 

several types of conflict, such as family conflict, work conflict, and constriction of social life, 

illustrating the impact of competing demands placed upon caregivers who try to balance several 

different roles. Intrapsychic strains refer to dimensions of self-concept (e.g., self-esteem, 

mastery) that are global in nature and psychological states (e.g., role captivity, loss of self, 

competence) that are more directly connected to the caregiving situation. Pearlin et al. (1990) 

recognized that the above stressors do not occur in a vacuum, inserting mediating conditions 

(e.g., coping, social support) into the framework describing how these factors provide a buffering 

effect to stressors through direct and indirect pathways. Such mediating conditions help explain 

the discrepant responses to the responsibilities of caregiving, as some caregivers are more 

protected via these conditions than others. According to Pearlin et al., these domains (e.g., 

context, stressors, strains, mediators) interact to produce various outcomes. 

Caregiver Stress and Coping Framework 

Similarly, Gatz et al. (1990) provided a framework for caregiver stress and coping. They 

identified four elements within the framework. First, the stressors were broken down into two 

crises: the health problems of the care recipient and changes in caregiver’s life resulting from 

meeting demands of providing care. The changes in the caregiver’s life include role overload, 

time limitations, and financial difficulties. The second element is the appraisal of the symptoms 

of the care recipient and the alterations to the caregiver’s life. In that light, Haley, Levine, Brown 
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and Bartoloucci (1987) found that subjective appraisals of care recipient problems and self-

efficacy in managing behavioral problems were able to predict levels of depression better than 

objective measures. Third, Gatz et al. identified coping skills and resources (e.g., finances, social 

support) that may mediate the impact of the stressors but also pointed out that the resources can 

act as competing demands. The last element of the framework is outcomes or indicators of stress, 

such as emotional distress, illness, and altered relationships.  

As Gatz et al. (1990) described, the stress-and-coping framework “highlights the salience 

of appraisals and mediators in determining what aspects are difficult, it allows for individual 

differences in interpreting and handling stressors, and it employs multiple indicators of 

adaptation” (p. 415). Due to its ease of adaptability to various issues, the stress process 

framework has been modified and applied to a variety of research studies (Aneshensel et al., 

1995; Goode, Haley, Roth, & Ford, 1998). In particular, Aneshensel et al. (1995) demonstrated 

the applicability and viability of Pearlin et al.’s (1990) stress process framework in explaining 

the proliferation of caregiver stress over time. Despite slight modifications and variations in the 

presentation of the stress process framework by the above researchers, the general concepts and 

process of coping with stress are the same. For the purposes of this study, the Gatz et al. (1990) 

conceptual framework of caregiver stress and coping was utilized as a working framework for 

examining the role of caregiver styles in predicting caregiver outcomes (see Figure 1). 

Application of the Caregiver Stress and Coping Framework to the Present Study 

Examining the findings of King and Hayslip (2005), the inclusion of caregiving style may 

enhance the utility of Gatz et al.’s (1990) stress process framework. Caregiving style may be an 

additional element that represents the extent of influence of contextual factors preceding the 

current caregiving experience. Given caregiving style’s relationship to parenting style, previous 
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experiences in providing care (e.g., how one was parented, how one chooses to parent) may 

create models of similar situations that influence one’s approach to later caregiving situations. 

Since different caregiving styles are associated with more or less adaptive caregiving outcomes, 

the placement of this construct in the framework seems significant in furthering caregiving 

research’s quest to fully comprehend the experience and adaptability of caregivers. As illustrated 

in Figure 1, caregiving style is placed within Gatz et al.’s framework following the stressors but 

prior to appraisals of the event.  

The present study utilized the caregiver stress and coping conceptual framework 

proposed by Gatz et al. (1990) as a heuristic tool with the first element in the stress process being 

the contextual or experiential factors (e.g., age of the caregiver, employment status of the 

caregiver). With the onset of the caregiving situation, stressors (e.g., instrumental activities of 

daily living of the care recipient, changes in the caregiver’s relationships) arise as new 

responsibilities and demands are encountered. The third component was caregiving style, which 

encompasses the attitudes and general approach to the caregiving responsibilities that the 

caregiver adopts (e.g., warmth and involvement versus verbal hostility). Next, the working 

framework incorporated various mediators of stress (e.g., spirituality, social support) that act as 

buffers to the stress and may also modify the influence of the caregiving styles. The final 

element was the outcomes of caregiving, such as quality of life, depression, and caregiver strain. 

Caregiving in Context 

Context is consistent with some of the findings obtained exploring the relationship 

between caregiving style and characteristics of the person being cared for (King & Hayslip, 

2005). Dilworth-Anderson (2001) suggested that context is a consistent theme in understanding 

the caregiving role and indicated that all persons involved in the caregiving interaction (e.g., 
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person with dementia, family caregiver, physician) bring their own norms, values, and 

expectations. As indicated by Montgomery and Williams (2001), the caregiving context is 

largely defined by the role relationship, and they described two levels to this relationship: (a) 

structural level or norms associated with gender, generation, and culture that influence behaviors; 

and (b) dyadic history of interaction level or individual and family histories of the relationship, 

as well as personality factors of each person. These researchers stated that members’ caregiving 

dyads adopt general societal norms to the unique realities of their own family, creating 

individualized sets of expectations for the role of caregiving. 

Thus, discrepancies in findings regarding caregiving outcomes are not simply due to 

differences in family dynamics. The functioning of the family is influenced by the societal 

context, such as culture, values, and economics (Pearlin, Harrington, Lawton, Montgomery, & 

Zarit, 2001). Fortinsky (2001) proposed an integrative model of the triadic interaction of the 

person with dementia, the family caregiver, and the physician, pointing out how each brings 

socio-demographic, psychological, cultural, and health-related characteristics to the relationship. 

According to Fortinsky, the quality or success of the caregiving encounter is impacted by these 

factors. Therefore, the context is a dynamic feature that may impact the caregiving experience in 

a multitude of ways.  

Research on caregiving has identified particular aspects of the care recipient, caregiver, 

and caregiving situation that are likely to influence caregiving outcomes. The level of 

deterioration of the care recipient has been investigated with results indicating that caregivers 

who provide more assistance in activities of daily living or who care for a relative who suffers 

from high levels of behavioral and/or mood alterations are at greater risk for experiencing 

caregiver burden and poor health (Brazil, Bedard, Willison, & Hode, 2003; Dautzenberg et al., 
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2000; Donaldson, Tarrier, & Burns, 1998). The amount of time care has been provided has been 

identified as influential to caregiving outcomes. A study by Tornatore and Grant (2002), for 

example, established that burden was greater for those caregivers who cared for their relative for 

shorter durations prior to placement. Although this finding initially appears counterintuitive, they 

suggested that the greater burden experienced despite institutionalization may be due to the 

additional responsibilities of the caregiving role that they have never managed before. 

According to Gatz et al. (1990), impact constitutes a dimension of the stressors to which 

caregivers respond. In this light, Talkington-Boyer and Snyder (1994) found that higher levels of 

perceived negative impact were related to higher self-rated levels of depressive symptoms, while 

less overall impact was associated with higher degrees of problem solving coping behaviors, 

self-esteem, and social support. Consistent with Lawton et al. (1989), Williamson et al. (1998) 

found that the degree to which patient symptoms disrupted the normal activities of a caregiver 

mediated the relationship between the severity of the care recipient’s symptoms and negative 

affective caregiver outcomes. Similarly, the problematic behaviors of grandchildren have been 

found to exert greater demands on grandparents who are raising these grandchildren (Hayslip, 

Shore, Henderson, & Lambert, 1998). 

 Demographic factors of the caregiver, including gender (Donaldson et al., 1998; Rapp & 

Chao, 2000; Schulz & Williamson, 1991), age (Tornatore & Grant, 2002), relationship to care 

recipient (Donaldson et al., 1998; Savundranayagam, Hummert, & Montgomery, 2005) have also 

been linked to differential caregiving outcomes. Recently, Savundranayagam et al. (2005) found 

that when the care recipient was unable to communicate effectively, the quality of the 

relationship with the caregiver was changed. However, their research indicated that the behavior 
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problems stemming from the problem communications were more stressing to caregivers than 

the communication difficulties themselves.  

 In light of the findings by King and Hayslip (2005), a full understanding of the 

caregiver’s worldview also must include parenting style. As described by Baumrind (1991), 

parents of the authoritative style are both demanding and responsive, asserting clear standards for 

conduct in a supportive rather than punitive method. Authoritarian parents are demanding but not 

responsive, expecting orders to be obeyed without explanation. The permissive or nondirective 

style tends to be more responsive and less demanding, avoiding confrontation and representing a 

more lenient approach. Much research has focused on the transmission of parenting style across 

generations (Chen & Kaplan, 2001; Conger et al., 2003; Hops et al., 2003; Lundberg et al., 2000; 

Simons et al., 1992). Based on the ongoing impact of parenting styles and the relationship of 

parenting styles to caregiving styles indicated by King and Hayslip (2005), the influence of this 

factor was further considered in the present study. 

Caregiver Appraisal and Mediators of Caregiving Outcomes 

 Aneshensel et al. (1995) discussed the impact of care-related stressors highlighting that 

resources (e.g., socioemotional support, use of informal help, mastery) available to caregivers 

have independent effects on a number of outcomes, but these psychosocial resources also 

influence other stressors (e.g., loss of self, role captivity). Therefore, resources have both direct 

and indirect pathways for influencing emotional distress. These researchers suggested that rather 

than viewing psychosocial resources as consequences of caregiver stress, these resources are 

actually antecedent to some stressors. Incorporating these findings into the stress process 

framework, Aneshensel et al. reported that resources affect the course of subjective primary 

stressors, secondary role strains, and secondary intrapsychic strains. Thus, such evidence 



 

 15

suggests that various factors are influential in caregiving appraisals via direct and indirect 

associations. To develop a rationale for the inclusion of particular factors in this study as possible 

mediators of caregiving style, the following factors are presented to provide background on their 

general relationship to caregiving. 

Spirituality  

Religion and spiritual beliefs have been demonstrated to be a significant element in 

coping and psychological well being (Fry, 2001; Koenig, 1995, 1999; Levin & Vanderpool, 

1987; McFadden, 1995; Olson & Kane, 2000; Pargament, Smith, Koenig, & Perez, 1998; 

Schaefer & Moos, 2001; Stuckey, 2001). McFadden (1995) indicated that for older adults, 

religion, prayer, and faith are commonly used coping strategies. Research also has found an 

increasing importance is placed on religious activities by older persons (Heintz & Baruss, 2001; 

Koenig, 1995; Olson & Kane, 2000). Idler and Kasl (1992) proposed three explanations for why 

involvement in religious activities might be important to older adults: (a) while older persons 

may retire from some public roles, they may choose to maintain positions within religious 

institutions; (b) support in times of crisis, which might be more frequently needed by older 

persons, can readily be obtained through religious institutions; and (c) a sense of continuity over 

the life span can be found through the ritual observances of religious faiths. 

This increased involvement in religious and spiritual practices appears to provide a buffer 

against stress in the form of coping. It appears that older persons may find meaning and purpose 

in life through religion, and those who do demonstrate higher levels of life satisfaction, self-

esteem, and optimism (Krause, 2003). Crowther, Parker, Achenbaum, Larimore, and Koenig 

(2002) proposed that a new concept called positive spirituality enhances the successful aging 

model developed by Rowe and Kahn. They defined positive spirituality as a blend of both 
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religion (e.g., community focused, formal) and spirituality (individualistic, less formal). The 

researchers indicated that some religious and spiritual beliefs actually separate persons from 

community and family or support unquestioning obedience, which may adversely affect health 

and well-being over time. Positive spirituality, however, is described as a cognitive framework 

that reduces stress and increases purpose and meaning. The role of positive spirituality in the 

aging process, then, is being promoted by these authors as an essential component to successfully 

managing the challenges to psychological and physical health. 

Given spirituality and religion’s connection to adaptive outcomes in later life, these 

factors may influence a caregiver’s adjustment to caregiving demands and responsibilities. 

Indeed, studies have shown that better adaptation to the burdens of caregiving through religious 

involvement (Keilman & Given, 1990; Rabins, Gitting, Eastham, & Zabora, 1990; Stuckey, 

2001). 

Social Support 

The benefits of social support are far reaching. A beneficial impact on caregiver well-

being has been demonstrated by increased levels of perceived support (Clyburn, Stones, 

Hadjustavropoulos, & Tuokko, 2000; Gatz et al., 1990; Goode et al., 1998; Pearlin et al., 1996; 

Pillemer & Suitor, 2000, Schulz & Williamson, 1991). Aneshensel et al. (1995) related that 

social support can be divided into two components. The first, instrumental support, includes both 

informal (e.g., family, friends) and formal (e.g., trained persons paid to help) support. Their 

study indicated that when help from family and friends was present both initially and at follow-

up, improvement in emotional well-being was evident over time, while those caregivers who 

acquire help or lose assistance during the process were characterized by increased levels of 

depression. The second, socioemotional support, refers to the perceived availability of persons 
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and was found to enhance personal identity and decrease role captivity. The influence of 

decreased socioemotional support was also indirectly associated with higher levels of depression.  

Utilizing the stress process framework, Pearlin et al. (1996) also concluded that the type 

of support is critical to determining whether support acts as a buffer. For example, when a care 

recipient’s behavioral problems are severe, the caregiver’s overload would likely increase despite 

the presence of emotional support. On the other hand, instrumental support can act as a buffer in 

such situations. Other similar findings were found in which social support moderated the 

relationships between aspects of the stress process framework. The researchers described how 

the impact of instrumental support is indirect, inhibiting the rise of secondary stressors through 

observable and received support, while emotional support directly buffers caregivers from 

depressive outcomes through the caregiver’s perception of being cared for and valued by others. 

The distinction clarifies the importance of not only the direct effects of perceived support but of 

indirect or received support, as well. 

As these findings suggest, support is generally a buffer against caregiver stress; yet, 

conflict can result from these interpersonal relationships. Suitor and Pillemer (1996) found that 

while friends tend to be a primary source of emotional support, siblings were the greatest 

contributors to both their instrumental support, as well as interpersonal stress. Siblings may 

provide much needed hands-on assistance but disagreements about how caregiving demands 

should be managed can also arise, resulting in added burden to the caregiver. Similarly, Pillemer 

and Suitor (2000) related that negative interactions with persons within their network, including 

spouses and children, can create caregiver distress. While support may be well-intentioned by 

such persons, the timing and sequencing of support often determines whether support will be 

effective or unsuccessful (Pearlin et al., 1996). Thus, the mere presence of support (e.g., number 
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of friends, amount of interaction with family members) may not produce positive results in terms 

of buffering a caregiver from negative outcomes. 

Contact with physicians and other professional care programs may constitute another 

form of social support. Pearlin et al. (1996) illustrated that the source of the support is important 

to outcomes. Formal instrumental support was a buffer against increased overload due to daily 

functional dependencies of the care recipient, while informal instrumental support reduced 

caregiver overload due to behavioral problems. Fortinsky (2001) reported that while caregivers 

reported physicians as helpful with medication management, physicians were rated lowest on 

their support service. The researcher suggested that caregiver needs for advice about symptom 

management and support services are not being met by physicians.  

In terms of caregivers who have placed their loved one in a nursing home, Tornatore and 

Grant (2002, 2004) found that direct hands-on care of the relative was related to less satisfaction 

for the caregiver, suggesting that concern over the quality of care may result in “family 

vigilance.” While the expectation may be that institutionalization will decrease caregiving 

demands, some caregivers may find it difficult to relinquish their responsibilities with the care 

facility becoming a source of stress rather than support. Their study (2004) related that 

caregivers with relatives in rural facilities as opposed to urban facilities were more satisfied and 

attributed this finding to the tendency of rural facilities to offer more personal relationships with 

other residents and the staff, creating close, personal social relationships. Evidence indicates that 

respite facilities provide at least temporary relief from caregiving demands and stress, but more 

information regarding how to manage specific problems themselves may be more effective in 

reducing stress (Donaldson et al., 1998). 
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Besides physicians and care facilities, other roles, such as employee, may constitute a 

form of support (Cochran, Brown, & McGregor, 1999). Rozario et al. (2004) found that 

involvement in multiple productive roles (e.g., employee, volunteer) by caregivers indicated 

better self-rated health with no evidence of role strain. Those caregivers not occupying such roles 

relied on their informal social network with low levels of informal support placing them at 

greater risk for negative outcomes. Their findings indicated that productive roles act as 

protection for well-being in the face of low levels of informal support. Razario et al. suggested 

that formal roles provide the opportunity for increased social integration, privileges, resources, 

and status buffering the possible negative affects of weakening informal networks. 

Boundary Ambiguity 

Boss (1993, 2003) developed the boundary ambiguity theory, which proposed that 

boundary ambiguity results from a family’s difficulty in clarifying who is in and who is out of 

the family system. By this, Boss suggested that families might perceive a physically absent 

family member as psychologically present or alternatively, a physically present family member 

as psychologically absent. Normative alterations in family boundaries throughout the family life-

cycle (e.g., birth of child, marriage) can create boundary ambiguity that leads to stress until the 

system can be reorganized to define who will perform what roles and how the family perceives 

an absent member (Boss, 2003). Boss (1999) indicated that the premise behind ambiguous loss is 

that the greater the ambiguity around the loss, the more difficult it is to cope, leading to increased 

degrees of depression, anxiety, and family conflict.  

 Two processes were described by which boundary ambiguity can arise in caregiving 

situations: (a) Situation arises in which facts are unavailable, diagnoses are unclear, or 

information fluctuates from good to bad; and (b) diagnoses are available and clear but the family 
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ignores or denies that information (Boss, 1993). Boss (1999) summarized the impact of the 

caregiving context on boundary ambiguity, suggesting that culture, beliefs, and values held by a 

family influence its method of coping with stress. Thus, Boss reported that while active coping 

strategies are generally more effective than passive strategies, the context of the family has a 

substantial impact on this effectiveness that must be considered. 

Caregiving Appraisal 

A key component of the working framework is caregiving appraisal (Gatz et al., 1990; 

Lawton et al., 1989). The caregiver’s perception of the caregiving situation and circumstances 

including one’s own success at meeting everyday caregiving demands is often referred to as 

caregiving appraisal. Caregivers’ perceptions of their performance, burden, and ability to provide 

adequate care have been found to influence well being (Clyburn et al., 2000; Goode et al., 1998; 

Pot, Deeg, van Dyck, & Jonker, 1998; Skaff & Pearlin, 1992). Lawton et al. (1989) described 

caregiving appraisal as the process of assessing potential threats, defining the external situation 

as a stressor or a nonstressor.  

Individuals are continually making appraisals of their experiences, as is highlighted in the 

stress process framework. Caregivers perceive some aspects of the caregiving situation as 

stressful and threatening, while other elements are identified as manageable. For example, 

Gignac and Gottlieb (1996) found that in appraising their abilities to cope with caring for a 

person with dementia, caregivers who utilized global and negative appraisals reported reduced 

well-being, but caregivers who employed appraisals emphasizing specific coping efforts or 

positive, global evaluations demonstrated increased well-being and decreased distress. 

According to Rapp and Chao (2000), appraisals of strain and gain independently predict negative 
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affect but not positive affect. Rapp and Chao proposed that a reduction in negative affect may be 

obtained by reducing appraisals of strain and increasing appraisals of gain.  

Overall, caregiver well-being is mediated by appraisals of burden (Clyburn et al., 2000); 

however, the continually evolving nature of the caregiving situation may alter appraisals over 

time. Gignac and Gottlieb (1996) observed that caregivers’ perceptions of their ability to cope 

with caregiving demands are generally not stable across time, suggesting that some appraisals 

change as a function of person-environment interactions. Yet, this study also pointed out that 

some coping appraisals are consistent across time, providing evidence of the multidimensional 

nature of appraisal. 

Talkington-Boyer and Snyder (1994) utilized Lawton et al.’s (1989) measure of 

appraisal, which is comprised of the following factors: (a) subjective caregiver burden or general 

distress response to caregiving demands, (b) negative impact or infringement on caregivers’ 

activities, and (c) caregiving satisfaction or benefits gained through caregiving efforts. They 

found that higher levels of subjective burden were related to higher self-rated levels of 

depressive symptoms, while less overall burden was associated with higher degrees of problem 

solving coping behaviors, self-esteem, and social support. Higher scores for caregiver 

satisfaction were linked to lower subjective burden scores.  

With regard to caregiving mastery, Li, Seltzer, and Greenberg (1999) found that 

daughters with higher levels of mastery utilized more problem-focused coping strategies and had 

lower depression scores, while those with lower mastery levels relied upon emotion-focused 

coping and had increased depression scores. Townsend and Franks (1995) indicated that 

subjective caregiving effectiveness or the caregiver’s satisfaction with achieving one’s 

caregiving goals and with implementing one’s decision making process was decreased by greater 



 

 22

levels of conflict with the care recipient. For the present study, impact is being conceived as a 

dimension of caregiver stress (Gatz et al., 1990), rather than as a component of caregiver 

appraisal. 

Family Coping 

Other factors mediating caregiver outcomes revolve around how families cope with the 

demands of caregiving. Families enter caregiving situations with years of shared experiences 

both positive and negative. As adult children make caregiving determinations, new roles and 

expectations emerge influencing current decisions, which are intertwined with the quality of the 

dynamic parent-child relationship (Davey, 2000). A study by Walker, Shin, and Bird (1990) 

found that daughters who felt a negative affect on their relationship following caregiving 

reported less intimacy, lower relationship quality, and less closeness with mothers. Townsend 

and Franks (1995) indicated that more conflict within the caregiving relationship was related to 

feeling less close to the parent, higher degrees of stress, and greater levels of depression. 

Increased levels of strain or stress are likely when interpersonal conflict arises within the 

caregiving relationship (Sheehan & Nuttall, 1988; Townsend & Franks, 1995). 

Within the family, there is often more than one member involved to some extent in the 

decisions and activities surrounding caregiving, which adds more complexity and feedback to the 

relationship patterns. When siblings are attempting to determine the best caregiving plan for a 

parent, birth order, gender, family alliances, and past conflicts influence the style of participation 

adopted. However, despite past difficulties of family relationships, such issues are put aside to 

provide care for parents (Matthews & Rosner, 1988). According to research by Li et al. (1999), 

those caregivers who share the responsibilities with a sibling have higher degrees of caregiving 
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mastery. The attitude or caregiving style adopted may have much to do with the level and type of 

support system created by family and friends.  

Caregiving situations can produce role ambiguity in which specifications for expected 

roles are incomplete resulting in inconsistent caregiver expectations and inconsistent beliefs 

about caregiving work among family members (Usita, Hall, & Davis, 2004). Such confusion was 

linked to increased conflict within the family. Poor family functioning characterized by low 

affective responsiveness, poor problem solving, and low communication scores has been related 

to higher ratings of strain and burden (Heru, Ryan, & Iqbal, 2004). 

Two Groups of Caregivers 

Caregivers of Persons with Alzheimer’s Disease 

Caring for someone with Alzheimer’s disease encompasses several challenges to 

caregivers not often found in combination, and this unique situation creates multiple losses for 

caregivers (Prigerson, 2003). Pillemer and Suitor (2000) indicated the following as costs 

associated with caring for a loved one with Alzheimer’s disease, where both mental deterioration 

and problematic behaviors are present: (a) elements of the person cherished in healthy years 

(e.g., intellect, wit) may be gone, (b) families experience the loss of the caregiver’s closeness and 

support due to his or her devotion to the patient, (c) an intense sense of loss or anticipatory grief 

is experienced due to the prolonged nature of the disease, and (d) severe economic strain may be 

experienced. Pearlin et al. (1996) noted that the absence of reciprocity found in Alzheimer’s 

caregiving situations dictates that the bidirectional exchange of support that likely characterized 

the relationship in years past will be transformed into a unidirectional pathway.  

Ory, Hoffman, Yee, Tennstedt, and Schulz (1999) related that the provision of care for 

relatives with dementia is more burdensome than caring for persons with other chronic 
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conditions. More specifically, dementia caregivers spent more hours per week in the caregiving 

role and experienced employment complications, caregiver strain, mental and physical health 

problems, and family conflict. Carer distress has been linked to sleep disturbances, 

hallucinations, and mood-related signs of depression in Alzheimer’s patients (Donaldson et al., 

1998). Savundranayagam et al. (2005) found that problem behaviors (e.g., number of days the 

care recipient becomes restless, suspicious, or irritable) that stemmed from communication 

problems, such as taking a long time to recall names of places, using too many pauses, speaking 

too loudly, and making up his/her own words, were more distressing to caregivers than the 

communication difficulties. 

As a disease, such as dementia, progresses, Fortinsky (2001) indicated that the emphasis 

on different domains of the caregiving situation will likely change. While the initial focus may 

be diagnosis, the purpose will turn to symptom management presenting different concerns for the 

caregiver, who may or may not feel equipped to meet those challenges. These findings illustrate 

the importance of acknowledging the current state of the care recipient’s needs in understanding 

the challenges presented to caregivers. As Aneshensel et al. (1995) found, problematic behavior 

will escalate over time leaving in-home caregivers with increased role captivity or the feeling of 

being trapped despite resources. More specifically, their research indicated that while high levels 

of socioemotional support resulted in decreased stress, help from family and friends increased 

role overload and role captivity reflecting the extent to which caregivers may need assistance but 

are unable to manage the resulting interactions. More formal types of assistance were not 

significant in containing caregiver stressors in Aneshensel et al.’s (1995) study either. In 

addition, palliative care services, which have been shown to limit caregiver burden, are less 

likely to be received by persons with Alzheimer’s disease than other end-stage diseases due to 
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the lack of recognition of Alzheimer’s disease as a terminal disease (Prigerson, 2003). So while 

particular services may be beneficial, those forms of assistance are not readily available to these 

caregivers leaving services that do not appear to adequately address caregiver concerns. 

Grandparents Raising Grandchildren 

While much of the discussion thus far has focused on caring for older persons, caregiving 

can take many forms within various contexts. As of late, a growing interest in caregiving 

research has focused on grandparents raising their grandchildren. Thrust out of their more 

traditional role as mediator, provider of cohesion and identity, and transmitter of values, 

Hirshorn (1998) suggested that grandparents raising their grandchildren often redraw the 

boundaries within the family reorganizing and redefining family relationships. Therefore, similar 

modifications in roles and expectations may be experienced by both caregivers of older persons 

and grandparents raising grandchildren.  

The reasons for assuming responsibility for a grandchild vary but most revolve around 

the serious problems of the grandparent’s adult child, including incarceration, child abuse, 

drug/alcohol addiction, mental illness, or death (Fuller-Thomson & Minkler, 2000b; Goodman & 

Silverstein, 2001, 2002; Hirshorn, 1998; Pruchno & McKenney, 2000; Waldrop & Weber, 2001). 

Assuming the role of surrogate parent has been shown to be both stressful and satisfying for 

grandparents (Pruchno, 1999; Ruiz, 2004; Waldrop & Weber, 2001). Hayslip and Shore (2000) 

found that while grandparents tend to assert that if they had the decision to make over again, they 

would again chose to assume responsibility of their grandchild, but grandparents also stated that 

if an acceptable alternative person was presented, they would allow that person to assume care 

illustrating the ambivalence that some grandparents feel regarding the changes in their roles. 

Increased levels of depressive symptoms and decreased physical health have been noted in 
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grandmothers raising grandchildren when compared to noncaregiving grandmothers (Fuller-

Thomson & Minkler, 2000a; Minkler, Fuller-Thomson, Miller, & Driver, 2000; Solomon & 

Marx, 2000). Better relationships with adult children appear connected to better well-being and 

less burden for the grandparent (Goodman & Silverstein, 2001; Pruchno & McKenney, 2000). 

Particular adult child issues, such as inadequate finances and work demands, can create 

coresident households with grandparents assuming some level of care. The distinction between 

custodial and coresident households, however, is often unclear, and some coresident homes 

slowly become custodial with time and vice versa (Pruchno & McKenney, 2000). Goodman and 

Silverstein (2002) indicated that custodial and co-parenting grandparents varied by race with 

greater well-being for African American grandmothers within custodial situations and for Latino 

grandmothers within co-parenting situations. White grandmothers in their study generally 

demonstrated no significant difference in well-being based on these differing arrangements. 

Pruchno and McKenney (2000) compared outcomes of custodial and coresident grandmothers, as 

well. Custodial grandmothers reported greater caregiver burden in association with higher 

numbers of grandchild behavior problems and needs, increased provision of care to the 

grandchild, and poor health of the grandmother. Caregiving satisfaction for custodial 

grandmothers was related to longer length of time sharing housing, younger grandchild, fewer 

difficult grandchild behaviors, and providing more help to the grandchild. For coresident 

grandmothers, these same factors were related to caregiver burden; however, caregiver 

satisfaction was associated with younger age of the grandmother, as well as less problematic 

grandchild behaviors, but not with the amount of help provided to the grandchild. These results 

suggest that while some aspects of care are different for custodial and coresident grandparents, 

there are also some similarities. 
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The degree of modification to the grandparent role may be tied to the timing of the 

change within the life-course developmental stages. Hirshorn (1998) indicated that for many 

grandparents who assume the responsibility of caring for their grandchildren the new roles 

required under such conditions are incongruent leading to feelings of isolation and decreased 

social support. Some may feel excited about having a chance to do things differently with their 

grandchildren. However, others may feel robbed of the opportunity to enjoy the freedom 

associated with traditional grandparenthood (Jendrek, 1993). An element of shame may also be 

experienced as a consequence of the nature of the family problem, which led to the assumption 

of parenting responsibilities (Fuller-Thomson & Minkler, 2000a, 2000b).  

Waldrop and Weber (2001) identified several problem-solving coping strategies that 

grandparents have employed. The top three mechanisms reported were taking action (e.g., hiring 

an attorney, installing security system, reporting abuse), talking about feelings (e.g., expressing 

emotions to friends, counselors, ministers), and spiritual faith (e.g., prayer, meditation). While 

grandparent caregivers are lacking in social support and often experience social isolation (Fuller-

Thomson & Minkler, 2000b; Solomon & Marx, 2000), Hayslip and Shore (2000) found that 

seeking support, particularly via support groups, resulted in decreased well-being, less positive 

affect, and more negative affect, suggesting that the available support may be ill-designed to 

meet the emotional and role adjustment concerns of custodial grandparents. An apparent 

disconnection between grandparents in need of services and the agencies providing such services 

was noted by King, Hayslip, and Kaminski (2006), as two distinct subpopulations of 

grandparents emerged: (1) those needing instrumental support (e.g., information, referrals) and 

(2) those needing emotional support (e.g., support group, mentoring). Their results, however, 
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indicated that such needs were not being met due to the diversity of such needs and the lack of 

multiple approaches to this diversity by agencies. 

The challenges to grandparents raising their grandchildren have been examined through 

the stress process framework. Pruchno and McKenney (2002) demonstrated the utility of this 

framework in conceptualizing the caregiving experience of grandparents raising grandchildren in 

that subjective role appraisals (e.g., caregiver satisfaction, caregiver burden) predicted positive 

and negative affect. Similarly, Giarrusso, Feng, Silverstein, and Marenco (2000) discussed the 

function of the stress process in understanding grandparent caregivers, identifying initial reasons 

for assuming care as the primary stressors and stressors arising with providing care to the 

grandchild as secondary stressors.  

As in other caregiver research, Giarrusso et al. (2000) reviewed the mixed findings 

relating to grandparent raising grandchildren outcomes, proposing that the context of such 

experiences is needed to understand the discrepant findings and that the stress process 

framework provides an avenue through which to build such a comprehensive picture. The results 

of their study indicated less negative outcomes for grandparents raising grandchildren than many 

other studies. The researchers, however, indicated that the lack of differentiation between 

caregiving and noncaregiving grandparents may be due to the small number of grandparents who 

were currently caregiving. Still, this approach provides an example of the benefits of the stress 

process framework in building a more complete understanding of grandparent caregivers as 

individuals within unique contexts. The stress framework was modified by Crowther and 

Rodriguez (2003) and applied to African American grandparents raising their grandchildren. 

They found that higher discrepancies between the grandparent’s expectations of and actual role 

demands predicted lower subjective well-being.  
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Alzheimer’s Caregivers and Grandparents Raising Grandchildren - Similarities and Differences  

As suggested above, caregivers share many similar challenges including financial issues, 

family conflict, time limitations, and conflicting role demands. These two groups of caregivers 

were identified for inclusion in the study because they represent two distinct types of caregivers 

that seem to vary on important factors that define the framework of the caregiver stress and 

coping process. At a basic level, caring for grandchildren brings about inherent differences in 

caregiving responsibilities as opposed to caring for an older person. In the case of grandparents, 

the developmental level of the grandchild may impact the style of caregiving with younger 

children requiring more structure and guidance than older children (Kern, 2003). For 

Alzheimer’s caregivers, the extent of deterioration may dictate the caregiving demands and 

therefore the caregiving style needed (Brazil et al. 2003; Dautzenberg et al., 2000).  

The level of social support that each group is provided is likely to differ in that the 

nonnormative nature of grandparents raising grandchildren often leaves them feeling isolated 

with no friends or relatives to empathize (Fuller-Thomson & Minkler, 2000a; Hirshorn, 1998). In 

such situations, the bulk of the responsibilities are often viewed as the grandparents’ because it is 

their child’s problem that resulted in the situation (Fuller-Thomson & Minkler, 2000a, 2000b). In 

contrast, Alzheimer’s caregivers may have a larger social network on which to draw support, as 

the family as a whole is identified as responsible for care (Matthews & Rosner, 1988). 

Grandparents are also more likely than Alzheimer’s caregivers to assume care with little warning 

or preparation time due to the abrupt nature by which reasons for assuming care arise (e.g., 

incarceration, child abuse, drug abuse; Emick & Hayslip, 1999; Hirshorn, 1998), while 

Alzheimer’s family caregivers are able to anticipate the increasing needs for care that an older 

relative will need as the disease progresses. Alzheimer’s disease is a normative experience for 
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many older adults, especially the old-old (85+; Gatz, Kasl-Godley, & Karel, 1996). For some 

families, Alzheimer’s disease can be anticipated if a family pattern of its incidence is present. 

Grandparents raising their grandchildren may have a sense of obligation to providing care 

as a way of correcting their perceived mistakes with their own children that may arise from an 

internal source of regret and shame (Fuller-Thomson & Minkler, 2000a, 2000b). On the other 

hand, the obligation experienced by Alzheimer’s caregivers may be more related to social 

pressures and expectations of other family members that have an external source. Boundary 

ambiguity is likely another area of discrepancy between these two groups of caregivers, as 

grandparents may suffer from role confusion (Shore & Hayslip, 1994), as well as from 

uncertainty about the duration of their caregiving responsibilities in light of their own health 

concerns and their dubious legal status as their grandchildren’s guardians (Emick & Hayslip, 

1999). Alzheimer’s caregivers may find that caregiving ends in the death or institutionalization 

of the parent or spouse. For this disease, the death trajectory may be uncertain, as some patients 

may live for as long as 20 years (Heston & White, 1991).  

Based on these differences in the contextual, stressor, appraisal, and mediating variables 

included in the caregiver stress and coping framework, variability in the role that caregiver style 

plays in predicting caregiver outcomes may occur. Yet, if there are no substantive differences in 

this respect, the utility of the construct of caregiving style and its role in the framework proposed 

by Gatz et al. (1990) are strengthened in that they can be generalized across diverse caregiver 

groups.  

The Purpose of This Study 

In light of the conceptual framework proposed by Gatz et al. (1990; see Figure 1), 

understanding the unique role of caregiving style in predicting caregiver outcomes is important. 



 

 31

Moreover, as the context in which caregiving occurs likely impacts caregiver well-being, 

evaluating caregiving style roles across diverse contexts is indeed reasonable. For this reason, 

included within this study were three homogenous groups of caregivers whose context varied 

due to the different responsibilities and challenges posed by each. One goal of this study was to 

examine the relationships between caregiver style dimensions constructed by King and Hayslip 

(2005) and to explore the differences in caregiving styles across caregiver groups. As discussed 

earlier, there are both similarities and differences in the demands and responsibilities of their 

caregiving situations. 

Within the stress process framework, caregiving style appeared to fit between the 

juncture of the contextual and appraisal factors. As described earlier, caregiving research has 

demonstrated the impact of various forms of appraisal on caregiving outcomes (e.g., depression, 

health). Given this knowledge, results from this study regarding how different caregiving styles 

influence caregiver outcomes, as mediated by forms of appraisal (e.g., caregiver mastery, 

boundary ambiguity, perceptions of work conflict), spirituality, and social support, would allow 

researchers to determine the extent to which each caregiving style is associated with more or less 

adaptive caregiving outcomes.  

Given the exploratory nature of the study, no explicit hypotheses were put forth here. 

However, the primary research questions to be explored were: (1) Is the CSS reliable, (2) how 

are caregiving style dimensions related to one another across diverse caregiver groups, (3) how 

are caregiving styles related to one another across diverse caregiver groups, (4) what is the 

unique role of caregiver style in impacting caregiving outcomes in light of the influence of 

contextual factors (e.g., age, education), the presence of caregiver stress (e.g., impact on 

caregivers lives), the caregiver’s perceptions of the caregiving situation (e.g., caregiver appraisal, 
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positives aspects of caregiving), and mediating variables (e.g., spirituality, social support), and 

(5) do caregiving styles differ by caregiver group? That is, does the role of caregiving style in 

predicting caregiver outcomes vary across groups? 
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CHAPTER 2 
 
 

METHODS 

Participants 

 A total of 157 caregivers from each of the following groups participated in the study: (a) 

grandparents raising grandchildren (n = 92; 10 males and 82 females), and (b) Alzheimer’s 

caregivers (n = 65; 13 males and 51 females). Also, 174 parents (43 males and 131 females) 

actively raising children under the age of 18 participated as a control group. Volunteers from 

caregiving support groups within the North Texas area were recruited, as well as friends or 

relatives of undergraduate students in psychology classes from the University of North Texas.  

Tables 1 and 2 present descriptions of the three caregiver groups. The grandparents 

raising grandchildren and Alzheimer’s caregivers had mean ages of 58.66 (SD = 9.22) and 56.28 

(SD = 11.50), respectively, while the parent’s mean age was 37.83 (SD = 8.84). In terms of 

employment, 81.0% of parents, 54.3% of grandparents, and 55.4% of Alzheimer’s caregivers 

were working outside the home. Of those caregivers who were employed, the majority in all 

three samples reported working full time (parents = 81.3%, grandparents = 83.7%, Alzheimer’s 

caregivers = 74.3%). While the majority of parents (54.0%) and grandparents (58.7%) reported 

spending 30 plus hours a week caring for their child or grandchild, only 33.8% of Alzheimer’s 

caregivers indicated spending that amount of time caregiving. The majority of Alzheimer’s 

caregivers (57.0%) indicated that they spend 20 hours a week or less providing care to their 

relative. 

The majority of grandparents (53.3%) indicated that they were caring for a male 

grandchild, while the majority of parents (54.6%) and Alzheimer’s caregivers (64.6%) reported 

caring for a female child or relative. The majority of parents (93.1%), grandparents raising 
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grandchildren (90.2%), and Alzheimer’s caregivers (53.8%) responded that they provided care 

for their relative, grandchild, or child in their home. The majority of Alzheimer’s caregivers 

(55.4%) rated the quality of their relationship with their relative now as low (e.g., frequent 

disagreements, lack of understanding) or average (e.g., some conflict, feel understood by him/her 

most of the time). However, 51.7% of parents and 56.5% of grandparents rated the current 

quality of their relationship with their child or grandchild as high (e.g., great communication, 

always feel understood). In terms of the extent to which difficulties of caregiving burden the 

participant or family, 40.2% of parents, 45.7% of grandparents, and 32.3% of Alzheimer’s 

caregivers indicated only a little burden due to caregiving. 

The caregiver groups appeared to vary in their socioeconomic circumstances. While 

47.8% of grandparents raising grandchildren and 43.0% Alzheimer’s caregivers reported that 

compared to before they began caring for their grandchild or relative their monthly expenses 

were somewhat less than now or about the same, the majority of parents (50.6%) indicated that 

their monthly expenses were much less prior to providing care for their children. At the end of 

the month, 40.2% of grandparents responded that they had some money left over at the end of 

the month, while 33.8% of Alzheimer’s caregivers reported that they had just enough money to 

make ends meet. On the other hand, 54.0% of parents reported that they did not have enough 

money to make ends meet at the end of the month. 

Instruments 

Caregiving Style 

The Caregiving Style Scale (CSS; King & Hayslip, 2005) was developed via an 

exploration of the current parenting style measures and caregiving literature. The CSS is a 91-

item scale with an internal consistency coefficient of .81. Each item is rated on a 5-point Likert 
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scale ranging from Strongly Disagree to Strongly Agree. The scale consists of three caregiving 

styles and 10 dimensions: (a) authoritative caregiving style (CG (caregiving) warmth and 

involvement; CG reasoning/induction; CG democratic participation; and CG good natured/easy 

going), (b) authoritarian caregiving style (CG verbal hostility; CG corporal punishment; CG 

nonreasoning/punitive strategies; and CG directiveness), and (c) permissive caregiving style (CG 

lack of follow through). An additional dimension, CG obligation, was found but is not included 

in any specific caregiving style, as no relevant research existed to assist in determining its 

appropriate placement.  

In developing the CSS, King and Hayslip (2005) included items that paralleled the 

Parenting Practices Questionnaire (PPQ; Robinson, Mandleco, Olsen, & Hart, 1995) items, as 

well as some original items based on existing caregiving literature and believed to have logical 

relationships to the proposed construct of caregiving style. The dimensions of demandingness 

and responsiveness from the parenting style literature were considered when developing original 

items while keeping with existing caregiving literature. Also, some items from Baumrind (1971) 

and Lamborn, Mounts, Steinberg, and Dornbusch (1991) were utilized with slight alterations for 

a caregiver self-report format. A total of 100 items were originally developed (King & Hayslip, 

2005).  

Due to the sample size (N = 108) and number of items, factor analysis was not an 

appropriate statistical option to determine the underlying structure of the CSS. Therefore, the 

items were examined in light of their similarity to the PPQ factors and to the existing literature 

on caregiving. First, the 55 items that paralleled the PPQ were extracted from the CSS and 

placed within the PPQ’s authoritative, authoritarian, and permissive parenting style factors to 

form dimensions for the CSS. Items within the authoritative caregiving style represented the 
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following dimensions: (a) CG (caregiving) warmth and involvement (e.g., “I encourage my 

relative to talk about his/her troubles,” “I am responsive to my relative’s feelings and needs”); 

(b) CG reasoning/induction (e.g., “I give my reasons why rules should be obeyed,” “I explain to 

my relative how I feel about his/her good and bad behavior”); (c) CG democratic participation 

(e.g., “I allow my relative to give input into family rules,” “I encourage my relative to freely 

express himself/herself even when disagreeing with me”); and (d) CG good natured/easy going 

(e.g., “I joke with my relative,” “I show patience with my relative”). The authoritarian caregiving 

style dimensions included: (a) CG verbal hostility (e.g., “I yell or shout when my relative makes 

a mistake or goes against my advice,” “I explode in anger towards my relative”); (b) CG corporal 

punishment (e.g., “I guide my relative more by demands than by reason,” “I use physical 

punishment as a way of disciplining my relative”); (c) CG nonreasoning/punitive strategies (e.g., 

“I punish be taking privileges away from my relative with little if any explanation,” “I use threats 

as punishment with little or no justification”); and (d) CG directiveness (e.g., “I tell my relative 

what to do,” “I criticize when my relative’s behavior doesn’t meet my expectations”). Items for 

the permissive caregiving style were divided into the following dimensions: (a) CG lack of 

follow through (e.g., “I state decisions to my relative and do not actually do them,” “I bribe my 

relative with rewards to bring about compliance”); (b) CG ignoring misbehavior (e.g., “I 

withhold criticism even when my relative acts contrary to my wishes,” “I ignore my relative’s 

misbehavior”); and (c) CG self-confidence (e.g., “I appear confident in my caregiving abilities,” 

“I set strict well-established rules for my relative;” King & Hayslip, 2005). 

Of the remaining 45 items, 33 were assigned to the above caregiving style dimensions 

based on similar content and knowledge of the literature. There were seven items added to the 

CG warmth and involvement dimension, such as “My relative can count on me to help him/her 
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out if he/she has a problem” and “I encourage my relative to try new activities.” Two items were 

added to the CG reasoning/induction dimension: “I help my relative with things he/she does not 

understand” and “When I want my relative to do something, I explain why.” The CG democratic 

participation dimension had five items added including “It is okay for my relative to question 

decisions” and “Adult children caring for their relatives should take the relative’s opinions 

seriously.” Three items (e.g., “I often get angry with my relative,” “My relative makes me 

angry”) were added to the CG verbal hostility dimension. On the CG nonreasoning/punitive 

strategies dimension, four items were added (e.g., “I am impatient about dawdling,” “My relative 

seeks attention by complaining about superficial matters”). The CG directiveness dimension had 

12 items incorporated (e.g., “I push my relative to do what is best for him/her,” “My relative 

should follow all of my decisions;” King & Hayslip, 2005).  

The 12 items that remained appeared to logically fit into a CG obligation dimension 

based on their content and their correspondence to existing research on perceived family duty 

and responsibility. Items, such as “I would feel guilty if I did not care for my relative,” “My 

relative raised me or my spouse, and now, I want to repay him/her by caring for him/her,” and “I 

worry about my relative’s safety,” were noted in this dimension (King & Hayslip, 2005).  

Internal consistencies of the dimensions were investigated via alpha coefficients, which 

were utilized to further refine the scale. Based on the resulting alpha coefficients, four items 

were deleted, as they negatively influenced the alpha levels for their respective dimensions. In 

particular, from the CG directiveness dimension, “Sometimes my relative does things just to 

bother me” was deleted, and from the CG obligation dimension, “Roles are now reversed, and 

I’m acting as a parent while my relative is acting as a child,” “I feel anxious between loyalty to 

my family (i.e., spouse, children) and my relative,” and “I feel trapped by my responsibilities” 
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were eliminated. In addition, the CG ignoring misbehavior and CG self-confidence dimensions 

resulted in unacceptable alpha levels, .12 and -.07, respectively. In response, the items from these 

two dimensions were examined to ascertain whether any of these items had a better fit with the 

CG lack of follow through dimension, as these three dimensions were all part of the proposed 

permissive caregiving style. One item from the CG self-confidence dimension (i.e., “I am afraid 

that criticizing my relative for misbehavior will cause him/her to not love me”) was added to the 

CG lack of follow through dimension to produce an alpha of .64. Thus, the dimensions of CG 

ignoring misbehavior and CG self-confidence were dropped from the measure, as the low 

internal consistencies indicated that their items were heterogeneous or were identifying a variety 

of unrelated attitudes toward caregiving (King & Hayslip, 2005). The internal consistency alpha 

coefficients for the dimensions ranged from .63 to .84. The CSS yielded an overall alpha 

coefficient of .81 (King & Hayslip, 2005). 

Evidence of convergent and discriminant validity, as well as construct validity, have been 

found for the CSS, according to King and Hayslip (2005). The dimensions were demonstrated to 

have significant positive correlations with dimensions of the same caregiving style, while 

dimensions of different caregiving styles had either significant negative relationships or no 

relationship. A parallel relationship was found between parenting styles and caregiving styles. 

The CSS dimensions had significant positive relationships with parallel factors from the PPQ 

and had significant negative relationships with incongruent PPQ factors. Findings further 

indicated better adjustment to caregiving responsibilities for caregivers with an authoritative 

caregiving style as opposed to an authoritarian or permissive caregiving style. Demographic and 

situational variables were not shown to be influences of caregiving style, lending evidence to the 
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perspective that the caregiving role forms based on vicarious observations and modeling 

throughout the life span (King & Hayslip, 2005). 

To provide a more efficient measure for use in the present study, a briefer version of the 

CSS was developed. Item total correlations, utilizing a criterion of .50, were used to determine 

the items that best represented each dimension, except on the CG lack of follow through and CG 

obligation dimensions, as these two dimensions were already brief. The final version, therefore, 

contained 53 items, which helped reduce the overall time required to complete the survey 

limiting the extent to which the participants might have felt overwhelmed or further burdened by 

volunteering for the study. Higher scores indicated higher congruence with the caregiving style 

or dimension. The items retained for the CSS are presented in Table 3. 

The directions varied by group to insure commonality among the care recipient each 

group was identifying when responding. These differing versions of directions were also deemed 

meaningful in assisting participants in accurately differentiating between the caregiving situation 

being assessed by the CSS and the parenting style measure, as it was critical that grandparents 

and Alzheimer’s caregivers considered their children on the parenting style measure but then 

changed focus to their grandchild or relative for the CSS.  For grandparents and Alzheimer’s 

caregivers, the directions asked them to the extent to which each of the statements applied to 

them and their relationship with their grandchild or relative for whom they were caring, 

respectively. However, parents were asked to consider their relationship with their child. Parents 

and grandparents had already been instructed at the beginning of the survey which grandchild or 

child to focus upon if they were caring for more than one (see Procedure section for details). 
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Contextual Variables 

 Demographic variables. All of the participants were asked to provide basic demographic 

information including race, gender, age, marital status, religion, education, gender of child being 

cared for, and employment status. Income was assessed via two questions. The initial question 

asked participants to describe their monthly expenses before they began providing care on a 5-

point Likert scale (5 = Much less than now to 1= Much more than now). The second question 

asked participants how their family finances work out at the end of the month with a 3-point 

Likert scale (3 = not enough to make ends meet to 1 = some money left over). Specific 

information concerning the provision of care was also obtained from all participants (e.g., age of 

care recipient, length of time providing care, number of hours per week spent in providing care, 

relationship to care recipient, whether the caregiver co-resides with the care recipient, reasons for 

assuming care, quality of the relationship to the care recipient now and prior to the start of 

caregiving).  

Parenting style. Parenting style was measured by the Parenting Practices Questionnaire 

(PPQ; Robinson et al., 1995). This 62-item measure utilizes a 5-point Likert scale ranging from 

never (1) to always (5). In developing the PPQ, the measure began with 133 items, 80 of which 

originated in Block’s (1965) Child-rearing Practices Report. The remaining items were 

constructed as conceptualizations of authoritative, authoritarian, and permissive parenting styles 

from current literature (Robinson et al., 1995). Factor analyses resulted in three factors that 

theoretically corresponded to Baumrind’s authoritative (e.g., explain consequences of behavior, 

consider desires of child), authoritarian (e.g., explodes out of anger with child, threatens to 

punish with little reason), and permissive (e.g., inform child of punishments but do not follow 

through with them) styles. Items were eliminated if they: (a) had a factor loading less than .30, 
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(b) failed to load for both mothers and fathers, (c) failed to load for parents of both preschool and 

school-age children, and (d) correlated less than .25 with the total factor score.  

As reported by Robinson et al. (1995), Cronbach’s alpha for internal consistency was .91 

for authoritative items, .86 for authoritarian items, and .75 for permissive items. These global 

typologies were subsequently factor analyzed. The authoritative items yielded four factors 

accounting for 47.4% of the common variance: (1) Warmth and Involvement, (2) 

Reasoning/Induction, (3) Democratic Participation, and (4) Good Natured/Easy Going. The 

authoritarian items resulted in four factors, as well, accounting for 46.8% of the common 

variance: (1) Verbal Hostility, (2) Corporal Punishment, (3) Nonreasoning/Punitive Strategies, 

and (4) Directiveness. The permissive items produced three factors accounting for 40.3 % of the 

variance: (1) Lack of Follow Through, (2) Ignoring Misbehavior, and (3) Self-confidence. 

Participants were instructed to respond to the items based on a child still living at home 

or the last child to have lived at home. Some items referenced behaviors characteristic of young 

children, so participants were also asked to think back to the age when such behavior was 

appropriate and base their responses to such statements on their beliefs at that time. A shorter 

version of the PPQ was developed by including only the top 10 items in terms of their loadings 

on each of the three parenting styles as reported by Robinson et al. (1995), resulting in 30 items. 

For the authoritative parenting style, such loadings ranged from .64 to .76. Within the 

authoritarian parenting style, loadings ranged from .67 to .88, while on the permissive parenting 

style, the range was from .43 to -.83. Higher scores in the present study suggested higher 

congruence with the parenting style or factor. 
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Stressor Variables 

Overall functioning of care recipient. Sections from the Functional Assessment of the 

Older Americans Resources and Services Multidimensional Functional Assessment 

Questionnaire (OMFAQ; Fillenbaum, 1988) were utilized to determine the overall functioning of 

the care recipient. The Activities of Daily Living section measures the capacity to perform tasks 

necessary for independent living and is divided into two content areas: (1) instrumental (i.e., 

capacity to use the telephone, shop, cook), and (2) physical (i.e., capacity to feed self, dress, 

walk). The instrumental and physical areas contain seven items each. These items were rated by 

the extent of help required, ranging from without any help at all to completely unable to perform 

the task. The internal consistency reliability coefficients for the instrumental and physical areas 

were .87 and .84, respectively. Adequate criterion-related validity was demonstrated through a 

comparison to ratings by physical therapists in which significant agreement was found with a 

Spearman’s r of .89 for these two areas combined.  

 Additionally, an item was added to gain information regarding the ability to think clearly, 

show good judgment, and cope with major problems. This item was rated in the same manner as 

the other items and was included in the total score obtained for the measure. Higher scores 

indicated less need for help with daily activities. 

 Impact of caregiving. The impact of caregiving factor of the Caregiving Appraisal Scale 

(CAS; Lawton et al., 1989) was utilized as a measure of the negative changes in the caregiver’s 

life (e.g., harmful affect upon relationships with family members). This factor of the CAS 

includes four items on which participants use a 5-point Likert scale to rate the extent to which a 

statement is true (nearly always to never) or the extent to which the caregiver agrees with a 

statement (strongly agree to strongly disagree).  Lawton et al. (1989) reported a test retest 
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coefficient over 16 weeks for the institutionalization sample of .75 for caregiving impact. 

Internal consistency (Cronbach’s alpha) for the respite sample was .70 for caregiving impact. For 

the institutionalization sample, Cronbach’s alpha was .65. Higher scores indicated increased 

changes in the caregiver’s life. 

Life disruption. To also assess caregiving impact, the extent of life disruption experienced 

was measured by applying items proposed by Jendrek (1993) in research relative to grandparents 

raising grandchildren. The scale consists of 20 items addressing the extent to which caring for a 

relative has affected the caregiver. The items are rated on a 5- point Likert scale ranging from 

Not at all to A great deal. An internal consistency reliability coefficient of .93 was calculated 

based on a study of grandparents raising grandchildren (Hayslip, 2003). The instructions were 

altered to reflect the extent to which the care recipient (e.g., Alzheimer’s patient, grandchild) 

affected the caregiver’s life in various ways. Participants were asked about such disruptions as 

the impact of caregiving upon their lives in areas such as the influence upon recreation time, 

interactions with friends, and privacy. Higher scores revealed increased disruption. 

Behavioral and emotional problems of grandchildren and children. The Strengths and 

Difficulties Questionnaire (SDQ; Goodman, 1997) provided a measure of the grandchildren’s 

and children’s symptoms, as well as positive attributes as perceived by the grandparent and 

parent. The informant-rated version was designed for use with either parents or teachers. The 

scale consists of 25 items with five items on each of five scales: conduct problems, 

hyperactivity-inattention, emotional symptoms, peer problems, and prosocial behavior. Items 

consist of 10 attributes generally identified as strengths (e.g., thoughtful of the feelings of 

others), 14 generally thought of as difficulties (e.g., fidgets, tearful), and one neutral item (e.g., 

relates better to adults). Items are rated on a 3-point Likert scale from not true (0) to certainly 
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true (2) with the five items being reversed scored. A total score is obtained by adding all the 

scales together, except the prosocial behavior scale, for a total difficulties score ranging from 0 

to 40. Higher scores corresponded to greater difficulties, except on the prosocial scale on which 

higher scores indicate more prosocial behavior.  

An item from the parent-specific impact supplement (Goodman, 1999) was also included 

but was expanded so that participants provided more specific information. Rather than rating 

their grandchild or child’s overall difficulty in four areas, participants were asked to rate the 

extent of the child’s difficulty in each of the four areas separately, which included emotions, 

concentration, behavior, and relationships. The ratings ranged from No difficulties to Yes-severe 

difficulties. Again, higher scores indicated more difficulties. 

In detecting conduct and emotional problems, the SDQ has been found to be comparable 

to the Child Behavior Checklist and to the Rutter questionnaires providing evidence of high 

convergent validity (Goodman, 1997, 1999). The test retest reliability was calculated with an 

intraclass correlation of .85 for the total difficulty score and .63 for the impact rating with a 3- to 

4-week interval (Goodman, 1999). 

Appraisal Variables 

Caregiver appraisal. The Caregiving Appraisal Scale (CAS; Lawton et al., 1989) 

measures three factors: (1) subjective burden (e.g., tired due to caregiving, unpredictable needs 

of loved one make it difficult to make plans), (2) caregiving satisfaction (e.g., providing care is 

enjoyable, feel closer to loved one), and (3) impact of caregiving (e.g., harmful affect upon 

relationships with family members). The subjective burden and caregiving satisfaction factor 

items of the CAS were included in this study as mediating variables, which comprises 15 items 

on which participants use a 5-point Likert scale to rate the extent to which a statement is true 
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(nearly always to never) or the extent to which the caregiver agrees with a statement (strongly 

agree to strongly disagree). Higher scores revealed increased subjective burden or caregiving 

satisfaction dependent on the factor being examined.  

The CAS began with 47 items, with some items being taken from existing measures of 

caregiving appraisal. However, most items were developed by the researchers to reflect five 

hypothesized dimensions (e.g., caregiving satisfaction, perceived caregiving impact, caregiving 

mastery, caregiving ideology, and subjective caregiving burden). An exploratory analysis on a 

respite sample yielded all five dimensions to account for 39.4% of the common variance and 

guided the researchers in eliminating unnecessary items. The caregiving ideology items were 

dropped, as this cognitive view appeared to primarily relate to less formal educational 

backgrounds. In addition, items with loadings of less than .40, two subjective burden items with 

too similar content, and three items with low variability were removed. The remaining 28 items 

were then analyzed and compared in both a respite and institutionalized sample, with the 

enduring four factors accounting for 43.4% and 46.4% of the common variance, respectively. 

While the factors initially appeared similar across the two samples, the fit of the four factors was 

unacceptable when each sample was analyzed via exploratory maximum-likelihood factor 

analysis. The model was revised in light of the poor fit to both samples by eliminating caregiving 

mastery and items with dual-factor loadings in subjective burden and caregiving impact, leaving 

19 items (Lawton et al., 1989). 

Lawton et al. (1989) reported a test retest coefficient over 16 weeks for the 

institutionalization sample of .78 for subjective burden and .76 for caregiving satisfaction. 

Internal consistencies (Cronbach’s alpha) for the respite sample were .85 for subjective burden 

and .67 for caregiving satisfaction. For the institutionalization sample, Cronbach’s alphas for 
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subjective burden and caregiving satisfaction were .87 and .68, respectively. For purposes of this 

study, only the burden and satisfaction components of caregiver appraisal as assessed by Lawton 

et al. were utilized to measure appraisal, while the impact component was used as a stressor 

variable as discussed above. 

Caregiver mastery. Pearlin and Schooler (1978) originally developed the Mastery Scale 

(MS) that was administered in this study to assess the level of caregiving competency and self-

efficacy perceived by caregivers. Aneshensel et al.’s (1995) study utilized this measure of 

mastery reporting an internal consistency reliability of .75. There are seven items on a 4-point 

Likert scale ranging from strongly disagree (1) to strongly agree (4). Items included statements 

about the caregivers perceived ability to manage problems and their feelings of helplessness. 

Higher scores indicated higher perceived mastery. 

Positive aspects of caregiving. To also assess caregiver stress, a scale developed by 

Tarlow et al. (2004), the Positive Aspects of Caregiving, was used to address the extent to which 

the caregiver felt that the caregiving experience provided satisfaction and rewards. The measure 

consists of nine items rated on a 5-point Likert scale from 1 (Disagree a lot) to 5 (Agree a lot). 

The participants responded to statements about whether providing care made them feel better 

about themselves or life (e.g., useful, appreciated, confident). Tarlow et al. included this measure 

in the multi-site project (Resources for Enhancing Alzheimer’s Caregiver Health, REACH) 

devoted to enhancing family caregiving for persons with Alzheimer’s disease and related 

dementias. Higher scores indicated a higher degree of perceived positive rewards from 

caregiving. 

The scale began with 11 items relating to the caregiver’s mental and affective state 

surrounding the caregiving situation. The developers reportedly based the scale to reflect Lawton 
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et al. (1989) and Lawton, Moss, Kleban, Glicksman, and Rovine’s (1991) work, as well as 

Beach, Schulz, Yee, and Jackson (2000) and Schulz and Williamson (1997). Tarlow et al. (2004) 

conducted an exploratory factor analysis and reported two components corresponding to Self 

Affirmation and Outlook on Life. Three items loaded on both factors, so confirmatory factor 

analysis was employed resulting in two items being dropped from the measure. The final 9-item 

version had an internal reliability coefficient of .89 (Cronbach’s alpha). Cronbach’s alphas for 

the factors were .86 and .80 for Self-affirmation and Outlook on Life, respectively. Moderate 

convergent validity was found with comparisons to the Well-Being subscale of the Center for 

Epidemiologic Studies-Depression (CES-D), Self Reported Health and the Satisfaction with 

Received Social Support subscale of the Inventory of Socially Supportive Behaviors (ISSB), and 

the amount of burden reported by caregivers on the ISSB and the Revised Memory and Behavior 

Problems Checklist (RMBPC). Discriminant validity was demonstrated through the negative 

relationship with the Somatic subscale of the CED-D. 

Work and family conflict. The work and family conflict components of measures 

specifying the caregiver stress process were also included (Gaugler et al., 2000; Pearlin et al., 

1990). Work conflict is assessed by five items with a 4-point Likert scale ranging from 1 

(strongly disagree) to 4 (strongly agree). Statements included responses to their level of energy 

at work and concern about their loved on while at work. Family conflict is measured by 12 items 

asking participants to estimate the amount of interpersonal tension with family members. Items 

are rated on a 4-point Likert scale ranging from 1 (no disagreement) to 4 (quite a bit). Statements 

included disagreement among the family around a lack of patience with the loved one and not 

providing enough help with caregiving. Internal reliability coefficients of .90 and .75 for family 

and work conflict, respectively, have been noted. In demonstrating construct validity, family and 
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work conflict were related to role captivity and predictive of depression. Higher scores suggested 

higher work and family conflict. 

 Boundary ambiguity. The modified Boundary Ambiguity Scale (BAS) was developed by 

Boss, Caron, Horbal, and Mortimer (1990) for use with family caregivers of Alzheimer’s 

patients; however, the items are not specific to Alzheimer’s disease, allowing it to be used with 

other caregivers. The scale was originally developed by Boss (1977) for use with families with 

relatives who were Missing In Action (MIA). The modified BAS consists of 14 items addressing 

the extent to which caregivers are preoccupied with or uncertain about their relationship with the 

care recipient and the roles of the care recipient. Items are rated on a 5-point scale from strongly 

agree (1) to unsure how I feel (5). Scores range from 14-70 with higher scores indicating higher 

levels of boundary ambiguity. Items included perceptions of not having a life of their own due to 

caregiving, uncertainty around expectations of their loved ones, and tendency to family members 

to ignore their loved ones. Two scales are represented in this measure: (1) immobilization – nine 

items (e.g., no time to themselves) and (2) patient closeout – five items (e.g., loved one no longer 

feels like a family member). Items were worded to reflect the different groups of caregivers in 

this study.  

 Beginning with 21 items, Boss et al. (1990) reported that item-scale correlation analysis 

were conducted and items with correlations less than .30 to the total score were dropped. Internal 

reliability coefficient for the final version was .80 (Cronbach’s alpha).  

Mediating Variables 

Spirituality and religion. The Brief Religious Coping Scale (RCOPE) developed by 

Pargament et al. (1998) was employed as a comprehensive measure of religious or spiritual 

coping. The brief version was utilized with a total of 14 items rated on a 4-point Likert scale (0 = 
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not at all to 3 = a great deal). The measure consists of two scales concerned with how religious 

methods are used to cope with everyday life: positive religious coping (e.g., seek to strengthen 

relationship with God) and negative religious coping (e.g., think about what did for God to 

punish them).  Higher scores for positive religious coping indicated increased use of such coping, 

while higher scores for negative religious coping suggested reliance on more negative strategies. 

Pargament et al. (1998) reported that they began with 34 items subjected to exploratory 

factor analysis. A two-factor solution was found that accounted for 33% of the variance and 

differentiated between positive and negative religious coping retaining items with high factor 

loadings on one factor and low factor loadings on the opposite factor. The researchers then 

placed the resulting 21 items within the longer RCOPE and using exploratory factor analysis 

were able to account for 38% of the variance. Seven items were chosen for each of the two 

factors (i.e., positive and negative religious coping) based on factor loadings, items from a 

variety of subscales, and need for economy. Confirmatory factor analysis was also conducted on 

these 14 items, producing a reasonable fit. Internal reliability coefficients ranged from .87 to .90 

for the positive scale and .69 to .81 for the negative scale. 

 Social support. The Multidimentional Scale of Perceived Social Support (MSPSS), 

developed by Zimet, Dahlem, Zimet, and Farley (1988), was used to explore the caregiver’s 

perceived social support from family, friends, and significant others. With 12 items, the scale 

employs a 5-point Likert scale from very strongly disagree (1) to very strongly agree (5). Higher 

scores indicated more perceived social support. Statements included responses to items 

concerned with obtaining emotional support from family, having a special person to share both 

positives and negatives with, and being able to talk with friends about problems (Dahlem, Zimet, 

& Walker, 1991; Levin, 2000). Higher scores indicate higher levels of social support. 
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 The internal consistency reliability coefficient for the measure is .88. For the significant 

other, family, and friend subscales, the reliability coefficients were .91, .87, and .85, 

respectively. With a 2- to 3-month interval, the test retest was .85 for the measure, .72 for the 

significant other subscale, .85 for the family subscale, and .75 for the friends subscale. The 

MSPSS was found to correlate negatively with depression and anxiety producing evidence of 

construct validity (Zimet et al., 1988; Levin, 2000). 

Outcome Variables 

Caregiver burden. The short version of the Zarit Burden Interview (ZBI; Bedard et al., 

2001) consists of 12 items addressing aspects of caregiver burden (e.g., not enough time for self, 

health has suffered, negative affect upon relationships). A 4-point Likert scale ranging from 

never (0) to nearly always (4) is used. The 22 items for the original ZBI (Zarit, Orr, & Zarit, 

1985) were factor analyzed under six conditions based on a combination of assessment (i.e., 

baseline, follow-up, change) and diagnosis (i.e., Alzheimer’s disease, others). The short version 

items were chosen based on the highest factor loading and high item-total correlations from all 

six conditions. Depending on the combination of diagnosis and time, correlations between the 

full and short versions ranged from .92 to .97. Internal consistency for the short version was high 

(Cronbach’s alpha = .88) with an alpha of .89 for the personal strain factor and .77 for the role 

strain factor. Higher scores indicated higher burden. 

 Depression. The Geriatric Depression Scale-Short Form (GDS-SF; Sheikh & Yesavage, 

1986) was included as a measurement of depression. The measure consists of 15 items in a yes or 

no format, with 10 items indicating the presence of depression when answered positively and the 

other five indicating depression when answered negatively. Questions included experiences of 

depressive symptoms such as satisfaction with life, feelings of worthlessness, and lack of energy. 
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The short form was shown to successfully differentiate depressed from non-depressed 

participants. Higher scores suggested more depressive symptoms. 

 Quality of life. The Medical Outcomes Study 36-Item Short Form Health Survey (SF-36; 

Frytak, 2000; McHorney, 1996; Ware & Sherbourne, 1992) was included as a measure of quality 

of life. The measure consists of an overall health status from the past year, as well as eight health 

concepts for which participants are asked to consider how they felt in the past 4 weeks: physical 

functioning, role limitations due to physical problems, social functioning, bodily pain, general 

mental health, role limitations due to emotional problems, vitality, and general health 

perceptions. These eight concepts are then divided into a physical and a mental component for 

scoring purposes. For the eight scales, internal consistency reliability coefficients exceed .75, 

with most exceeding .80. Higher scores indicated better physical or mental health. The measure 

has been shown to be associated with longer health surveys (e.g., Sickness Impact Profile) and is 

capable of discriminating between types and levels of disease. For this study, good internal 

consistency reliability was found for the physical component (alpha = .92), as well as the mental 

component (alpha = .90). 

Caregiver strain. The Modified Caregiver Strain Index (MCSI; Thornton & Travis, 2003) 

is a 13-item measure of both subjective and objective caregiver strain. Statements revolved 

around strain due to such concerns as sleep being disturbed, family adjustments, and emotional 

adjustments. Higher scores suggested higher levels of strain. The original Caregiver Strain Index 

(CSI; Robinson, 1983) identified three strain dimensions (i.e., perception of caregiving, care-

recipient characteristics, and emotional status) and reported good internal consistency reliability 

(alpha = .86). Rubio, Berg-Weger, and Tebb (1999) conducted an exploratory factor analysis of 
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the original version and found three similar factors, labeling them inconvenience, adjustment, 

and upsetting behavior. 

Thornton and Travis (2003) eliminated the dichotomous format of the CSI, adding a 

middle response of sometimes. The original CSI was intended for use in personal interviews, so 

Thornton and Travis also provided more examples of each listed strain to improve the CSI’s 

utility as a self-report measure. The internal reliability coefficient for the MCSI was .90, and test 

retest with a two-week interval yielded a reliability coefficient of .88. 

Procedure 

 Specific versions of the survey were developed so that the wording of measures 

completed by all participants was made specific to each group. To ensure consistency throughout 

the survey for parents and grandparents who might be caring for multiple children or 

grandchildren, the directions asked both groups to consider their relationship with their oldest 

grandchild or child under 18 years of age throughout the survey. The only difference in measures 

administered to the caregiver samples concerned measures of the care recipient’s difficulties. 

Therefore, the OMFAQ was given to Alzheimer’s caregivers to examine activities of daily 

living, while the SDQ was given to parents and grandparents to assess a variety of behavioral 

and psychological difficulties experienced by children. Initially, a pilot study of 10 participants 

was conducted with some participants from each group of caregivers to investigate the length of 

time to complete the survey, as well as to refine the presentation of the measures (e.g., confusing 

directions, commonly expressed questions).  

 Initially, the Alzheimer’s caregiver group was restricted to caregivers whose loved one 

had not been institutionalized; however, extensive searches presented difficulties in ascertaining 

participants. Through discussions with participants, support group leaders, social workers, and 
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other agency personnel at nursing homes and caregiving organizations, it seemed that contacting 

caregivers prior to them receiving assistance from a facility was challenging due to their time 

constraints. It was decided to soften the criteria for participation to include caregivers whose 

loved one had been institutionalized for less than a month. This change allowed increased 

collaboration with some nursing homes; however, in the end, few participants were gained from 

this change. 

Another limitation to obtaining Alzheimer’s caregiver participants was an unexpected 

lack of cooperation from some local Alzheimer’s associations due to their recent poor 

experiences with other researchers. Additional support was gained from a colleague in south 

Texas, who ultimately provided five Alzheimer’s caregiver surveys for this study. Of the 65 total 

Alzheimer’s caregivers who participated, six reported having no children.  

There were 21 Alzheimer’s caregivers from King and Hayslip (2005) included in the 

current study. As will be discussed later, including these caregivers resulted in the need to 

analyze some aspects of the data differently due to differences in the measures completed by 

these 21 caregivers versus those recruited for the present study. The participants from King and 

Hayslip (2005) had not completed the following measures: boundary ambiguity, positive aspects 

of caregiving, work conflict, family conflict, religious coping, social support, depression, and 

quality of life (i.e., physical and mental health). 

To examine the nature of caregiving style, Pearson correlations were conducted to 

determine relationships between caregiving style dimensions as well as between caregiving 

styles with all three samples combined, as well as for each sample. Correlations between the 

caregiving and parenting styles and between caregiving styles, as well as their dimensions, and 

other caregiving measures were conducted to examine construct validity. To explore the unique 
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role caregiver styles play in predicting caregiver outcomes based on the caregiver stress and 

coping framework, hierarchical regressions were conducted to explore the impact of contextual, 

stressor, caregiving style dimension, and appraisal variables, along with possible mediation 

and/or moderation effects (see Cohen, Cohen, West, & Aiken, 2003; Frazier, Tix, & Barron, 

2004) on caregiver outcome measures. Finally, multivariate analyses of variance were run to 

investigate group differences in caregiving and parenting styles, as well as their dimensions. 

Scheffe post hoc tests were conducted when significant univariate effects were found. 



 

 55

CHAPTER 3 
 
 

RESULTS 

Elimination of Items for Analyses 

In preparation for data entry, it was noted that a significant number of participants had 

failed to respond and/or made written comments on several items that suggested these items were 

irrelevant to the caregivers. On the PPQ, the item concerned with awareness of the child’s 

problems at school was eliminated, as it appeared many parents had children younger than 

school age, making the question unrelated to the experiences of the majority of this sample. To 

maintain similarity among the samples, this item was subsequently dropped from the PPQ for the 

Alzheimer’s caregivers and parents. After eliminating this item, the PPQ consisted of 29 items 

and had an internal consistency reliability coefficient of .56. 

On the CSS, an item from the CG (caregiving) obligation dimension was eliminated: “I 

feel glad to have a second chance to get to know my relative better.” It appeared upon 

exploration of the comments of participants that this statement was perceived as irrelevant to 

parents and grandparents and, therefore, was dropped to maintain consistency of the CSS for 

comparisons across samples. Another item from the CG obligation dimension was also dropped 

to allow comparisons across the samples, as the original items developed by King and Hayslip 

(2005) applied only to Alzheimer’s caregivers (i.e., “My relative raised me or my spouse, and 

now, I want to repay him/her by caring for him/her”) and was then revised for the parent and 

grandparent versions while maintaining the focus on obligation: “I feel responsible for my 

child’s care,” and “I am caring for my grandchild because I feel responsible for my adult child’s 

problems,” respectively. The CSS at this point consisted of 51 items. With all three items 
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eliminated from the analyses, it was determined such changes were the best way of insuring 

comparisons across the samples were appropriate by conducting them upon identical measures.  

Internal Consistency of the Caregiving Style Scale (CSS) 

 Factor analysis was not an appropriate statistical option for determining the underlying 

structure of the CSS due to the sample size (N = 331) and the number of items. The items were, 

therefore, examined based on the findings from King and Hayslip (2005). This decision seemed 

suitable given the stated goal of determining the degree to which caregiving styles existed within 

the three homogenous groups of this study as constructed in King and Hayslip’s (2005) earlier 

study. Two items from the CG nonreasoning/punitive strategies dimension were deleted, as they 

negatively impacted the alpha coefficient level for the dimension. The deleted items were “I find 

it necessary to discipline my relative” and “I appear to be more concerned with my own feelings 

than with my relative’s feelings.” The final 49 items are presented in Table 3. Acceptable 

internal consistency reliabilities were then found for most CG dimensions, as well as caregiving 

styles, with all three samples combined (See Tables 4 and 5). Alpha coefficients ranged from .58 

to .86 for the caregiving style dimensions and from .59 to .88 for the caregiving styles. The final 

CSS was composed of 49 items with an alpha coefficient of .74. 

Intradimensional and Interdimensional Correlations of the CSS 

For the remainder of the results section, the findings will generally be discussed as they 

pertain to the caregiver groups in the following order: parents, grandparents, and Alzheimer’s 

caregivers. For parents, dimensions within the same caregiving style generally had significant 

positive correlations or no relationship, while the relationships among dimensions from differing 

caregiving styles tended to have significant negative relationships or no relationship to one 

another (see Table 6). As with the Alzheimer’s caregivers and the grandparents raising 
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grandchildren, the parent sample also in general revealed significant positive relationships 

between the authoritarian caregiving style dimensions and CG lack of follow through and 

negative significant relationships between the authoritative caregiving style dimensions and CG 

lack of follow through. As in the grandparent sample, all authoritative caregiving style 

dimensions revealed significant positive relationships with CG obligation, except for CG 

democratic participation. One significant negative correlation was found between CG obligation 

and CG verbal hostility, r = -.15, p < .05. 

Similar results were found within the grandparents raising grandchildren sample. Positive 

significant relationships for dimensions within the same caregiving style resulted (see Table 7). 

Intercorrelations among dimensions from different caregiving styles were either a significant 

negative relationship or no relationship. Relationships between the dimensions of the 

authoritative caregiving style tended to be significant positive correlations with the exception of 

CG democratic participation which had no relationship with those dimensions. Within the 

authoritarian caregiving style dimensions, there were significant positive correlations with CG 

lack of follow through: CG verbal hostility r = .38, p < .01; and CG nonreasoning/punitive 

strategies, r = .30, p < .01. Also seen in Table 7, grandparent caregivers were found to have 

generally positive correlations between CG obligation and the authoritative caregiving style 

dimensions with the exception being CG democratic participation, which was not significant.  

For the Alzheimer’s caregivers, the dimensions within the same caregiving style tended 

to be positively related as shown in Table 8. Within the dimensions comprising the authoritative 

caregiving style, all relationships were significant and positive. While all relationships among the 

authoritarian caregiving style dimensions were positive, only two were significant: (1) CG 

corporal punishment and CG nonreasoning/punitive strategies and (2) CG verbal hostility and 
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CG directiveness. Generally speaking, interdimensional correlations yielded either significant 

negative relationships or no relationships. All the authoritarian caregiving style dimensions had 

significant positive correlations with the CG lack of follow through dimension. However, with 

the exception of one dimension (CG reasoning/induction) of the authoritative caregiving style 

dimensions, all other dimensions within this style had significant negative associations with CG 

lack of follow through. The only significant relationship found for CG obligation was with CG 

warmth and involvement, r = .41, p < .01. 

Correlations between Caregiving Styles 

 For all samples, the authoritative caregiving style had a significant negative relationship 

to the authoritarian caregiving style (parents: r = -.36, p < .01; grandparents: r = -.32, p < .01; 

and Alzheimer’s caregivers: r = -.34, p < .01). A significant negative relationship between the 

authoritative and permissive caregiving styles was demonstrated by parents, r = -.22, p < .01, and 

grandparents, r = -.31, p < .01, but such a relationship was not found within the Alzheimer’s 

caregiver sample. All three samples were found to have a significant positive relationship 

between the authoritarian and permissive caregiving styles (parents: r = .44, p < .01; 

grandparents: r = .29, p < .01; and Alzheimer’s caregivers: r = .47, p < .01).  

When the relationship between the caregiving styles and CG obligation was examined, a 

significant positive relationship was found with the authoritative caregiving style (parents: r = 

.28, p < .01; grandparents: r = .51, p < .01; and Alzheimer’s caregivers: r = .26, p < .05). 

However, no significant relationship was found between the authoritarian caregiving style and 

CG obligation for any of the caregiver groups. 
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Construct Validity of the CSS 

Intercorrelations of Parenting and Caregiving Styles by Sample  

Intercorrelations of the PPQ’s parenting styles and the CSS’s caregiving styles were 

conducted to demonstrate the parallel nature of the measures. The correlations indicated that the 

caregiving styles of the CSS had significant positive correlations with the parallel parenting 

styles of the PPQ within the parent and grandparent samples. The authoritative parenting and 

caregiving styles for parents and grandparents had a significant positive relationship, r = .58, p < 

.01, and r = .55, p < .01, respectively. These same samples also yielded a significant positive 

relationship between authoritarian parenting and caregiving styles, r = .64, p < .01, and r = .27, p 

< 05, respectively. There was also a significant positive relationship found within the parent and 

grandparent samples between permissive parenting and caregiving styles, r = .57, p < .01, and r 

= .35, p < .01, respectively.  However, no such parallel associations were found within the 

Alzheimer’s caregiver sample, except with regard to permissive parenting and caregiving styles, 

r = .29, p < .05. 

 Generally, significant negative relationships were found among caregiving and parenting 

styles that were not parallel or characterized by dissimilar beliefs and behaviors. Results from the 

parent and grandparent samples indicated significant negative relationships between the 

authoritative caregiving style and the authoritarian parenting style, r = -.23, p < .01, and r = -.26, 

p < .05, respectively. Similarly within these two samples, the authoritarian caregiving style and 

the authoritative parenting style were found to have significant negative relationships, r = -.24, p 

< .01, and r = -.31, p < .01, respectively. All similar comparisons within the Alzheimer’s 

caregiver sample were not significant. The permissive caregiving style within the parents and 

grandparents had a significant negative relationship with the authoritative parenting style, r = -
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.27, p < .01, and r = -.30, p < .01, respectively. However, a significant positive relationship was 

found between the permissive caregiving style and the authoritarian parenting style for parents 

and Alzheimer’s caregivers, r = .39, p < .01, and r = .28, p < .05, respectively. 

 Relationship of the caregiving and parenting styles to CG obligation varied by sample. 

Significant positive correlations were found between CG obligation and the authoritative 

caregiving style in all samples: parents, r = .28, p < .01; grandparents, r = .51, p < .01; and 

Alzheimer’s caregivers, r = .26, p < .05. None of the caregiver groups demonstrated relationships 

between CG obligation and the authoritarian caregiving style. Similarly, CG obligation had a 

significant positive relationship with the authoritative parenting style for parents, r = .17, p < .05.   

Relationship of Caregiving Style Dimensions to Other Measures  

Parents. Parents, as seen in Table 9, were found with positive correlations between the 

dimensions of the authoritative caregiving style and caregiving satisfaction factor of caregiver 

appraisal, caregiver mastery, social support, and positive religious coping. CG warmth and 

involvement and CG good natured/easy going were also positively related to positive aspects of 

caregiving. On the other hand, the dimensions of the authoritative caregiving style were 

generally negatively correlated with caregiver burden. CG warmth and involvement was 

negatively associated with strengths and difficulties of the child, boundary ambiguity, caregiver 

strain, the subjective burden and the impact factors of caregiver appraisal, family conflict, 

depression, and negative religious coping. Significant relationships with CG democratic 

participation included a negative correlation with mental health and a positive correlation with 

depression. CG good natured/easy going was negatively related to the strengths and difficulties 

of the child, as well as to caregiver strain and family conflict. CG reasoning/induction was 



 

 61

negatively correlated with the impact factor of caregiver appraisal, family conflict, boundary 

ambiguity, and negative religious coping.  

The authoritarian caregiving style dimensions for the parents were generally positively 

correlated with work conflict, boundary ambiguity, negative religious coping, and caregiver 

burden but negatively related to caregiver mastery. Positive relationships were found between 

CG verbal hostility and the following caregiving measures: family conflict, the subjective burden 

and impact factors of caregiver appraisal, the strengths and difficulties of the child, depression, 

and caregiver strain. However, CG verbal hostility was negatively associated with the caregiving 

satisfaction factor of caregiver appraisal, physical health, mental health, and social support. 

Family conflict, the subjective burden and impact factors of caregiver appraisal, and caregiver 

strain were positively related to CG corporal punishment. CG nonreasoning/punitive strategies 

was positively correlated with the strengths and difficulties of the child but negatively associated 

with social support. 

Life disruptions, the strengths and difficulties of the child, caregiver burden, caregiver 

strain, negative religious coping, work conflict, family conflict, depression, boundary ambiguity,  

and the subjective burden and impact factors of caregiver appraisal were positively related to CG 

lack of follow through, the dimension comprising permissive caregiving style. This dimension 

was negatively associated with mental health, social support, mastery, and positive religious 

coping. CG obligation, however, was positively correlated with the caregiving satisfaction factor 

of caregiver appraisal, positive aspects of caregiving, and positive religious coping. As in the 

other two samples, the caregiving style dimensions had few relationships to age or education. 

Grandparents. As seen in Table 10, the grandparents sample yielded similar correlations. 

The authoritative caregiving style dimensions had positive relationships with the caregiver 
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satisfaction factor of caregiver appraisal. Positive associations were also found between CG good 

natured/easy going and the following measures: positive aspects of caregiving and mental health. 

CG reasoning/induction and family conflict also demonstrated a positive correlation. However, 

negative correlations were found between CG good natured/easy going and the following 

measures: strengths and difficulties of the grandchild and the subjective burden and impact of 

caregiving factors of caregiver appraisal. CG warmth and involvement also had a negative 

correlation with strengths and difficulties of the grandchild, as well as to the impact of caregiving 

factor of caregiver appraisal.  

The authoritarian caregiving style dimensions had a positive relationship to family 

conflict and a negative relationship to the caregiving satisfaction factor of caregiver appraisal. 

CG verbal hostility, a dimension of the authoritarian caregiving style, was positively correlated 

with strengths and difficulties of the grandchild, boundary ambiguity, caregiver burden, 

caregiver strain, subjective burden and impact of caregiving factors of caregiver appraisal, and 

depression but was negatively correlated with positive aspects of caregiving, mastery, mental 

health, and social support. CG corporal punishment was positively related to life disruption, the 

impact of caregiving factor of caregiver appraisal, and work conflict. While CG directiveness 

was positively correlated with work conflict, it was negatively correlated with social support. 

The only significant association with CG nonreasoning/punitive strategies was a positive 

correlation with boundary ambiguity. 

The CG lack of follow through dimension of permissive caregiving style had negative 

associations with mastery and mental health. CG obligation was positively associated with the 

caregiving satisfaction factor of caregiver appraisal and positive religious coping. Few 
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significant relationships were found between the dimensions and age for this sample and 

education had no significant relationships. 

Alzheimer’s caregivers. Correlations with other caregiving measures and the dimensions 

of the CSS are presented in Table 11 for Alzheimer’s caregivers. Caregiving satisfaction factor 

of caregiver appraisal and social support related positively to authoritative caregiving style 

dimensions. Negative relationships were found between the CG good natured/easy going 

dimension of the authoritative caregiving style and the following measures: the subjective burden 

factor of caregiving appraisal, the impact of caregiving factor of caregiving appraisal, caregiver 

burden, and life disruption. CG good natured/easy going had a positive relationship to mastery. 

The CG warmth and involvement dimension of the authoritative caregiving style similarly had a 

negative relationship to caregiver burden but also to activities of daily living.  

One dimension of the authoritarian caregiving style with significant correlations within 

the Alzheimer’s caregiver sample to other measures was CG verbal hostility, which related 

positively to caregiver burden and the subjective burden and impact factors of caregiver 

appraisal but negatively to the caregiver satisfaction factor of caregiver appraisal, positive 

aspects of caregiving, mastery, and positive religious coping. The only other dimension within 

this caregiving style with a significant relationship was CG corporal punishment, which had a 

positive relationship to boundary ambiguity. 

Caregiver burden, caregiver strain, boundary ambiguity, and subjective burden factor of 

caregiver appraisal correlated positively with CG lack of follow through, which comprised the 

permissive caregiving style. The only significant associations involving CG obligation were 

positive correlations to caregiver strain and boundary ambiguity, as well as a negative 

relationship to activities of daily living. For the Alzheimer’s caregivers, there were no significant 
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relationships between the caregiving style dimensions and mental health, physical health, work 

conflict, family conflict, depression, negative religious coping, age, or education.  

Relationship of Caregiving Styles to Other Measures 

Parents. The authoritative caregiving style had significant positive relationships with 

caregiver mastery, the caregiving satisfaction factor of caregiver appraisal, positive aspects of 

caregiving, social support, and positive religious coping but significant negative relationships 

with caregiver burden, strain, the negative impact factor of caregiver appraisal, and family 

conflict (see Table 12). On the other hand, the authoritarian and permissive caregiving styles had 

significant positive relationships with the strengths and difficulties of the child, caregiver burden, 

caregiver strain, negative religious coping, work conflict, family conflict, depression, and 

boundary ambiguity. However, they demonstrated significant negative associations with 

caregiver mastery, social support, and mental health. Significant positive relationships were also 

found between permissive caregiving style and the following measures: life disruption and 

negative impact factor of caregiver appraisal. 

Grandparents. For the grandparent sample (see Table 12), the only significant positive 

relationship to authoritative caregiving style was the caregiving satisfaction factor of caregiver 

appraisal, and there were no significant negative relationships between this caregiving style and 

the other measures. The authoritarian caregiving style yielded significant positive relationships 

with the strengths and difficulties of the grandchild, caregiver burden, caregiver strain, the 

subjective burden factor of caregiver appraisal, the negative impact factor of caregiver appraisal, 

work conflict, family conflict, depression, and boundary ambiguity. However, significant 

negative associations were found between the authoritarian caregiving style and the following 

measures: caregiver mastery, caregiving satisfaction factor of caregiver appraisal, positive 
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aspects of caregiving, and social support. The only significant relationships with permissive 

caregiving style were negative correlations with caregiver mastery and mental health. 

Alzheimer’s caregivers. As presented in Table 12, significant positive correlations for the 

Alzheimer’s caregivers were found between authoritative caregiving style and caregiving 

satisfaction factor of caregiver appraisal and social support, while a negative relationship with 

this caregiving style was noted with caregiver burden. The authoritarian and permissive 

caregiving styles yielded significant positive relationships with caregiver burden and the 

subjective burden factor of caregiver appraisal. Caregiver strain and boundary ambiguity 

demonstrated significant positive correlations with permissive caregiving style. A significant 

negative association was also noted between authoritarian caregiving style and the caregiving 

satisfaction factor of caregiver appraisal. 

 Relationship of Caregiving Styles to Other Measures – All Samples Combined  

 As seen in Table 13 of the combined samples, the authoritative caregiving style had 

significant positive relationships with caregiver mastery, the caregiving satisfaction factor of 

caregiver appraisal, positive aspects of caregiving, and social support. For this caregiver style, 

significant negative relationships were found with caregiver burden, the subjective burden factor 

of caregiver appraisal, the negative impact factor of caregiver appraisal, and boundary 

ambiguity. 

 For the authoritarian and permissive caregiving styles, significant positive associations 

were seen with caregiver burden, the negative impact factor of caregiver appraisal, negative 

religious coping, work conflict, family conflict, and boundary ambiguity. Both of these styles 

yielded significant negative correlations with caregiver mastery and social support.  
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 CG obligation demonstrated significant positive relationships with caregiver mastery, the 

caregiving satisfaction factor of caregiver appraisal, positive aspects of caregiving, social 

support, and positive religious coping. A significant negative correlation with CG obligation was 

found for the negative impact factor of caregiver appraisal. Age had significant negative 

correlations with CG obligation and authoritarian caregiving style, while education had no 

significant relationships in this combined sample of caregivers. 

Regression Analyses with Parenting Style as a Contextual Variable 

 To explore the role of caregiver styles in predicting caregiver outcomes in light of the 

conceptual framework proposed by Gatz et al. (1990) in 3 groups of caregivers (parents, 

grandparents, Alzheimer’s caregivers), stepwise hierarchical linear regression analysis was 

utilized, where numerous variables were used as predictors, entered in the following order: (1) 

age of caregiver, years of education, employment status, parenting styles, and number of hours 

spent caregiving per week; (2) difficulties of the person being cared for (i.e., ADL or SDQ), life 

disruption, and the impact factor of caregiver appraisal; (3) CSS dimensions (e.g., CG warmth 

and involvement, CG reasoning/induction); (4) caregiver mastery, boundary ambiguity, 

subjective burden factor of caregiver appraisal, caregiving satisfaction factor of caregiver 

appraisal, positive aspects of caregiving, work conflict, and family conflict; and (5) positive 

religious coping, negative religious coping, and social support.  

Several regression analyses were conducted utilizing different psychosocial adjustment 

measures (i.e., caregiver burden, depression, mental health, physical health, caregiver strain) as 

dependent variables with the above predictors. These regression analyses were conducted for 

each caregiver sample as reported below. The only variation in the predictors used in the 

following analyses was in the measure used for difficulties of the person being cared for with the 
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Alzheimer’s caregivers responding to an ADL measure and the parents and grandparents 

responding to the SDQ, which is specific to children. The results found in Tables 14, 16, and 18 

utilized this regression analysis. 

Parents 

Caregiver burden. The stepwise hierarchical linear regression analyses were conducted 

first with the parent sample. Utilizing caregiver burden as the dependent variable, the overall 

model was significant in terms of predicting caregiver burden of parents, F(12, 153) = 38.56, p < 

.01. As represented in Table 14, elimination of statistically non-significant predictors resulted in 

PPQ permissive parenting style, PPQ authoritarian parenting style, PPQ authoritative parenting 

style, age of the caregiver, the impact factor of caregiver appraisal, life disruption, CG verbal 

hostility, CG lack of follow through, CG corporal punishment, burden factor of caregiver 

appraisal, boundary ambiguity, and positive aspects of caregiving being the predictors of 

caregiver burden for parents, each accounting for variance in caregiver burden scores.  

These predictors accounted for 73% of the common variance found in caregiver burden 

scores among parent caregivers. Regression findings indicated that parents who reported more 

behaviors similar to PPQ permissive and PPQ authoritarian parenting styles, who indicated less 

behaviors congruent with PPQ authoritative parenting style, who were younger, who related 

more negative impact from caregiving, who experienced more life disruption, who indicated 

more behaviors associated with CG verbal hostility and CG corporal punishment, who related 

less behaviors characteristic of CG lack of follow through, who experienced more subjective 

burden as a result of caregiving, who noted more boundary ambiguity, and who indicated less 

positive aspects to caregiving reported experiencing higher levels of caregiver burden. 
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Depression. When depression was entered as the dependent variable, the overall model 

was significant in terms of predicting depression for parents, F(8, 156) = 17.57, p < .01. 

Elimination of statistically non-significant predictors resulted in PPQ authoritarian, the impact 

factor of caregiver appraisal, SDQ, CG democratic participation, boundary ambiguity, caregiver 

mastery, family conflict, and social support being the predictors of depression for parents, each 

accounting for variance in depression scores (see Table 14).  

These predictors accounted for 45% of the common variance found in depression scores 

among parent caregivers. Regression findings indicated that parents who indicated more 

behaviors characteristic of PPQ authoritarian parenting style; who related less negative impact 

from caregiving; who had children with more emotion, concentration, behavioral, and/or 

relationship difficulties; who reported more behaviors congruent with CG democratic 

participation; who experienced more boundary ambiguity, who felt less caregiver mastery; who 

related more family conflict; and who indicated less social support reported more depressive 

symptoms. 

Mental health. With mental health as measured by the SF-36 as the dependent variable, 

the overall model was significant in terms of predicting mental health of parents, F(8, 154) = 

21.86, p < .01. As represented in Table 14, elimination of statistically non-significant predictors 

resulted in PPQ permissive parenting style, PPQ authoritarian parenting style, life disruption, the 

impact factor of caregiver appraisal, CG democratic participation, caregiver mastery, boundary 

ambiguity, and social support being the predictors of mental health for parents, each accounting 

for variance in mental health scores on the SF-36.  

These predictors accounted for 51% of the common variance found in mental health 

scores among parent caregivers. Regression findings indicated that parents who indicated more 



 

 69

behaviors characteristic of PPQ permissive parenting style, who related less behaviors congruent 

with PPQ authoritarian parenting style, who indicated less life disruption, who reported less 

negative impact from caregiving, who related less CG democratic participation, who felt more 

caregiver mastery, who experienced less boundary ambiguity, and who received more social 

support reported better mental health. 

Physical health. When the dependent variable was physical health as measured by the 

SF-36, the overall model was significant in terms of predicting physical health of parents, F(3, 

150) = 9.41, p < .01. Elimination of statistically non-significant predictors resulted in the impact 

factor of caregiver appraisal, SDQ, and boundary ambiguity being the predictors of physical 

health for parents, each accounting for variance in physical health scores on the SF-36 (see Table 

14).  

These predictors accounted for 14% of the common variance found in physical health 

scores among parent caregivers. Regression findings indicated that parents who indicated less 

negative impact from caregiving; who reported that their child had fewer emotional, 

concentration, behavioral, and/or relationship difficulties; and who related less boundary 

ambiguity reported being in better physical health. 

Caregiver strain. With caregiver strain as the dependent variable in the regression 

analysis, the overall model was significant in terms of predicting strain of parents, F(8, 157) = 

20.78, p < .01. As seen in Table 14, elimination of statistically non-significant predictors resulted 

in PPQ permissive parenting style, PPQ authoritarian parenting style, PPQ authoritative 

parenting style, life disruption, the impact factor of caregiver appraisal, CG corporal punishment, 

work conflict, and family conflict being the predictors of caregiver strain for parents, each 

accounting for variance in strain scores.  
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These predictors accounted for 49% of the common variance found in strain scores 

among parent caregivers. Regression findings indicated that parents who related more behaviors 

associated with PPQ permissive and authoritarian parenting styles, who indicated less behaviors 

associated with PPQ authoritative parenting style, who experienced more life disruption, who 

reported more negative impact from caregiving, who engaged in more behaviors characteristic of 

CG corporal punishment, and who indicated more work and family conflict reported more 

caregiver strain. 

Grandparents Raising Grandchildren 

Caregiver burden. The same stepwise hierarchical linear regression analyses were 

conducted with the grandparents raising grandchildren sample. The results of the regression with 

caregiver burden as the dependent variable indicated that the overall model was significant in 

terms of predicting caregiver burden of grandparent caregivers, F(8, 63) = 31.78, p < .01. As 

represented in Table 16, elimination of statistically non-significant predictors resulted in 

education, life disruption, the impact factor of caregiver appraisal, SDQ, CG 

reasoning/induction, caregiver mastery, the burden factor of caregiver appraisal, and boundary 

ambiguity being the predictors of caregiver burden for grandparents raising grandchildren, each 

accounting for variance in caregiver burden scores.  

These predictors accounted for 78% of the common variance found in caregiver burden 

scores among grandparent caregivers. Regression findings indicated that grandparents who were 

more educated; who had experienced more life disruption; who had been more negatively 

impacted by caregiving; who had a grandchild with more emotion, concentration, behavior, 

and/or relationship problems; who engaged in more behaviors characteristic of CG 

reasoning/induction; who felt lower levels of caregiver mastery; who experienced more 
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subjective burden; and who experienced more boundary ambiguity reported their caregiver 

burden to be higher.  

Depression. With depression as the dependent variable in the regression analysis, the 

overall model was significant in terms of predicting depression for the grandparent sample, F(6, 

65) = 17.00, p < .01. As seen in Table 16, elimination of statistically non-significant predictors 

resulted in PPQ permissive parenting style, life disruption, CG reasoning/induction, caregiver 

mastery, negative religious coping, and social support being the predictors of depression for 

grandparents raising grandchildren, each accounting for variance in depression scores.  

These predictors accounted for 58% of the common variance found in depression scores 

among grandparent participants. Regression findings indicated that grandparents who related 

more behaviors similar to PPQ permissive parenting style, who reported more life disruption, 

who indicated more behaviors characteristics congruent with CG reasoning/induction, who 

perceived less caregiver mastery, who indicated more negative religious coping, and who 

reported less social support demonstrated more depressive symptoms. 

Mental health. When mental health as measured by the SF-36 was the dependent 

variable, the overall model was significant in terms of predicting the mental health of the 

grandparents, F(2, 69) = 31.09, p < .01. Elimination of statistically non-significant predictors 

resulted in life disruption and caregiver mastery being the predictors of mental health for 

grandparents raising grandchildren, each accounting for variance in SF-36 mental health scores 

(see Table 16).  

These predictors accounted for 46% of the common variance found in mental health 

scores among grandparent caregivers. Regression findings indicated that grandparents who 

indicated less life disruption and who felt more caregiver mastery reported better mental health. 
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Physical health. Another regression analysis was run where physical health as measured 

by the SF-36 was the dependent variable. For SF-36 physical health, the overall model was 

significant in terms of predicting the physical health of the grandparents, F(4, 60) = 10.86, p < 

.01. As seen in Table 16, elimination of statistically non-significant predictors resulted in 

employment status, life disruption, CG corporal punishment, and work conflict being the 

predictors of physical health for grandparents raising grandchildren, each accounting for variance 

in SF-36 physical health scores.  

These predictors accounted for 38% of the common variance found in physical health 

scores among grandparent caregivers. Regression findings indicated that grandparents who were 

employed, who had experienced less life disruption, who reported more behaviors congruent 

with CG corporal punishment, and who had less work conflict reported their physical health to 

be better. 

Caregiver strain. When caregiver strain was the dependent variable, the overall model 

was significant in terms of predicting the strain of the grandparents, F(4, 67) = 21.66, p < .01. 

Elimination of statistically non-significant predictors resulted in life disruption, SDQ, CG good 

natured/easy going, and subjective burden factor of caregiver appraisal being the predictors of 

caregiver strain for grandparents raising grandchildren, each accounting for variance in strain 

scores (see Table 16).  

These predictors accounted for 54% of the common variance found in caregiver strain 

scores among grandparent caregivers. Regression findings indicated that grandparents who 

experienced greater life disruption; who cared for a grandchild with more emotional, 

concentration, behavioral, and/or relationship difficulties; who engaged in more behaviors 
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congruent with CG good natured/easy going; and who related more subjective burden from 

caregiving reported more caregiver strain. 

Alzheimer’s Caregivers 

Caregiver burden. Finally, these regression analyses were conducted with the 

Alzheimer’s caregivers. With caregiver burden as the dependent variable, the overall model was 

significant in terms of predicting caregiver burden of Alzheimer’s caregivers, F(4, 30) = 32.37, p 

< .01. As represented in Table 18, elimination of statistically non-significant predictors resulted 

in education, the impact factor of caregiver appraisal, life disruption, and CG lack of follow 

through being the predictors of caregiver burden for Alzheimer’s caregivers, each accounting for 

variance in caregiver burden scores.  

These predictors accounted for 79% of the common variance found in caregiver burden 

scores among Alzheimer’s caregivers. Regression findings indicated that Alzheimer’s caregivers 

who were more educated, who experienced more negative impact from caregiving, who reported 

more life disruption, and who related more behaviors congruent with CG lack of follow through 

reported more caregiver burden. 

Depression. Employing depression as the dependent variable in the regression analysis, 

the overall model was significant in terms of predicting depression of Alzheimer’s caregivers, 

F(3, 31) = 10.33, p < .01. Elimination of statistically non-significant predictors resulted in 

employment status, life disruption, and boundary ambiguity being the predictors of depression 

for Alzheimer’s caregivers, each accounting for variance in depression scores (see Table 18).  

These predictors accounted for 45% of the common variance found in depression scores 

among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers who 
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were employed, who experienced more life disruption, and who indicated higher levels of 

boundary ambiguity reported more depressive symptoms. 

Mental health. When the dependent variable in the regression analysis was mental health 

as measured by the SF-36, the overall model was significant in terms of predicting mental health 

of Alzheimer’s caregivers, F(2, 30) = 23.44, p < .01. Elimination of statistically non-significant 

predictors resulted in life disruption and boundary ambiguity being the predictors of mental 

health for Alzheimer’s caregivers, each accounting for variance in mental health scores on the 

SF-36 (see Table 18).  

These predictors accounted for 58% of the common variance found in mental health 

scores among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers 

who indicated less life disruption and who experienced less boundary ambiguity reported better 

mental health. 

Physical health. With physical health as measured by the SF-36 as the dependent variable 

in the regression analysis, the overall model was significant in terms of predicting physical 

health of Alzheimer’s caregivers, F(3, 28) = 8.09, p < .01. As seen in Table 18, elimination of 

statistically non-significant predictors resulted in the number of hours spent caregiving a week, 

the PPQ authoritative parenting style, and ADL being the predictors of physical health for 

Alzheimer’s caregivers, each accounting for variance in physical health scores.  

These predictors accounted for 41% of the common variance found in physical health 

scores among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers 

who provided care fewer hours during the week, who related less behaviors characteristic of PPQ 

authoritative parenting style, and who indicated caring for someone who needed less help with 

ADLs and was functioning more independently reported better physical health. 
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Caregiver strain. When caregiver strain was the dependent variable in the regression 

analysis, the overall model was significant in terms of predicting strain for Alzheimer’s 

caregivers, F(9, 25) = 28.72, p < .01. Elimination of statistically non-significant predictors 

resulted in PPQ authoritative parenting style, education, life disruption, ADL, the impact factor 

of caregiver appraisal, CG corporal punishment, CG warmth and involvement, positive aspects 

of caregiving, and work conflict being the predictors of caregiver strain for Alzheimer’s 

caregivers, each accounting for variance in strain scores (see Table 18).  

These predictors accounted for 88% of the common variance found in caregiver strain 

scores among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers 

who reported more behaviors congruent with PPQ authoritative parenting style, who had more 

education, who experienced more life disruption, who indicated that their relative needed more 

help with ADLs, who related more negative impact from caregiving, who related more behaviors 

associated with CG corporal punishment, who indicated more behaviors characteristic of CG 

warmth and involvement, who experienced more positive aspects of caregiving, and who 

indicated more work conflict reported more caregiver strain. 

Regression Analyses Without Parenting Style as a Contextual Variable 

 Due to significant intercorrelations among the PPQ parenting styles and the CSS 

caregiving styles, another set of stepwise hierarchical regression analyses were conducted 

without the PPQ parenting styles as predictors to better ascertain the role of the caregiving style 

dimensions within the working framework. Predicting psychosocial adjustment in the same 3 

groups of caregivers, stepwise hierarchical linear regression analysis was utilized, where 

numerous variables were used as predictors, entered in the following order: (1) age of caregiver, 

years of education, employment status, and number of hours spent caregiving per week; (2) 
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difficulties of the person being cared for (i.e., ADL or SDQ), life disruption, and the impact 

factor of caregiver appraisal; (3) CSS dimensions (e.g., CG warmth and involvement, CG 

reasoning/induction); (4) caregiver mastery, boundary ambiguity, subjective burden factor of 

caregiver appraisal, caregiving satisfaction factor of caregiver appraisal, positive aspects of 

caregiving, work conflict, and family conflict; and (5) positive religious coping, negative 

religious coping, and social support. 

Several regression analyses were conducted utilizing different psychosocial adjustment 

measures (i.e., caregiver burden, depression, mental health, physical health, caregiver strain) as 

dependent variables with the above predictors. These regression analyses were conducted for 

each caregiver sample as reported below. Again, the only variation in the predictors used in the 

following analyses was in the measure used for difficulties of the person being cared for with the 

Alzheimer’s caregivers responding to an ADL measure and the parents and grandparents 

responding to the SDQ, which is specific to children. Tables 15, 17, and 19 represent the results 

from these regression analyses. 

Parents 

Caregiver burden. First, the stepwise hierarchical linear regression analyses were 

conducted with the parent sample. Utilizing caregiver burden as the dependent variable, the 

overall model was significant in terms of predicting caregiver burden of parents, F(9, 156) = 

47.27, p < .01. As represented in Table 15, elimination of statistically non-significant predictors 

resulted in age of the caregiver, the impact factor of caregiver appraisal, life disruption, SDQ, 

CG verbal hostility, CG corporal punishment, burden factor of caregiver appraisal, boundary 

ambiguity, and positive aspects of caregiving being the predictors of caregiver burden for 

parents, each accounting for variance in caregiver burden scores.  



 

 77

These predictors accounted for 72% of the common variance found in caregiver burden 

scores among parent caregivers. Regression findings indicated that parents who were younger; 

who related more negative impact from caregiving, who experienced more life disruption; who 

reported that their child experienced more emotional, concentration, behavioral, and/or 

relationship difficulties; who indicated more behaviors associated with CG verbal hostility and 

CG corporal punishment; who experienced more subjective burden as a result of caregiving; who 

noted more boundary ambiguity; and who indicated less positive aspects to caregiving reported 

experiencing higher levels of caregiver burden. As seen here, the predictors shifted slightly when 

parenting styles were dropped from the list of predictors.  

Depression. When depression was entered as the dependent variable, the overall model 

was significant in terms of predicting depression for parents, F(7, 157) = 19.41, p < .01. 

Elimination of statistically non-significant predictors resulted in the impact factor of caregiver 

appraisal, SDQ, CG verbal hostility, boundary ambiguity, caregiver mastery, family conflict, and 

social support being the predictors of depression for parents, each accounting for variance in 

depression scores (see Table 15).  

These predictors accounted for 44% of the common variance found in depression scores 

among parent caregivers. Regression findings indicated that parents who related less negative 

impact from caregiving; who had children with more emotion, concentration, behavioral, and/or 

relationship difficulties; who reported less behaviors congruent with CG verbal hostility; who 

experienced more boundary ambiguity, who felt less caregiver mastery; who related more family 

conflict; and who indicated less social support reported more depressive symptoms. Thus, when 

parenting styles were dropped from the regression analysis, there were changes in the predictors 

for depression in parents. 
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Mental health. With mental health as measured by the SF-36 as the dependent variable, 

the overall model was significant in terms of predicting mental health of parents, F(8, 154) = 

20.72, p < .01. As represented in Table 15, elimination of statistically non-significant predictors 

resulted in life disruption, the impact factor of caregiver appraisal, SDQ, CG democratic 

participation, CG verbal hostility, caregiver mastery, boundary ambiguity, and social support 

being the predictors of mental health for parents, each accounting for variance in mental health 

scores on the SF-36.  

These predictors accounted for 49% of the common variance found in mental health 

scores among parent caregivers. Regression findings indicated that parents who indicated less 

life disruption; who reported less negative impact from caregiving; who indicated fewer 

emotional, concentration, behavioral, and/or relationship difficulties for their children; who 

related fewer behaviors congruent with CG democratic participation; who reported more 

behaviors characteristic of CG verbal hostility; who felt more caregiver mastery; who 

experienced less boundary ambiguity; and who received more social support reported better 

mental health. Comparing these results to those found when parenting styles were included in the 

regression, there were some differences in the predictors for mental health among parents. 

Physical health. When the dependent variable was physical health as measured by the 

SF-36, the overall model was significant in terms of predicting physical health of parents, F(3, 

150) = 9.41, p < .01. As shown in Table 15, elimination of statistically non-significant predictors 

resulted in the impact factor of caregiver appraisal, SDQ, and boundary ambiguity being the 

predictors of physical health for parents, each accounting for variance in physical health scores 

on the SF-36.  
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These predictors accounted for 14% of the common variance found in physical health 

scores among parent caregivers. Regression findings indicated that parents who indicated less 

negative impact from caregiving; who reported that their child had fewer emotional, 

concentration, behavioral, and/or relationship difficulties; and who related less boundary 

ambiguity reported being in better physical health. There was no variation in the results found 

with and without parenting styles as predictors. 

Caregiver strain. With caregiver strain as the dependent variable in the regression 

analysis, the overall model was significant in terms of predicting strain of parents, F(7, 158) = 

23.20, p < .01. Elimination of statistically non-significant predictors resulted in the impact factor 

of caregiver appraisal, life disruption, SDQ, CG lack of follow through, CG corporal 

punishment, work conflict, and family conflict being the predictors of caregiver strain for 

parents, each accounting for variance in strain scores (see Table 15).  

These predictors accounted for 49% of the common variance found in strain scores 

among parent caregivers. Regression findings indicated that parents who reported more negative 

impact from caregiving; who experienced more life disruption; who related that their child had 

more emotional, concentration, behavioral, and/or relationship difficulties; who engaged in more 

behaviors characteristic of CG lack of follow through and CG corporal punishment, and who 

indicated more work and family conflict reported more caregiver strain. Therefore, when 

parenting styles were eliminated from the regression analysis, the predictors for caregiver strain 

seen in parents altered. 

Grandparents Raising Grandchildren 

Caregiver burden. With the same stepwise hierarchical linear regression analyses, the 

results of the regression with caregiver burden as the dependent variable indicated that the 



 

 80

overall model was significant in terms of predicting caregiver burden of grandparent caregivers, 

F(8, 64) = 32.33, p < .01. As represented in Table 17, elimination of statistically non-significant 

predictors resulted in education, life disruption, the impact factor of caregiver appraisal, SDQ, 

CG reasoning/induction, caregiver mastery, the burden factor of caregiver appraisal, and 

boundary ambiguity being the predictors of caregiver burden for grandparents raising 

grandchildren, each accounting for variance in caregiver burden scores.  

These predictors accounted for 78% of the common variance found in caregiver burden 

scores among grandparent caregivers. Regression findings indicated that grandparents who were 

more educated; who had experienced more life disruption; who had been more negatively 

impacted by caregiving; who had a grandchild with more emotion, concentration, behavior, 

and/or relationship problems; who engaged in more behaviors characteristic of CG 

reasoning/induction; who felt lower levels of caregiver mastery; who experienced more 

subjective burden; and who experienced more boundary ambiguity reported higher caregiver 

burden. Therefore, for caregiver burden experienced by grandparents, there was no difference in 

the results whether parenting style was included or excluded as a predictor. 

Depression. With depression as the dependent variable in the regression analysis, the 

overall model was significant in terms of predicting depression for the grandparent sample, F(6, 

66) = 16.10, p < .01. Elimination of statistically non-significant predictors resulted in life 

disruption, CG democratic participation, CG verbal hostility, caregiver mastery, negative 

religious coping, and social support being the predictors of depression for grandparents raising 

grandchildren, each accounting for variance in depression scores (see Table 17).  

These predictors accounted for 56% of the common variance found in depression scores 

among grandparent participants. Regression findings indicated that grandparents who reported 
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more life disruption, who indicated more behaviors characteristics congruent with CG 

democratic participation and CG verbal hostility, who perceived less caregiver mastery, who 

indicated more negative religious coping, and who reported less social support demonstrated 

more depressive symptoms. The results of this analysis indicated some distinct differences based 

on the exclusion of parenting styles as predictors. 

Mental health. When mental health as measured by the SF-36 was the dependent 

variable, the overall model was significant in terms of predicting the mental health of the 

grandparents, F(3, 69) = 22.76, p < .01. As seen in Table 17, elimination of statistically non-

significant predictors resulted in life disruption, caregiver mastery, and the subjective burden 

factor of caregiver appraisal being the predictors of mental health for grandparents raising 

grandchildren, each accounting for variance in SF-36 mental health scores.  

These predictors accounted for 48% of the common variance found in mental health 

scores among grandparent caregivers. Regression findings indicated that grandparents who 

experienced less life disruption, who felt more caregiver mastery, and who related less subjective 

burden due to caregiving reported better mental health. The exclusion of parenting styles as 

predictors resulted in the addition of the subjective burden factor of caregiver appraisal as a 

predictor of mental health scores for grandparents. 

Physical health. Another regression analysis was run where physical health as measured 

by the SF-36 was the dependent variable. For SF-36 physical health, the overall model was 

significant in terms of predicting the physical health of the grandparents, F(4, 61) = 11.88, p < 

.01. As represented in Table 17, elimination of statistically non-significant predictors resulted in 

employment status, life disruption, CG corporal punishment, and work conflict being the 
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predictors of physical health for grandparents raising grandchildren, each accounting for variance 

in SF-36 physical health scores.  

These predictors accounted for 40% of the common variance found in physical health 

scores among grandparent caregivers. Regression findings indicated that grandparents who were 

employed, who experienced less life disruption, who reported more behaviors congruent with 

CG corporal punishment, and who had less work conflict reported their physical health to be 

better, which was similar to the results of the regression analysis that included parenting styles as 

predictors. 

Caregiver strain. When caregiver strain was the dependent variable, the overall model 

was significant in terms of predicting the strain of the grandparents, F(4, 68) = 20.29, p < .01. 

Elimination of statistically non-significant predictors resulted in the impact factor of caregiver 

appraisal, SDQ, life disruption, and CG good natured/easy going being the predictors of 

caregiver strain for grandparents raising grandchildren, each accounting for variance in strain 

scores (see Table 17).  

These predictors accounted for 52% of the common variance found in caregiver strain 

scores among grandparent caregivers. Regression findings indicated that grandparents who 

related more negative impact due to caregiving; who cared for a grandchild with more emotional, 

concentration, behavioral, and/or relationship difficulties; who experienced more life disruption; 

and who engaged in more behaviors congruent with CG good natured/easy going reported more 

caregiver strain. There were slight variations in the results found when parenting styles were 

eliminated from the predictors of the regression analysis. 
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Alzheimer’s Caregivers 

Caregiver burden. With caregiver burden as the dependent variable, the overall model 

was significant in terms of predicting caregiver burden of Alzheimer’s caregivers, F(5, 31) = 

29.25, p < .01. As represented in Table 19, elimination of statistically non-significant predictors 

resulted in education, the impact factor of caregiver appraisal, life disruption, CG lack of follow 

through, and the subjective burden factor of caregiver appraisal being the predictors of caregiver 

burden for Alzheimer’s caregivers, each accounting for variance in caregiver burden scores.  

These predictors accounted for 80% of the common variance found in caregiver burden 

scores among Alzheimer’s caregivers. Regression findings indicated that Alzheimer’s caregivers 

who were more educated, who experienced more negative impact from caregiving, who reported 

more life disruption, who related more behaviors congruent with CG lack of follow through, and 

who experienced more subjective burden due to caregiving reported more caregiver burden. 

Therefore, when parenting styles were dropped as predictors, the only change was the addition of 

the subjective burden factor of caregiver appraisal’s contribution to the variance in the caregiver 

burden scores of Alzheimer’s caregivers. 

Depression. Employing depression as the dependent variable in the regression analysis, 

the overall model was significant in terms of predicting depression of Alzheimer’s caregivers, 

F(3, 33) = 11.13, p < .01. Elimination of statistically non-significant predictors resulted in 

employment status, life disruption, and boundary ambiguity being the predictors of depression 

for Alzheimer’s caregivers, each accounting for variance in depression scores (see Table 19).  

These predictors accounted for 46% of the common variance found in depression scores 

among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers who 

were employed, who experienced more life disruption, and who indicated higher levels of 
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boundary ambiguity reported more depressive symptoms. In this case, the same predictors 

resulted both when parenting styles was included and when they were excluded. 

Mental health. When the dependent variable in the regression analysis was mental health 

as measured by the SF-36, the overall model was significant in terms of predicting mental health 

of Alzheimer’s caregivers, F(2, 32) = 17.81, p < .01. As shown in Table 19, elimination of 

statistically non-significant predictors resulted in life disruption and boundary ambiguity being 

the predictors of mental health for Alzheimer’s caregivers, each accounting for variance in 

mental health scores on the SF-36.  

These predictors accounted for 50% of the common variance found in mental health 

scores among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers 

who indicated less life disruption and who experienced less boundary ambiguity reported better 

mental health. Again, the same predictors were indicated for the mental health of Alzheimer’s 

caregivers with and without parenting styles as predictors. 

Physical health. With physical health as measured by the SF-36 as the dependent variable 

in the regression analysis, the overall model was significant in terms of predicting physical 

health of Alzheimer’s caregivers, F(1, 32) = 6.02, p < .05. Elimination of statistically non-

significant predictors resulted in the impact factor of caregiver appraisal being the predictor of 

physical health for Alzheimer’s caregivers, accounting for variance in physical health scores (see 

Table 19).  

This predictor accounted for 13% of the common variance found in physical health 

scores among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers 

who related less negative impact from caregiving reported better physical health. The results 

from this regression analysis were substantially different from the predictors found in the 
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analysis that included parenting styles as predictors in terms of the predictors, as well as the 

common variance accounted for by those predictors. 

Caregiver strain. When caregiver strain was the dependent variable in the regression 

analysis, the overall model was significant in terms of predicting strain for Alzheimer’s 

caregivers, F(7, 29) = 34.12, p < .01. As represented in Table 19, elimination of statistically non-

significant predictors resulted in life disruption, ADL, the impact factor of caregiver appraisal, 

CG corporal punishment, CG warmth and involvement, work conflict, and positive aspects of 

caregiving being the predictors of caregiver strain for Alzheimer’s caregivers, each accounting 

for variance in strain scores.  

These predictors accounted for 87% of the common variance found in caregiver strain 

scores among the Alzheimer’s sample. Regression findings indicated that Alzheimer’s caregivers 

who experienced more life disruption, who indicated that their relative needed more help with 

ADLs, who related less negative impact from caregiving, who related more behaviors associated 

with CG corporal punishment, who indicated more behaviors characteristic of CG warmth and 

involvement, who indicated more work conflict, and who experienced more positive aspects of 

caregiving reported more caregiver strain. These results demonstrated slight variations in the 

predictors due to the exclusion of parenting styles as predictors.  

Regression Analyses with Larger Sample of Alzheimer’s Caregivers 

 Since 21 of the Alzheimer’s caregivers were included from the study by King and 

Hayslip (2005), there were several predictors and dependent variables for the above regression 

analyses not completed by those participants, decreasing the number of Alzheimer’s caregivers 

utilized in the analyses. For that reason, another stepwise hierarchical linear regression analysis 

was conducted employing only those measures common to all Alzheimer’s caregivers.  
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Analyses Using Common Measures with Parenting Style as a Contextual Variable 

First, the following variables were used as predictors, entered in the following order: (1) 

age of caregiver, years of education, employment status, parenting styles, and number of hours 

spent caregiving per week; (2) difficulties of the person being cared for (i.e., ADL), life 

disruption, and the impact factor of caregiver appraisal; (3) CSS dimensions (e.g., CG warmth 

and involvement, CG reasoning/induction); and (4) caregiver mastery, subjective burden factor 

of caregiver appraisal, and caregiving satisfaction factor of caregiver appraisal. Two regression 

analyses were conducted utilizing different psychosocial adjustment measures (i.e., caregiver 

burden, caregiver strain) as dependent variables with the above predictors. 

Caregiver burden. When caregiver burden was the dependent variable in the regression 

analysis, the overall model was significant in terms of predicting caregiver burden of 

Alzheimer’s caregivers, F(7, 47) = 41.63, p < .01. As represented in Table 20, elimination of 

statistically non-significant predictors resulted in education, life disruption, the impact factor of 

caregiver appraisal, CG lack of follow through, CG verbal hostility, CG directiveness, and the 

subjective burden factor of caregiver appraisal being the predictors of caregiver burden for 

Alzheimer’s caregivers, each accounting for variance in caregiver burden scores.  

These predictors accounted for 84% of the common variance found in caregiver burden 

scores among Alzheimer’s caregivers. Regression findings indicated that Alzheimer’s caregivers 

who were more educated, who reported more life disruption, who experienced more negative 

impact from caregiving, who related more behaviors congruent with CG lack of follow through 

and CG verbal hostility, who indicated fewer behaviors characteristic of CG directiveness, and 

who experienced more subjective burden from caregiving reported more caregiver burden. 



 

 87

 Caregiver strain. With caregiver strain as the dependent variable, the overall model was 

significant in terms of predicting caregiver strain of Alzheimer’s caregivers, F(4, 50) = 36.87, p 

< .01. Elimination of statistically non-significant predictors resulted in life disruption, ADL, CG 

obligation, and the subjective burden factor of caregiver appraisal being the predictors of 

caregiver strain for Alzheimer’s caregivers, each accounting for variance in caregiver strain 

scores (see Table 20).  

These predictors accounted for 73% of the common variance found in caregiver strain 

scores among Alzheimer’s caregivers. Regression findings indicated that Alzheimer’s caregivers 

who reported more life disruption, who indicated that their relative needed more help with 

ADLs, who engaged in more behaviors congruent with CG obligation, and who experienced 

more subjective burden as a result of caregiving reported more caregiver strain. 

Analyses Using Common Measures without Parenting Style as a Contextual Variable 

 As explained earlier, parenting styles were subsequently eliminated from the predictors of 

the regression to better ascertain the contribution of the CSS caregiving styles. Stepwise 

hierarchical linear regression analysis was again conducted, employing only those measures 

common to all Alzheimer’s caregivers. First, the following variables were used as predictors, 

entered in the following order: (1) age of caregiver, years of education, employment status, and 

number of hours spent caregiving per week; (2) difficulties of the person being cared for (i.e., 

ADL), life disruption, and the impact factor of caregiver appraisal; (3) CSS dimensions (e.g., CG 

warmth and involvement, CG reasoning/induction); and (4) caregiver mastery, subjective burden 

factor of caregiver appraisal, and caregiving satisfaction factor of caregiver appraisal. Two 

regression analyses were once more conducted utilizing different psychosocial adjustment 
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measures (i.e., caregiver burden, caregiver strain) as dependent variables with the above 

predictors. 

Caregiver burden. With caregiver burden as the dependent variable, the overall model 

was significant in terms of predicting caregiver burden of Alzheimer’s caregivers, F(7, 49) = 

43.68, p < .01. As represented in Table 21, elimination of statistically non-significant predictors 

resulted in education, life disruption, the impact factor of caregiver appraisal, CG lack of follow 

through, CG verbal hostility, CG directiveness, and the subjective burden factor of caregiver 

appraisal being the predictors of caregiver burden for Alzheimer’s caregivers, each accounting 

for variance in caregiver burden scores.  

These predictors accounted for 84% of the common variance found in caregiver burden 

scores among Alzheimer’s caregivers. Regression findings indicated that Alzheimer’s caregivers 

who were more educated, who reported more life disruption, who experienced more negative 

impact from caregiving, who related more behaviors congruent with CG lack of follow through 

and CG verbal hostility, who engaged in fewer behaviors characteristic of CG directiveness, and 

who experienced more subjective burden due to caregiving reported more caregiver burden. 

Therefore, when parenting styles were dropped as predictors in this analysis, there were no 

changes in the resulting findings. 

Caregiver strain. With caregiver strain as the dependent variable, the overall model was 

significant in terms of predicting caregiver strain of Alzheimer’s caregivers, F(4, 52) = 38.24, p 

< .01. Elimination of statistically non-significant predictors resulted in life disruption, ADL, CG 

obligation, and the subjective burden factor of caregiver appraisal being the predictors of 

caregiver strain for Alzheimer’s caregivers, each accounting for variance in caregiver strain 

scores (see Table 21).  
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These predictors accounted for 73% of the common variance found in caregiver strain 

scores among Alzheimer’s caregivers. Regression findings indicated that Alzheimer’s caregivers 

who reported more life disruption, who indicated that their relative needed more help with 

ADLs, who engaged in more behaviors congruent with CG obligation, and who experienced 

more subjective burden impact as a result of caregiving reported more caregiver strain. There 

was once again no alteration in the results when parenting styles were excluded from the 

predictors of this regression in which only the common measures among all the Alzheimer’s 

caregivers were employed. 

Caregiver Group Differences in Parenting and Caregiving Styles 

 A multivariate analysis of variance (MANOVA) was conducted with group (i.e., 

Alzheimer’s caregivers, grandparents raising grandchildren, parents) as the between subjects 

factor and the dimensions of the caregiving styles of the CSS (i.e., CG warmth and involvement, 

CG reasoning/induction, CG democratic participation, CG good natured/easy going, CG verbal 

hostility, CG directiveness, CG nonreasoning/punitive strategies, CG corporal punishment, CG 

lack of follow through, CG obligation) as dependent variables. At the multivariate level, a 

significant main effect was found for group, F(20, 620) = 17.35, p < .01. A main effect for group 

at the univariate level was shown with respect to the following variables: CG warmth and 

involvement, F(2, 319) = 4.70, p < .01; CG obligation, F(2, 319) = 19.66, p < .01; CG 

directiveness, F(2, 319) = 33.83, p < .01; CG democratic participation, F(2, 319) =23.29, p < .01; 

CG nonreasoning/punitive strategies, F(2, 319) = 15.67, p < .01; CG reasoning/induction, F(2, 

319) = 49.99, p < .01; and CG corporal punishment, F(2, 319) = 24.01, p < .01. Post hoc tests 

suggested that parents (M = 36.37) were more likely than Alzheimer’s caregivers (M = 34.52, p < 

.01) to demonstrate characteristics associated with CG warmth and involvement. For this 
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dimension, the grandparents (M = 36.10) were not significantly different from the other caregiver 

groups. Parents (M = 28.77) were more likely than grandparents (M = 26.30, p < .01) and 

Alzheimer’s caregivers (M = 27.08, p < .01) to exhibit characteristics of CG obligation. 

Alzheimer’s caregivers (M = 9.88) were less likely to approach caregiving in a manner that was 

congruent with CG directiveness as compared to parents (M = 14.19, p < .01) and grandparents 

(M = 13.61, p < .01). On the other hand, Alzheimer’s caregivers (M = 20.02) were more likely to 

behave in ways characteristic of CG democratic participation than parents (M = 17.36, p < .01) 

and grandparents (M = 16.42, p < .01). Alzheimer’s caregivers (M = 2.47), however, were less 

likely to approach caregiving in a manner a CG nonreasoning/punitive strategies manner than 

parents (M = 3.58, p < .01) and grandparents (M = 3.48, p < .01). Compared to Alzheimer’s 

caregivers (M = 19.20), parents (M = 24.87, p < .01) and grandparents (M = 25.07, p < .01) 

showed more characteristics similar to CG reasoning/induction. Alzheimer’s caregivers (M = 

3.53) were less likely to exhibit behaviors congruent with CG corporal punishment than parents 

(M = 5.53, p < .01) and grandparents (M = 5.06, p < .01). 

 Next, a MANOVA was conducted with group as the between subjects variable and the 

caregiving styles of the CSS (i.e., authoritative, authoritarian, permissive), as well as CG 

obligation, as dependent variables. At the multivariate level, a significant main effect for group 

was revealed, F(8, 638) = 16.78, p < .01. At the univariate level, a significant main effect for 

group was shown with respect to authoritative caregiving style, F(2, 322) = 7.36, p < .01; 

authoritarian caregiving style, F(2, 322) = 24.23, p < .01; and CG obligation, F(2, 322) = 19.86, 

p < .01. Post hoc tests indicated that Alzheimer’s caregivers (M = 84.68) exhibited an 

authoritative caregiving style less often than parents (M = 90.45, p < .01) and grandparents (M = 

89.83, p < .01). Similarly, Alzheimer’s caregivers (M = 25.80) approached caregiving from an 
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authoritarian caregiving style less often than parents (M = 32.78, p < .01) and grandparents (M = 

31.57, p < .01). It appeared from post hoc tests that parents (M = 28.77) were more likely to 

behave in ways congruent with CG obligation (e.g., perceived family duty and responsibility) 

than were grandparents (M = 26.30, p < .01), and Alzheimer’s caregivers (M = 27.08, p < .01). 

With the same between subjects factor, a third MANOVA was run with the parenting 

style factors of the PPQ (i.e., Warmth and Involvement, Reasoning/Induction, Democratic 

Participation, Good Natured/Easy Going, Verbal Hostility, Corporal Punishment, 

Nonreasoning/Punitive Strategies, Directiveness, Lack of Follow Through, Ignoring 

Misbehavior, Self-Confidence) as dependent variables. At the multivariate level, a significant 

main effect was found for group, F(22, 610) = 1.98, p < .01. A significant main effect for group 

at the univariate level was found with respect to Ignoring Misbehavior, F(2, 315) = 5.79, p < .01, 

and Democratic Participation, F(2, 315) = 4.25, p < .05. Post hoc tests suggested that parents (M 

= 6.55) were more likely than grandparents (M = 5.76) to demonstrate characteristics associated 

with the Ignoring Misbehavior factor, p < .01, but Alzheimer’s caregivers (M = 6.19) did not 

significantly differ from the other caregiver groups. Also, parents (M = 5.94) were less likely to 

demonstrate characteristics of the Democratic Participation factor than grandparents (M = 6.58, p 

< .05). Once again, Alzheimer’s caregivers (M = 6.44) did not differ significantly from parents 

or grandparents. 

Finally, a MANOVA was conducted with group as the between subjects factor and the 

parenting styles of the PPQ (i.e., authoritative, authoritarian, permissive) as dependent variables. 

A significant main effect for group was not found at the multivariate level. However, at the 

univariate level, the main effect for group was significant with respect to the permissive 

parenting style, F(2, 319) = 3.17, p < .05. Post hoc tests indicated that the tendency for parents 
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(M = 19.28) to take a permissive parenting style more often than grandparents raising 

grandchildren (M = 18.10) approached significance, p = .09, while Alzheimer’s caregivers (M = 

18.15) did not differ significantly from either of the other caregiver groups. 
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CHAPTER 4 
 
 

DISCUSSION 

The utility of caregiving styles in diverse groups of caregivers was investigated. The 

purpose of the present study was to: (1) explore the reliability of the CSS, (2) determine if 

caregiving style dimensions related to one another across diverse caregiver groups, (3) establish 

whether caregiving styles related to one another across diverse caregiver groups, (4) explore the 

unique role of caregiver style in predicting caregiving outcomes in light of the influence of 

contextual factors (e.g., age, education), the presence of caregiver stress (e.g., impact on 

caregivers’ lives), the caregiver’s perceptions of the caregiving situation (e.g., caregiver 

appraisal, positives aspects of caregiving), and mediating variables (e.g., spirituality, social 

support), and (5) determine if caregiving styles differ by caregiver group. Parallel to the 

organization of the results section, findings will in general be explored first in terms of the parent 

sample, followed by the grandparents raising grandchildren sample, and then the Alzheimer’s 

caregiver sample throughout the discussion section. 

Internal Consistency of the CSS 

 Adequate alpha coefficients were found for the caregiving style dimensions with the 

decreased number of items in order to make the scale more time efficient. While a total of four 

items were eliminated to allow for comparisons across caregiver groups, as well as to increase 

internal consistency, the CSS retained 49 items and was found to have an alpha coefficient of 

.74. In King and Hayslip (2005), the alpha coefficient for the CSS was .81 with 91 items 

comprising the final scale.  

Comparisons to the internal consistency of the original CSS results for the caregiving 

style dimensions as reported by King and Hayslip (2005) are also presented in Table 4. The 
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authoritative caregiving style dimensions resulted in alpha coefficients ranging from .64 to .86, 

while the authoritarian caregiving style dimensions had alphas ranging from .58 to .75. The Lack 

of Follow Through dimension of permissive caregiving style resulted in a low alpha coefficient 

of .59. This dimension demonstrated the lowest alpha level in King and Hayslip (2005) with an 

alpha of .64. CG obligation yielded an alpha of .62, which was comparable to the alpha of .63 for 

the dimension reported by King and Hayslip (2005). The lowest alpha level for the dimensions 

was CG nonreasoning/punitive strategies at .58, which was substantially lower that found earlier 

by King and Hayslip (alpha = .78). However, this dimension’s item total was lowered from nine 

in King and Hayslip’s study to two in the present study and this change likely contributed to a 

decline in internal consistency for the dimension. The CG warmth and involvement and CG 

reasoning/induction dimensions’ alphas (alphas = .86 and .86, respectively) improved in the 

current study from the alphas of .80 and .82, respectively, reported by King and Hayslip (2005), 

despite the decreased item numbers. As seen in Table 4, the alpha levels for other dimensions 

remained virtually unchanged or experienced some decline with the decrease in item numbers. 

The alpha coefficients for the caregiving styles were generally good with a .88 for 

authoritative caregiving style and .78 for authoritarian caregiving style. However, the alpha 

coefficient for permissive caregiving style was understandably low given that its only dimension 

had a low alpha level at .59. As in King and Hayslip (2005), adequate internal consistency of the 

majority of the dimensions and the scale itself insured these elements were measuring similar 

constructs. These findings were particularly meaningful given the shortened version of the CSS 

and the exploratory nature of the present study. 

Lower alpha coefficients might have resulted due to differences between what the 

dimensions or styles were measuring in each group of caregivers. It was possible that alpha was 
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sample dependent with subsets of items measuring different constructs in the various caregiver 

samples. It might be that if the alpha coefficients were analyzed for each group that certain 

dimensions would increase in internal consistency and that particular items within the various 

dimensions might better apply to some groups as opposed to others making the meaning of the 

dimensions different within each group.  

Convergent and Discriminant Validity of the CSS 

 As demonstrated in the intradimensional and interdimenstional correlations, the 

dimensions of the CSS from the same caregiving style tended to be positively related, while 

those from opposing caregiving styles generally were negatively associated or had no 

relationship. This pattern was seen across the caregiver samples. The dimensions within a 

caregiving style were developed to measure similar behaviors and attitudes around caregiving 

(King & Hayslip, 2005). The differentiation of the approaches to caregiving illustrated the ability 

of the CSS to make distinctions among caregivers based on how their attitudes and behaviors 

toward caregiving responsibilities are similar or different. Such results pointed to the strong 

indications of overall convergent and divergent validity as described by Campbell and Fiske 

(1959).  

Also across the samples, there was a positive relationship between the authoritarian and 

permissive (i.e., CG lack of follow through dimension) caregiving styles. However, not all of the 

relationships were similar across the groups of caregivers. The authoritative and permissive (i.e., 

CG lack of follow through dimension) caregiving styles were negatively related but only for the 

parents and the Alzheimer’s caregivers. Within the grandparent sample, CG democratic 

participation had no relationship to the other authoritative caregiving dimensions suggesting that 

for grandparents this dimension is measuring something different than for the other caregivers. 
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 CG obligation was positively related to CG warmth and involvement within the 

Alzheimer’s caregiver group, but within the other two samples, it was positively related to all of 

the authoritative dimensions, except CG democratic participation. This finding highlighted the 

tendency for CG obligation to be more associated with the authoritative caregiving style 

compared to the other caregiving styles as was found in King and Hayslip (2005). Within the 

parent group, CG obligation was also negatively related to CG verbal hostility, indicating that 

parents who engaged in more behaviors and beliefs congruent with CG obligation tended not to 

utilize characteristics associated with CG verbal hostility. 

Construct Validity of the CSS 

Relationships between Caregiving and Parenting Styles 

 As expected, caregiving styles and their parallel parenting styles yielded positive 

relationships but only within the parent and grandparent samples. The only positive relationship 

for the Alzheimer’s caregiver sample was between the permissive caregiving and parenting 

styles. Similarly, caregiving and parenting styles that were not parallel or based upon differing 

beliefs and behaviors, had negative associations within the parent and grandparent groups, while 

within the Alzheimer’s caregiver sample there were no relationships among the non-parallel 

caregiving and parenting styles. These results suggested that for Alzheimer’s caregivers the 

caregiving styles were generally not related to parenting styles and, therefore, might be 

measuring something different than originally hypothesized by King and Hayslip (2005).  

For the parents and grandparents, there appears to be a strong connection between 

caregiving and parenting styles. This finding for parents was not particularly surprising given the 

development of the CSS based upon the PPQ (King & Hayslip, 2005) and that parents responded 

to both measures based upon the same child, unlike grandparents and Alzheimer’s caregivers, 
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who responded to the CSS based upon the current person they were caring for and to the PPQ 

based upon how they cared for their children, which often were retrospective accounts. 

Additionally, parents and grandparents were providing care to minors, perhaps allowing for more 

similarity between beliefs and behaviors associated with providing care as measured by the CSS 

and PPQ, as opposed to Alzheimer’s caregivers who were providing care to an adult.  

While Alzheimer’s caregivers were caring for a loved one who might have lacked 

physical or mental capabilities, they had experienced an adult relationship with that person 

resulting in more equity and less of a power differential. Thus, despite similarities among the 

caregiving responsibilities of these groups, there might well be a major difference in the 

approach due to the age of the care recipient, which might account for the lack of relationship 

between caregiving and parenting styles for Alzheimer’s caregivers. It could be that through 

experiences with a person over years that there was less of a reliance on parenting styles and 

more of reliance upon the unique aspects of the relationship with the care recipient. Indeed, there 

was likely an attempt by Alzheimer’s caregivers not to infantilize their loved ones or to engage 

in role reversal (see Hayslip & Panek, 2002). Due to the dyadic relationship in caregiving 

(Lyons, Zarit, Sayer, & Whitlatch, 2002), assistance may not be perceived positively by care 

recipients due to the loss of control experienced (Newsom & Schulz, 1998), possibly resulting in 

additional struggles for caregivers as they attempt to respond to the frustrations of the care 

recipient. 

The caregiving styles, then, might better relate to a measure of the quality of that 

relationship and communication patterns prior to caregiving as perceived by the Alzheimer’s 

caregiver. For example, Williamson et al. (1998) found activity restriction among caregivers who 

experienced communal feelings with the care recipient prior to the onset of caregiving, which 
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might be likened to an authoritative caregiving style, was predicted by loss of intimacy and 

affection, but this relationship was not seen when low communal feelings, which might be 

likened to an authoritarian caregiving style, had been experienced. Their results provided 

evidence for the impact of prior relationship and quality of the relationship on caregiving 

experiences (see also Lawrence, Tennstedt, & Assmann, 1998; Willson, Shuey, & Elder, 2003; 

Yates et al., 1999), and there might be a more meaningful association between such measures 

and caregiving styles for Alzheimer’s caregivers, as opposed to grandparents and parents who 

were caring for minors. 

Relationships between Caregiving Style Dimensions and Other Caregiving Measures 

 Relationships of the caregiving style dimensions with other caregiving measures 

indicated that certain styles were related to more positive responses to caregiving than others. It 

appeared that generally the authoritative caregiving style dimensions were associated with 

healthier functioning, while their absence was related to less adaptive functioning. Conversely, 

the authoritarian and permissive caregiving style dimensions were generally related to less 

adaptive functioning, while their absence was associated with healthier functioning. These 

findings pointed to the significance of understanding one’s approach to caregiving. While 

causality could not be assumed, the relationship between the styles and more or less healthy 

adjustment to the caregiving situation creates the possibility of assisting caregivers in increasing 

their awareness of these relationships and, therefore, developing better methods for coping with 

caregiving demands.  

Relationships between Caregiving Styles and Other Caregiving Measures 

 When all caregiving groups were combined, the resulting relationships between 

caregiving styles and other caregiving measures were quite similar to those found with the 
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caregiving style dimensions. The authoritative caregiving style was related to healthier 

functioning, while a lack of the characteristics associated with this style demonstrated 

maladaptive functioning. The opposite trend was noted with authoritarian and permissive 

caregiving styles, as these styles were associated with maladaptive functioning and their absence 

indicated healthier functioning.  

Such findings have been consistently noted in the literature for parenting and caregiving 

styles (Aunola, Stattin, & Nurmi, 2000; Balter, 2000; Baumrind, 1991; Kawamura, Frost, & 

Harmatz, 2002; Lamborn, Mounts, Steinberg, & Dornbusch, 1991; King & Hayslip, 2005; Teti 

& Candelaria, 2002; Weiss & Schwarz, 1996; Wolfradt, Hempel, & Miles, 2003). The similarity 

between the results for the dimensions and the styles suggested that the CSS can be utilized at 

both specific and general levels to better understand how approaches to caregiving are linked to 

better or less adaptive functioning. 

CG Obligation’s Relationships with Caregiving Styles and Other Caregiving Measures 

There was a positive relationship between CG obligation and authoritative caregiving 

style for all three samples and no association between CG obligation and authoritarian caregiving 

style for any caregiver groups. CG obligation seemed to be most closely related to the 

authoritative caregiving style, as also found in King and Hayslip (2005), implying that feeling an 

obligation to provide care did not necessarily lead to negative feelings but rather might signal the 

presence of warmth, reasoning, democratic participation, and an easy going nature.  

However, correlations with other caregiving measures suggested that for Alzheimer’s 

caregivers CG obligation was associated with less adaptive functioning, such as caregiver strain 

and boundary ambiguity. For the parent and grandparent samples, the associations were in the 

opposite direction with CG obligation being related to more adaptive functioning, such as 
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caregiving satisfaction and positive religious coping. These results indicated that the sense of 

obligation experienced by Alzheimer’s caregivers differed from that of parents and grandparents. 

There might again be a differentiation between the samples due to who was being cared for in 

that Alzheimer’s caregivers were found to experience more CG obligation when their loved one 

experienced more difficulties with everyday activities. It might be that there was an expectation 

that children needed assistance and guidance, so that such demands were predictable and that an 

endpoint was possible as developmental progress will occur. When such responsibilities could no 

longer be met by an adult, the sense of obligation seemed to take a more negative flavor, as these 

demands were often unexpected and an endpoint was not foreseeable. In fact, the demands might 

actually increase, rather than decline (see Brazil et al., 2003). 

Caregiver Stress and Coping Framework 

While King and Hayslip (2005) demonstrated the importance of caregiving styles, the 

results of this study found that caregiving styles exist in various caregiver groups and that 

different caregiver groups were more likely to exhibit certain styles than others; yet, there was no 

evidence of how caregiving styles contribute to a range of outcomes and how those outcomes 

might also be impacted by mediating variables. To better understand the role of caregiving 

styles, the caregiver stress and coping framework as developed by Gatz et al. (1990) was revised, 

adding caregiving styles to the working framework (see Figure 1). This framework served as a 

general guide for exploring the unique role of caregiver styles in predicting caregiver outcomes 

and could not be tested without the addition of more participants, particularly grandparents and 

Alzheimer’s caregivers. Overall, it appeared caregiving styles were a useful component within 

the framework, playing a unique role for caregivers. 
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Generally, life disruption emerged as a predictor across caregiver groups, which was not 

surprising given the existing literature around the impact of changes in everyday life experienced 

by caregivers (Aneshensel et al., 1995; Gatz et al., 1990; Giarrusso et al., 2000; Jendrek, 1993; 

Musil & Standing, 2005; Pearlin et al., 1990; Pruchno, 1999; Williamson et al., 1998). 

Experiencing more life disruption predicted more caregiver burden, poorer mental health, and 

more strain.  

 Although several different stepwise hierarchical regression analyses were conducted for 

each sample, few differences were noted in the results. When parenting styles were excluded 

from the analysis, the most change in results was seen in the parent sample, which was expected 

given that parenting styles should have been more salient to them as current parents. Indeed, the 

inclusion of parenting styles for the parent sample resulted in one or more parenting styles being 

predictors of the caregiver outcomes, except for physical health. The exclusion of parenting 

styles, on the other hand, resulted in the addition of some caregiving style dimensions as 

predictors. This change made sense given the strong relationships among caregiving and 

parenting styles, especially within the parent sample as described earlier. However, Alzheimer’s 

caregiver and grandparent results were more consistent with few changes in the predictors found 

whether or not parenting styles were included in the analyses.  

Parents 

Generally, predictors for the caregiving outcomes with the parent sample tended to 

belong in the caregiving styles and appraisal components of the caregiver stress and coping 

framework, particularly when parenting styles were not included as contextual predictors in the 

regression analysis. For parents, it seemed their approach to caregiving and perception of the 

situation, as well as their abilities, played a large role in their well-being. Unlike the results of the 
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other two caregiving groups, boundary ambiguity was found to predict four of the five outcome 

measures whether parenting styles were included in the analyses or not. More boundary 

ambiguity led to more caregiver burden, more depressive symptoms, poorer mental health, and 

poorer physical health. Evidently, parents who felt certain about their role and the role of their 

children adapted better to the responsibilities of caregiving, which might be related to an 

increased feeling of parental self-efficacy (Bugental & Happaney, 2002; Sigel & McGillicuddy-

De Lisi, 2002). Boss’ research (1993, 1999), therefore, appeared to be meaningful to 

understanding the well-being of parents, as Boss (2003) described the normative stress families 

encounter when boundaries change across the life-span (e.g., birth of child, child’s first day of 

school, children leaving home). Also, social support, a mediator within the framework, was a 

predictor for depression whether parenting styles were included in the analyses or not, with less 

social support predicting more depressive symptoms, as was also found for grandparent 

caregivers. 

 The results for parents in terms of which caregiving style dimensions led to more or less 

adaptive functioning was mixed in comparison to the other samples. More of the authoritative 

caregiving style dimension of CG democratic participation predicted more depressive symptoms 

and poorer mental health when parenting styles were included in the regression analysis as 

predictors but failed to predict depression when parenting styles were excluded from the 

regression analysis. It might be that this component of the authoritative caregiving style leads to 

less adaptive functioning. This finding was similar to that found for grandparents; however, for 

grandparents, more CG reasoning/induction, also a dimension of the authoritative caregiving 

style, predicted more depressive symptoms when parenting styles were included in the regression 

analysis. Yet, when parenting styles were excluded from the analysis, it was CG democratic 
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participation that predicted more depressive symptoms. These findings might indicate that when 

caring for children, aspects of an authoritative caregiving style might result in maladaptive 

functioning. The responsibilities involved with childcare might contribute to this finding. It was 

interesting, however, that for parents an authoritative parenting style led to well-being, while 

dimensions of an authoritative caregiving style did not. This difference in outcomes provided 

evidence that while the parenting and caregiving styles were associated, they indeed captured 

different aspects of the caregiving situation. In this light, it was interesting that the inclusion or 

exclusion of parenting styles as predictors in the regression analyses resulted in some alterations 

in the caregiving style dimensions as predictors, which was likely due to the strong relationship 

between parenting styles and caregiving style dimensions.  

However, the findings for authoritarian caregiving style dimensions were less clear. 

Whether parenting styles were included or not, more CG corporal punishment and CG verbal 

hostility led to more caregiver burden. More CG corporal punishment also led to increased strain 

whether parenting styles were included in the regression analyses or not, indicating that these 

aspects of an authoritarian caregiving style might create less adaptive coping. Yet, when 

parenting styles were excluded from analysis, more CG verbal hostility led to fewer symptoms of 

depression and better mental health, suggesting that this dimension of an authoritarian caregiving 

style might also signify more adaptive functioning. Thus, for parents, it appeared the impact of 

authoritarian caregiving style dimensions might produce various outcomes, some positive and 

some negative. Parents with this approach might be at higher risk for maladjustment and had 

increased difficulty with identifying what changes to make in their approach to caregiving, as a 

belief or behavior might simultaneously produce positive and negative outcomes (e.g., more 

caregiver burden and fewer depressive symptoms).  
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Similarly, more CG lack of follow through, the dimension of permissive caregiving style, 

led to less caregiver burden when parenting styles were included in the regression analysis but 

failed to predict this outcome when parenting styles were excluded from the analysis. 

Interestingly, more of this dimension predicted more caregiver strain when parenting styles were 

excluded from the regression analysis but not when they were included. These findings further 

suggest that a dimension of a particular caregiving style might lead to both positive and negative 

outcomes; yet, it might also be that the strong relationship between parenting and caregiving 

styles interfered with findings. The findings when parenting styles were excluded therefore 

would likely provide the most meaningful understanding of the unique role of caregiving styles 

in predicting outcomes, as the variance shared by these variables would be eliminated.  

Additionally, the impact of the child’s issues might play a role. The difficulties of the 

child as measured by the SDQ tended to predict more depressive symptoms and poorer physical 

health when parenting styles were included in the regression analysis. However, less adaptive 

functioning with more child difficulties leading to more depressive symptoms, poorer physical 

health, more caregiver burden, poorer physical health, and more strain were predicted by more 

difficulties of the child when parenting styles were not included in the regression analysis as 

predictors.  

The impact of parenting styles was most apparent within the parent sample, as expected. 

When parenting styles were included in the regression analysis as predictors, permissive and 

authoritarian parenting styles resulted in less adaptive functioning (e.g., more caregiver burden). 

More authoritative parenting style, however, led to more adaptive functioning (e.g., less 

caregiver burden). An exception was noted in that better mental health was found for parents 

who engaged in a more permissive parenting style. It may be that through avoiding and ignoring 
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problem behaviors within a permissive parenting style, parents were using a minimization 

strategy to manage low feelings of self-efficacy (Bugental & Happaney, 2002; Sigel & 

McGillicuddy-De Lisi, 2002), leading to better mental health by avoidance of problems. 

Within the parent sample there were a few contradictory findings between the 

correlations and the regression analyses. While CG lack of follow through had a positive 

correlation to caregiver burden, lower scores on this dimension predicted more caregiver burden 

when parenting styles were included in the regression analyses. It seemed that in this case, the 

presence of parenting styles contributed to this contradiction in findings due to the strong 

correlation between caregiving and parenting styles. However, other contradictory findings 

between correlation and regression analyses were not as easily explained. Both cases involved 

CG verbal hostility. For depression, CG verbal hostility had a significant positive correlation 

with depression but it was later found that more CG verbal hostility predicted less depression 

when parenting styles were excluded from the analysis. For mental health, CG verbal hostility 

had a significant negative correlation with mental health but regression analysis indicated that 

when parenting styles were excluded from the analysis, more CG verbal hostility predicted better 

mental health. 

Grandparents Raising Grandchildren 

Whether or not parenting styles were included in the analysis, variations in grandparent 

outcomes seemed to covary with appraisal variables in addition to contextual and stressor 

variables. The grandparent’s life situation, as well as his/her perception of his/her situation, 

predicted how he/she coped with the demands of caregiving, unlike Alzheimer’s caregivers as 

discussed below. In addition, less social support, a mediator within the framework, predicted 

more depression for grandparents whether parenting styles were included in the regression 
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analysis or not. Grandparents raising grandchildren often feel isolated due to being “off-time” in 

caring for their grandchild, making social support a buffer against negative outcomes and a 

facilitator of well-being (Fuller-Thomson & Minkler, 2000a, 2000b; Hayslip & Kaminski, 

2005a, 2005b; Hayslip, Temple, Shore, & Henderson, 2006; Hirshorn, 1998; Kohn & Smith, 

2006; Landry-Meyer, Gerard, & Guzell, 2005; Musil & Ahmad, 2002; Pruchno, 1999; Wohl, 

Lahner, & Jooste, 2003).  

The caregiving style dimensions played a larger role in predicting caregiver outcomes for 

the grandparent sample. All of the outcome measures, except mental health, had at least one 

caregiving style dimension as a predictor, and exclusion of parenting styles from the regression 

analysis as predictors resulted in the addition of some caregiving style dimensions as predictors. 

When parenting styles were included in the regression analysis, more Reasoning/Induction 

predicted more caregiver burden and more depressive symptoms. Yet, when parenting styles 

were excluded from the regression analysis as predictors, more depression was predicted by 

more CG verbal hostility, a dimension of the authoritarian caregiving style, and by more CG 

democratic participation, an authoritative caregiving style dimension. Whether parenting styles 

were included or not in the regression analyses, more CG good natured/easy going led to more 

strain and more CG corporal punishment resulted in better physical health. Such findings 

indicated that for grandparents raising grandchildren some dimensions of the authoritative 

caregiving style might lead to less adaptive functioning, while certain authoritarian caregiving 

style dimensions might result in more adaptive functioning. These findings seemed to hold true 

even when parenting styles were eliminated from analysis allowing for the variance of 

caregiving style to be considered without the possible interference from its strong relationship 

with parenting style. 
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These findings initially seemed counterintuitive given the earlier results of the present 

study, as well as other research that has demonstrated that authoritative parenting and caregiving 

styles are related to better adjustment for caregivers and care recipients, while the opposite has 

been shown for authoritarian parenting and caregiving styles (Aunola, Stattin, & Nurmi, 2000; 

Balter, 2000; Baumrind, 1991; Kawamura, Frost, & Harmatz, 2002; Lamborn et al., 1991; King 

& Hayslip, 2005; Teti & Candelaria, 2002; Weiss & Schwarz, 1996; Wolfradt, Hempel, & Miles, 

2003). Yet, the few studies that have examined parenting attitudes and practices of grandparents 

raising grandchildren suggested that their approach might be different and involve adjustment to 

both personal and parent roles (Hayslip & Kaminski, 2005a, 2005b). Perhaps, adding to the 

difficulty of these adjustments was the role conflict and role timing issues discussed by Landry-

Meyer and Newman (2004). They suggested that stepping back into the parenting role is 

unexpected and incongruent with perceptions of normative timetables, leading some 

grandparents to seek information not on parenting practices but on parenting in the contemporary 

society. The grandparents they interviewed also indicated conflicts between their roles as parent 

and grandparent, which might suggest that conflicting approaches to their grandchildren might 

occur as they attempt to integrate their roles. Also, research has suggested that socioeconomic 

status has an impact upon grandparents raising grandchildren (Fuller-Thomson & Minkler, 

2000a, 2000c; Musil & Standing, 2005; Ruiz, 2004) making it possible that these grandparents 

engaged in such practices as a way of protecting their grandchildren from negative consequences 

perceived in their environment. 

There might be additional pressure experienced by grandparents as they attempt to 

negotiate their parental role due to the behavioral and/or emotional difficulties of the grandchild. 

Higher levels of emotional, concentration, behavioral, and/or relationship difficulties of the 
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grandchild were predictors of increased caregiver burden and strain. Along this line, studies have 

consistently demonstrated that increased levels of grandchild behavioral and/or emotional 

difficulties were associated with a variety of negative outcomes for grandparents (Giarrusso et 

al., 2000; Hayslip & Shore, 2000; Hayslip et al., 2006; Musil & Standing, 2005; Pruchno & 

McKenney, 2000). It might be that grandparents find themselves in a role that they feel ill-

equipped to manage, particularly with the additional challenge of handling the grandchild’s 

difficulties that might create daily issues at school, as well as in the home. 

More boundary ambiguity for grandparents led to increased caregiver burden whether 

parenting styles were included in the regression analysis or not. Given the shift in roles 

experienced by grandparents raising grandchildren (Hayslip & Kaminski, 2005a; Shore & 

Hayslip, 1994), it would be understandable for grandparents to experience boundary ambiguity 

as they attempt to re-define the roles and expectations of family members and may experience 

uncertainty about the duration of their caregiving due to their own health concerns and the legal 

issues around custody (Emick & Hayslip, 1999) On the other hand, Landry-Meyer and Newman 

(2004) found that grandparents tended to experience role clarity. However, they noted this 

finding might have been unique to grandparents with a legal relationship to the grandchild as was 

prominent in their sample. Waldrop and Weber (2001) indicated that while grandparents with 

more permanent custody reported increased security, they also noted that it did not diminish their 

overall level of stress due to concerns about the parent kidnapping the child. The legal status of 

custody was not ascertained in the current sample. 

Alzheimer’s Caregivers 

The resulting predictors for this caregiver sample tended to be contextual and stressor 

variables indicating that for Alzheimer’s caregivers their life situation, including demographic 
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characteristics of the caregiver (i.e., age, education level, employment status), changes in their 

lifestyle (i.e., life disruption, negative impact factor of caregiver appraisal), and needs of the care 

recipient (i.e., ADLs), impacted their ability to adaptively manage the demands of caregiving. 

Evidently, caregiving style dimensions, the caregiver’s appraisal of the situation, and other 

mediating circumstances (e.g., spirituality, social support) were less critical to an Alzheimer’s 

caregiver’s ability to cope effectively with caregiving responsibilities. Indeed, within this sample 

of caregivers, the mediators of religious coping and social support were not identified as part of 

the predictors for the various caregiver outcomes across analyses, in contrast to previous studies 

which demonstrated the benefits of these variables (Clyburn et al., 2000; Keilman & Given, 

1990; Pearlin et al., 1996; Pillemer & Suitor, 2000; Stuckey, 2001).  

The initial analyses were conducted with only 44 participants, excluding those 

incorporated from King and Hayslip (2004) that met the present study’s criteria for participation, 

as the participants from King and Hayslip’s study had not completed all the measures included in 

the caregiver stress and coping framework for the present study. These results suggested that the 

caregiving style dimensions had little impact on the caregiver outcomes overall, as three of the 

five outcome measures analyzed had no caregiving style dimensions as their predictors. 

Caregiver burden and strain were the only outcome measures that resulted in caregiving style 

dimensions as predictors. For Alzheimer’s caregivers, more education, more negative impact 

from caregiving, more life disruption, and more CG lack of follow through characteristics 

predicted higher caregiver burden whether parenting styles were included in the regression 

analysis as predictors or not. Subjective burden due to caregiving was added as a predictor for 

caregiver burden when parenting styles were excluded. Higher CG warmth and involvement and 

CG corporal punishment, along with contributions by other contextual and mediating variables 
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(see Tables 18 and 19), led to more strain whether parenting styles were included or not from the 

regression analyses.  

Strain and physical health were the only outcome variables in which parenting styles 

were predictive in that more authoritative parenting style with one’s children led to more strain 

and poorer physical health. Thus, the inclusion or exclusion of parenting styles had little impact 

on the overall well-being of the Alzheimer’s caregivers, providing further evidence that 

parenting styles were not as relevant to their current caregiving experiences. This was consistent 

with the earlier finding that parenting and caregiving styles were not associated within the 

Alzheimer’s caregiver sample. 

Also interesting was the negative impact on the Alzheimer’s caregiver’s well-being by 

both CG warmth and involvement and the authoritative parenting style. In terms of strain, it 

might be that the combination of these authoritative components with the authoritarian 

caregiving style dimension of CG corporal punishment led to conflicted feelings and cognitive 

dissonance for caregivers, as they attempted to implement these opposing approaches. Adding 

additional conflict to this situation was that these caregivers also indicated that more positive 

aspects of caregiving predicted more strain, creating a situation in which the caregiver perceived 

positive elements in providing care but was at the same time experiencing life disruption, caring 

for a loved one who needs more help with everyday tasks, experiencing negative impact from 

caregiving, and experiencing work conflict.  

Similarly, for physical health, an authoritative parenting style with one’s children in 

combination with providing more hours of care for someone who needs more help with daily 

activities yielded poorer physical health for the caregiver. This result also pointed to the inherent 

conflict experienced by caregivers who attempted to have an authoritative belief system yet were 
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attempting to care for someone who, due to increased needs for assistance, might require a more 

directive approach than the caregiver preferred. Fortinsky (2001) and Aneshensel et al. (1995) 

indicated that the focus of caregiving shifts over time, becoming increasingly concerned with 

symptom management and that the caregiver might not feel confident in performing those tasks. 

It must also be kept in mind that accounts of the caregiver’s parenting style was retrospective and 

therefore might not accurately represent their attitudes and behaviors when they raised their 

children. 

More boundary ambiguity predicted more depressive symptoms and poorer mental health 

for the Alzheimer’s caregivers whether parenting styles were included in the regression analysis 

or not. However, this sample of Alzheimer’s caregivers was diverse in terms of the stage of 

Alzheimer’s disease the care recipient was currently experiencing. It might be that the role of 

boundary ambiguity in predicting other caregiver outcomes would increase with the inclusion of 

more caregivers who were caring for persons in the later stages of Alzheimer’s disease. As other 

studies have noted (Kaplan & Boss, 1999; Thomas, Clement, Hazif-Thomas, & Leger, 2001), the 

greater the impairment of the care recipient and the changes in relationship experienced when the 

care recipient was institutionalized often contributed to more boundary ambiguity. 

The caregiver stress and coping framework was later revised to only include measures 

common to both the present study and King and Hayslip (2005), which dramatically decreased 

the number of predictors and dependent variables analyzed. There was an increase in the 

contribution of the caregiving style dimensions for caregiver burden but a decline for strain. For 

these analyses, there was no change in the results when parenting styles were excluded. For 

caregiver burden, CG lack of follow through was the only significant caregiving style dimension 

predictor prior to revising the framework to include only common measures between all 
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participants, but when the uncommon measures were excluded from the analysis, CG verbal 

hostility and CG directiveness were found to also be predictors of caregiver burden along with 

other contextual and appraisal variables as seen in Tables 20 and 21. These results indicated that 

more CG lack of follow through and CG verbal hostility led to more caregiver burden, while less 

CG directiveness predicted more caregiver burden. The results seemed to indicate that 

dimensions of the authoritarian caregiving style can lead to positive and negative outcomes. 

For caregiver strain, the predictors included CG corporal punishment and CG warmth and 

involvement when both common and uncommon measures were included as discussed above 

(see Tables 18 and 19). However, when only common measures were considered, the only 

caregiving style dimension that was a predictor for caregiver strain was CG obligation with more 

characteristics of this dimension, as well as more life disruption, more assistance needed by the 

care recipient, and higher subjective burden, leading to increased strain for Alzheimer’s 

caregivers. In such a situation, it seemed the combination of factors created a more negative 

sense of obligation due to the needs of the loved one, rather than filial maturity, prompting the 

caregiver to provide care out of an authentic desire to be involved. Research has consistently 

indicated the greater risk for caregiver burden and poorer health when caring for a loved one who 

needs more assistance with activities of daily living or who suffers from more behavioral and/or 

mood shifts (Brazil et al., 2003; Dautzenberg et al., 2000; Deimling & Bass, 1986; Donaldson et 

al., 1998). In such situations, it might be that caregivers experience pressure, internal and/or 

external, to provide assistance to their loved one. 

Caregiver Group Differences among Caregiving Styles 

 Caregiving styles varied among the groups of caregivers. Generally, the Alzheimer’s 

group varied significantly from the parent and grandparent groups. Alzheimer’s caregivers 
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tended to have fewer beliefs and behaviors congruent with an authoritative and authoritarian 

caregiving styles compared to the other two caregiver groups. More specifically, the Alzheimer’s 

caregivers tended to have fewer characteristics congruent with CG directiveness, CG 

nonreasoning/punitive strategies, CG reasoning/induction, and CG corporal punishment, while 

parents and grandparents engaged in more characteristics associated with these dimensions. 

However, Alzheimer’s caregivers had more beliefs and behaviors characteristic of CG 

democratic participation than the other caregiver groups. They also were found to exhibit more 

CG warmth and involvement than parents. 

These results further highlighted the tendency of Alzheimer’s caregivers to approach 

caregiving differently. It appeared that being more democratic in decision-making would fit with 

the earlier hypothesis that Alzheimer’s caregivers were caring for an adult and that such a 

relationship involved more equitable interactions in contrast to interactions with children and 

grandchildren. In caring for children and grandchildren, they were providing for the physical and 

emotional needs of children who were unable to meet these needs for themselves (Bigner, 2002; 

Azar, 2003), perhaps by being more directive, utilizing more punitive strategies, reasoning, and 

engaging in corporal punishment, in contrast to adults, regardless of their limitations. 

 CG obligation was another dimension that varied by group with grandparents and 

Alzheimer’s caregivers experiencing less CG obligation than parents. There once again seemed 

to be an inherent expectation to care for one’s children that parents experienced, while the 

expectations of grandparents and Alzheimer’s caregivers to provide care was more externally 

imposed relative to that experienced by parents (Hayslip & Kaminski, 2005a; Landry-Meyer & 

Newman, 2004; Waldrop & Weber, 2001; Matthews & Rosner, 1988; Piercy, 1998; Stein et al., 

1998). Earlier results of this study indicated that such obligation could be adaptive for parents, as 
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well as grandparents, suggesting that the fewer obligations perceived by Alzheimer’s caregivers 

the better their overall well-being. Yet, the level of CG obligation required for unhealthy 

outcomes to occur was unknown, and it might be that while Alzheimer’s caregivers in this study 

reported lower levels of CG obligation than parents, this level might still surpass the threshold 

associated with unhealthy functioning. 

Conclusions 

 The present study provided additional support for the reliability and validity of the CSS. 

This study indicated that the CSS in its shortened version had overall good reliability and 

construct validity. It seemed that caregiving styles and dimensions related to one another across 

diverse caregiver groups, while also contributing to particular groups in distinctive ways. 

Caregiving styles and their dimensions seemed to play a unique role in predicting 

caregiver outcomes with some similarities, as well as some differences in this respect, emerging 

between the groups. Generally, it seemed that dimensions of the authoritative caregiving style, 

while strongly associated with an authoritative parenting style, did not as consistently predict 

adaptive functioning. The authoritarian and permissive caregiving style dimensions led to both 

positive and negative outcomes depending on the caregiver group being assessed and at times 

varied by the outcome being analyzed. Therefore, while the role of caregiving styles in 

predicting caregiver outcomes remained meaningful, there remains more to be understood in 

terms of their real world application for professionals and researchers.  

 Additionally, it was apparent that for Alzheimer’s caregivers, the contextual and stressor 

variables were more important to their adaptability to the situation, as opposed to parents and 

grandparents whose appraisal of the situation was also critical to predicting outcomes. It also 

appeared that caregiving styles varied by caregiver group and that, moreover, within those 
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groups, the styles might predict different qualities of outcomes for the caregivers. For 

Alzheimer’s caregivers, the caregiving styles did not appear associated with parenting styles yet 

still influenced caregiver outcomes, suggesting that caregiving styles might be related to other 

aspects of the caregiver relationship.  

 Alzheimer’s caregivers seemed to differ significantly from the other two caregiver 

groups, which was understandable given the differences in the age of the care recipient and, 

therefore, his/her developmental needs. Alzheimer’s caregivers were more likely to engage in 

democratic reasoning, while parents and grandparents were more likely to be directive, engage in 

reasoning, demonstrate nonreasoning, and implement corporal punishment. Such differences 

suggested distinctive manners for approaching problematic issues that were certain to arise in 

any caregiving situation. It was interesting, however, that while some of these approaches might 

appear maladaptive, and indeed might be maladaptive for the care recipient, the results suggested 

that such approaches actually led to healthier functioning in the caregiver. Yet, at the 

correlational level, results overall continued to point toward the benefits of authoritative 

caregiving as opposed to authoritarian and permissive caregiving styles. 

Implications for Future Research and for Practitioners 

 Future research with the CSS and the caregiver samples included in the present study 

would be desirable, as would its use with different caregiver groups (e.g., family of dying 

persons, culturally diverse samples of caregivers). In addition, a better understanding of the 

relationship of caregiving styles within the Alzheimer’s caregiver population might be achieved 

through ascertaining the relationship of caregiving styles to other measures of the caregiver and 

care recipient relationship currently and prior to caregiving. Such comparisons would determine 

whether other relational dynamics (e.g., quality of relationship prior to the onset of caregiving, 



 

 116

communication styles) more closely relate to caregiving styles than parenting styles, since there 

has likely been an adult relationship with the care recipient that involves greater equity than 

involved in an adult-child relationship.  

Longitudinal data would be beneficial to determining causal pathways by which 

caregiving style develops through the life span. Such research would also provide evidence for 

whether caregiving styles predict caregiver outcomes over time or whether caregiver outcomes 

predict caregiver styles over time. It may be that people initially approach the caregiving 

situation with certain beliefs and behaviors based on other caregiving experiences (e.g., how they 

were parented, how they parented their own children); however, as time in the caregiving role 

passes, it is possible that new experiences lead to alterations in the approach or in the caregiving 

style.  

Indeed, research has demonstrated that a bidirectional interaction occurs in caregiving 

relationships between the caregiver and the care recipient (Aneshensel et al., 1995; Hayslip & 

Hicks Patrick, 2003; Hirshorn; 1998; Ikkink, Tilburg, & Knipscheer, 1999; Lyons et al., 2002; 

Mui, 1995; Pearlin et al., 1990; Quinn & Tomita, 1997; Schiamberg & Gans, 2000; Suitor, 

Pillemer, Keeton, & Robison, 1995; Talkington-Boyer & Snyder, 1994; Teti & Candelaria, 2002; 

Tomlin, 1998). The interaction is dyadic and, therefore, caregiving styles may impact, as well as 

be derived from, interactions with the care recipient. In this light, it would be interesting to 

examine whether caregiving styles are stable over time, as has been examined in the parenting 

literature (Holden & Buck, 2002). At the same time, greater attention to the impact of particular 

caregiving styles upon the care recipient would be beneficial to ascertaining the positive and 

negative consequences to approaching caregiving from one style versus another style. As 

discussed earlier, parenting styles have consistently been examined in terms of their influence 
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upon children both at present and in the future (Aunola et al., 2000; Kawanmura, Frost, & 

Harmatz, 2002; Miller, DiIorio, & Dudley, 2002; O’Byrne, Haddock, Poston, & Mid America 

Heart Institute, 2002; Wolfradt, Hempel, & Miles, 2003). 

Sequential analyses (see Schaie, 1965) would also allow for the examination of cohort 

differences that may exist, particularly between parents and grandparents. In addition, a larger 

sample size would permit the use of factor analysis and structural equation modeling to be 

conducted with the CSS. Such analyses would determine whether the dimensions of caregiving 

style are similarly organized across caregiver groups. When approaching such research, it is 

recommended that a simpler pattern be utilized. More specifically, given the similar findings of 

the caregiving styles and dimensions, it seems appropriate to examine the unique role of 

caregiving styles via the use of style scores, rather than dimension scores, particularly for the 

authoritative and authoritarian caregiving styles. While there was utility in using the dimensions 

throughout much of the present study in order to determine more specific relationships due to the 

exploratory nature of caregiving styles, it seems appropriate for future research to provide a 

bigger picture of the impact of caregiving styles, which may be more readily applied by 

professionals, as opposed to overly detailed findings. 

 Professionals may find it useful to keep in mind the utility of adding caregiving style to 

the caregiver stress and coping framework. The caregiving styles added variance to this 

framework, which is frequently utilized to better understand the intertwined effects of multiple 

factors involved with caregiving. Findings of the present study also seemed relevant to assisting 

practitioners in understanding how similar approaches to caregiving may lead to positive and 

negative outcomes depending upon the nature of the caregiving situation, as well as the 

caregiver’s appraisal of that situation.  
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Professionals may also find it beneficial to keep in mind the tendencies of some caregiver 

groups to take on certain caregiving styles. With the current information, it may be beneficial for 

professionals to be aware of the fact that the usefulness one’s approach to caregiving may be 

variable depending on whether the person is a child or an adult. Through applying caregiving 

styles to the existing caregiver literature, practitioners may develop methods for how to intervene 

when particular approaches to caregiving are destructive. Altering such approaches based upon 

the individual context of the caregiver would be better achieved though discussions with the 

caregiver about his/her caregiver style yielding valuable information about which specific areas 

(i.e., caregiving style dimensions) are currently working and which are not. Due to the dyadic 

nature of caregiving, it may be useful for professionals to gain additional information from the 

care-recipient and to emphasize the importance of relationship quality to caregivers, as suggested 

by Lyons et al. (2002). 

It may be that caregivers would benefit from being reminded of the benefits of particular 

approaches, especially those who are caring for children. As Kern (2003) suggested, refreshing 

parenting skills with grandparents raising grandchildren can provide them with a burst of 

confidence; however, grandparents may be resistant to parenting skills training, viewing such 

activities as implying they did not raise their own children well (Hayslip & Kaminski, 2005a). It 

could be caregivers with particular caregiving styles may be more apt to seek help than others or 

to desire a particular modality of assistance. For example, King et al. (2006) found that 

grandparents seemed to fall into two categories in terms of the type of support desired: (1) 

instrumental support (e.g., information about services to meet everyday needs) and (2) emotional 

support (e.g., support groups, mentoring). In light of the findings of the present study, it may be 

that part of what differentiated the needs of these grandparents was their caregiving styles. 
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Professionals may, therefore, find it useful to provide services aimed at building upon the 

strengths and addressing the problematic issues that arise from each caregiving style in order to 

meet the needs of the diverse caregiver population that exists. 

Limitations 

The retrospective, self-report nature of this research introduced certain limitations for the 

current study. It is often difficult for participants to recall information accurately and may be 

further compromised by the fact that it is their subjective perception of their situation, which may 

vary drastically from a more objective view at the time. When it comes to how they approach 

caregiving, there might be a tendency toward social desirability - wanting to be viewed as 

competent and successful in their caregiving. For Alzheimer’s caregivers and grandparents 

particularly, they might not accurately recall particular aspects of how they raised their children, 

especially if it has been some time since their children moved out of the home. The present study 

also represented only the caregiver’s perspective of the caregiving situation lacking information 

about how the care recipient viewed the caregiving circumstances and interactions with the 

caregiver. As Lyons et al. (2002) reported, while caregivers and care recipients related little 

disagreement about the care recipient’s needs, there was significant variation in their 

perspectives or appraisals of caregiving difficulties with caregivers perceiving more difficulties 

than the care recipients. Thus, it is possible that gathering data from both sources would result in 

more well-rounded views of caregiving and provide information about possible differences in the 

pros and cons associated with the various caregiving styles.  

The decision to shorten the CSS in order to make it more time efficient resulted in a 

sacrifice of a bit of internal consistency reliability due to eliminating items. The pros and cons 

associated with this decision should be considered in future research. As discussed above, the 
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small sample size prevented the use of causal modeling, which therefore impeded the my ability 

to determine causal pathways through which caregiving styles interact with other factors to 

produce outcomes, as well as how outcomes may influence caregiving styles. Such analyses 

would allow frameworks, such as the caregiver stress and coping conceptual framework, to be 

tested, rather than used as a heuristic framework. In particular, longitudinal data analyzed via 

factor analysis and/or causal modeling techniques would provide knowledge of the dynamic, 

causal role of caregiving styles and information about the mechanism by which caregiving styles 

impact caregiver outcomes. 

 

  



 

 121

Table 1 

Description of Samples 
 
Sample     n   % 
 
Alzheimer’s Caregivers 
 

Marital Status  
 

       Single     6    9.2 

       Married   51  78.5 

       Divorced    4    6.2 

       Widowed    3    4.6 

  Race 

       Caucasian   51  78.5 

       Hispanic     2    3.1 

       African American  11  16.9 

      American Indian    0      0 

      Asian American    0      0 

       Other        0      0 

Grandparents Raising Grandchildren 

Marital Status 

       Single      6    6.5 

       Married   56  60.9 

       Divorced   18  19.6 

       Widowed   11  12.0 

(table continues) 
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Table 1 (continued). 
 
Sample     n   % 
 

Race 

       Caucasian              64  69.6 

       Hispanic     6    6.5 

       African American   18  19.6 

      American Indian     1    1.1 

      Asian American     1    1.1 

       Other         0       0 

Parents 

Marital Status 

       Single      19  10.9 

       Married   135  77.6 

       Divorced     19  10.9 

       Widowed       1      .6 

  Race 

       Caucasian            140  80.5 

       Hispanic     9    5.2 

       African American  15    8.6 

      American Indian    1      .6 

      Asian American    3    1.7 

       Other        5    2.9 
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Table 2 
 
Description of the Caregiver Samples (Means and Standard Deviations) 
 
      Alzheimer’s Caregivers (n = 65)        Grandparents (n = 92)   Parents (n = 174) 
 
Age      56.28 (11.50)    58.66 (9.22)   37.83 (8.84) 
 
Education     14.60 (3.36)    13.34 (2.74)   14.83 (2.45) 
 
Number of children      2.36 (1.55)      2.90 (1.65)     2.13 (1.13) 
 
Number of grandchildren     3.45 (6.37)      4.03 (3.61)       .13 (0.59) 
 
Number of years providing care    3.98 (2.59)      5.33 (4.83)     9.92 (5.73) 
 
Age of person caring for   78.23 (8.70)      9.74 (7.36)   10.44 (5.59) 
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Table 3 
 
Items Included within the Dimensions of the CSS 
 
Authoritative CG Style 
 
Dimension 1 – CG Warmth and Involvement 
 
1.  When my relative successfully completes a task, I praise him/her. 
2.  I spend time talking to my relative every day or a few times a week. 
22. I show sympathy when my relative is hurt or frustrated. (PPQ #9) 
24. I give comfort and understanding when my relative is upset. (PPQ #12) 
31. I am responsive to my relative’s feelings and needs. (PPQ #21) 
35. I tell my relative that I appreciate what he/she tries or accomplishes. (PPQ #27) 
39. I express affection by hugging my relative. (PPQ #35) 
41. I apologize to my relative when I make a mistake. (PPQ #39) 
 
Dimension 2 – CG Reasoning/Induction 
 
26. I tell my relative my expectations regarding behavior. (PPQ #16) 
33. I give my reasons why rules should be obeyed. (PPQ #25) 
43. I talk it over and reason with my relative when he/she acts inappropriately. (PPQ #42) 
48. I explain to my relative how I feel about his/her good and bad behavior. (PPQ #53) 
50. I explain the consequences of my relative’s behavior. (PPQ #58) 
52. I emphasize the reasons for rules. (PPQ #62) 
 
 
 
 
 
 

(table continues) 
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Table 3 (continued). 
 
Dimension 3 – CG Democratic Participation 
 
11.  It is okay if my relative gets angry with me and voices his/her opinion.    
13. It is okay for my relative to question decisions.   
14.  It is okay for my relative to argue. 
17.  Adult children caring for their relatives should take the relative’s opinions seriously.  
45. I encourage my relative to freely express himself/herself even when disagreeing with me. (PPQ #48) 
 
Dimension 4 – CG Good Natured/Easy Going 
 
25. I am easy going and relaxed with my relative. (PPQ #14) 
28. I show patience with my relative. (PPQ #18) 
47. I show respect for my relative’s opinions by encouraging him/her to express them. (PPQ #51) 
 
 
Authoritarian CG Style 
 
Dimension 1 – CG Verbal Hostility 
 
6.  I often get angry with my relative. 
7.  My relative makes me angry. 
32. I argue with my relative. (PPQ #23) 
37. I explode in anger towards my relative. (PPQ #32) 
53.  I feel anger at having to care for my relative. 
 
Dimension 2 – CG Corporal Punishment 
 
29. I grab my relative when he/she is being disobedient. (PPQ #19) 
40. I use physical punishment as a way of disciplining my relative. 
44. I slap my parent when he/she misbehaves. (PPQ #43) 

(table continues) 
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Table 3 (continued). 
 
Dimension 3 – CG Nonreasoning/Punitive Strategies 
 
21.  I find it necessary to discipline my relative.a 

23. I punish by taking privileges away from my relative with little if any explanation. (PPQ #10) 
34. I appear to be more concerned with my own feelings than with my relative’s feelings. (PPQ #26)a 

49. I use threats as punishment with little or no justification. (PPQ #54) 
 
Dimension 4 – CG Directiveness 
 
8.  Others think I am firm with my relative.     
9.  I see myself as being firmer with my relative than others are with their relatives.   
10. I desire obedience more than most. 
27. I criticize to make my relative improve. (PPQ #17) 
51. I demand that my relative do things. (PPQ #59) 
 
 
Permissive CG Style 
 
Dimension 1 – CG Lack of Follow Through 
 
30. I state decisions to my relative and do not actually do them. (PPQ #20) 
36. I am afraid that criticizing my relative for misbehavior will cause him/her to not love me.* (PPQ #30) 
38. I threaten my relative with punishment more often than actually giving it. (PPQ #34) 
42. I give into my relative when he/she causes a commotion about something. (PPQ #41) 
46. I bribe my relative with rewards to bring about compliance. (PPQ #49) 
 
 
 
 
 

(table continues) 
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Table 3 (continued). 
 
CG Obligation 
 
3.  I would feel guilty if I did not care for my relative.  
4.  I feel glad to have a second chance to get to know my relative better.a 

5.  I know exactly where my relative is at all times throughout the day. 
12.  My relative raised me or my spouse, and now, I want to repay him/her by caring for him/her.a 

15.  Now that my relative cannot fully care for himself/herself, I will be responsible for all important decisions regarding his/her life. 
16.  It is my duty to care for my relative. 
18.  Older relatives need more guidance today, as there are many people in the world trying to take advantage of older people. 
19.  I worry about my relative’s safety. 
20.  I avoid helping my relative when possible. R 
 
Note. Items in italics did not directly parallel the PPQ. Numbers in parentheses following PPQ indicate the number of the parallel item from the PPQ when 
applicable. CG = caregiving; PPQ = Parenting Practices Questionnaire; R = reverse scored item. 
*Item parallels item within the Self-confidence factor of Permissive parenting style from PPQ. a = item omitted from final version.  
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Table 4 

Means, Standard Deviations, and Alphas for Caregiving Style Scale (CSS) Dimensions (All Samples Combined) 

            # items            M           SD     Alpha (current)      Alpha (King & Hayslip, 2005) 
 
Authoritative Caregiving Style: 

CG Warmth & Involvement    8  35.88  4.18  .86   .80 
 

CG Reasoning/Induction    6  23.80  4.63  .86   .82 
 

CG Democratic Participation     5  17.60  3.44  .73   .75 
 

CG Good Natured/Easy Going    3  12.01  1.90  .64   .72 
 
Authoritarian Caregiving Style: 

CG Verbal Hostility      5    9.55  3.32  .75   .84 
 

CG Corporal Punishment     3    5.02  2.05  .60   .78 
 

CG Nonreasoning/Punitive  
     Strategies      2    3.35  1.42  .58   .78 

 
CG Directiveness      5  13.18  3.84  .72   .72 

 
Permissive Caregiving Style: 

CG Lack of Follow Through     5  10.03  3.02  .59   .64 
 
CG Obligation: 

CG Obligation      7  30.18  3.72  .62   .63 
 

Note. The data in column 5 are from King & Hayslip, 2005. CG = caregiving. 
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Table 5 

Means, Standard Deviations, and Alphas for Caregiving Styles and the Caregiving Style Scale (CSS; All Samples Combined) 

     # items  M  SD  Alpha 
 
 
Authoritative Caregiving Style 22  89.47           10.22  .88 
 
Authoritarian Caregiving Style 15  31.08  7.31  .78 
 
Permissive Caregiving Style   5  10.03  3.02  .59 
 
CSS               49           160.78           12.60  .74 
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Table 6 
 
Caregiving Style Dimension Correlations for Parents 
 
     1  2  3  4  5  6  7 

Authoritative 
 
 CG Warmth and Involvement (1) --  .58**  .17*  .55**            -.42**  -.21**  -.32** 
 
CG Reasoning/Induction (2)    --  .26**  .49**            -.30**  -.25**  -.33** 
 
CG Democratic Participation (3)     --  .43**            -.05  -.22**  -.12 
 
CG Good Natured/Easy Going (4)       --            -.47**  -.32**  -.26** 
 
Authoritarian 
 
CG Verbal Hostility (5)           --   .27**   .44** 
 
CG Corporal Punishment (6)              --   .29** 
 
CG Nonreasoning/Punitive 
     Strategies (7)                 -- 
 
CG Directiveness (8) 
 
Permissiveness 
 
CG Lack of Follow Through (9) 
 
CG Obligation (10) 

(table continues) 
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Table 6 (continued). 
 

8  9  10 

Authoritative 
 
CG Warmth and Involvement (1) -.00  -.20**  .36** 
 
CG Reasoning/Induction (2)   .16*  -.29**  .25** 
 
CG Democratic Participation (3) -.20**   .04  .01 
 
CG Good Natured/Easy Going (4) -.15  -.15*  .20** 
 
Authoritarian 
 
CG Verbal Hostility (5)   .04   .51**            -.15* 
 
CG Corporal Punishment (6)   .23**   .35**            -.01 
 
CG Nonreasoning/Punitive 
     Strategies (7)    .06   .56**  .02 
 
CG Directiveness (8)     --  -.08  .09 
 
Permissiveness 
 
CG Lack of Follow Through (9)    --  .00 
 
CG Obligation (10)        -- 
 
*p < .05. **p < .01. 
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Table 7 
 
Caregiving Style Dimension Correlations for Grandparents Raising Grandchildren 
 
     1  2  3  4  5  6  7 

Authoritative 
 
 CG Warmth and Involvement (1) --  .63**  .42**  .75**  -.47**  -.36**  -.57** 
 
CG Reasoning/Induction (2)    --  .36**  .53**  -.13  -.12  -.36** 
 
CG Democratic Participation (3)     --  .37**  -.16  -.33**  -.30** 
 
CG Good Natured/Easy Going (4)       --  -.61**  -.41**  -.47** 
 
Authoritarian 
 
CG Verbal Hostility (5)           --   .39**   .35** 
 
CG Corporal Punishment (6)              --   .33** 
 
CG Nonreasoning/Punitive 
     Strategies (7)                 -- 
 
CG Directiveness (8) 
 
Permissiveness 
 
CG Lack of Follow Through (9) 
 
CG Obligation (10) 

(table continues) 
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Table 7 (continued). 
 

8  9  10 

Authoritative 
 
CG Warmth and Involvement (1) -.18  -.32**  .48** 
 
CG Reasoning/Induction (2)   .13  -.41**  .41** 
 
CG Democratic Participation (3) -.10   .07  .29** 
 
CG Good Natured/Easy Going (4) -.21*  -.36**  .44** 
 
Authoritarian 
 
CG Verbal Hostility (5)   .29**   .38**            -.18 
 
CG Corporal Punishment (6)   .13   .16            -.13 
 
CG Nonreasoning/Punitive 
     Strategies (7)    .23*   .30**            -.31** 
 
CG Directiveness (8)     --   .07  .01 
 
Permissiveness 
 
CG Lack of Follow Through (9)    --            -.07 
 
CG Obligation (10)        -- 
 
*p < .05. **p < .01. 
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Table 8 
 
Caregiving Style Dimension Correlations for Alzheimer’s Caregivers 
 
     1  2  3  4  5  6  7 

Authoritative 
 
 CG Warmth and Involvement (1) --  .35**  .40**  .71**  -.43**  -.30*  -.41** 
 
CG Reasoning/Induction (2)    --  .42**  .36*   -.11   -.14   -.07 
 
CG Democratic Participation (3)     --  .42**  -.16  -.17  -.25* 
 
CG Good Natured/Easy Going (4)       --  -.64**  -.24  -.29* 
 
Authoritarian 
 
CG Verbal Hostility (5)           --   .24   .24 
 
CG Corporal Punishment (6)              --   .48** 
 
CG Nonreasoning/Punitive 
     Strategies (7)                 -- 
 
CG Directiveness (8) 
 
Permissiveness 
 
CG Lack of Follow Through (9) 
 
CG Obligation (10) 

(table continues) 
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Table 8 (continued). 
      

8  9  10 

Authoritative 
 
CG Warmth and Involvement (1) -.16  -.29*  .41** 
 
CG Reasoning/Induction (2)   .00  -.15  .12 
 
CG Democratic Participation (3) -.13  -.37**  .12 
 
CG Good Natured/Easy Going (4) -.37**  -.37**  .15 
 
Authoritarian 
 
CG Verbal Hostility (5)   .50**   .28*            -.03 
 
CG Corporal Punishment (6)   .23   .45**            -.21 
 
CG Nonreasoning/Punitive 
     Strategies (7)    .23   .48**            -.11 
 
CG Directiveness (8)     --   .36**  .07 
 
Permissiveness 
 
CG Lack of Follow Through (9)    --  .10 
 
CG Obligation (10)        -- 
 
*p < .05. **p < .01. 
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Table 9 
 
Correlations of Demographic Variables and Other Caregiving Measures with Caregiving Style Dimensions for Parents 

    Age  Edu.  Life Disrpt.  SDQ  Burden  Mastery Strain 
 
CG Warmth & Involvement  -.12  -.02   .08  -.16*  -.21**   .20**   -.18* 
 
CG Reasoning/Induction   .06   .09   .02  -.03  -.17*   .18*   -.12 
 
CG Democratic Participation    .05   .03   .05   .10   .00  -.12    .06 
  
CG Good Natured/ 
     Easy Going     .04  -.01  -.01  -.16*  -.27**   .18*   -.19* 
 
CG Verbal Hostility     .06  -.12   .05   .35**   .37**  -.36**    .31** 
 
CG Corporal Punishment  -.21**  -.03  -.02   .06   .29**  -.16*    .26** 
 
CG Nonreasoning/Punitive  
     Strategies     -.02  -.14  -.07   .22**   .17*  -.18*    .11 
 
CG Directiveness     .11   .17*  -.12   .01  -.07  -.05  -.10 
 
CG Lack of Follow Through  -.10  -.05   .16*   .20**   .31**  -.27**    .39** 
 
CG Obligation    -.20**  -.03   .05  -.01  -.13   .14   -.12 
 
 
 
 

(table continues) 
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Table 9 (continued). 
 
    Subj.1  Satisfact. 1 Impact1 + care  Support Rcope+ Rcope-  
 
CG Warmth & Involvement -.18*   .56**  -.19*   .27**   .34**   .27**   -.18*  
 
CG Reasoning/Induction -.13   .29**  -.16*   .12   .25**   .27**   -.15* 
 
CG Democratic Participation   .01   .13   .03   .04   .01  -.06    .10 
  
CG Good Natured/ 
     Easy Going   -.09   .36**  -.07   .17*   .26**   .15*   -.03 
 
CG Verbal Hostility    .16*  -.34**   .19*  -.13  -.36**  -.08    .35** 
 
CG Corporal Punishment   .20**  -.08   .20**   .02  -.06   .03    .16* 
 
CG Nonreasoning/Punitive 
     Strategies     .10  -.13   .06   .01  -.17*   .01    .22** 
  
CG Directiveness   -.09   .04  -.14   .04   .08   .20**   -.07 
 
CG Lack of Follow Through   .19*  -.06   .28**   .02  -.20**  -.20**    .34** 
 
CG Obligation   -.13   .35**  -.14   .24**   .09   .16*   -.07 
 
 
 
 
 
 
 

(table continues) 
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Table 9 (continued). 
 
    Work conf. Family conf. Physical Mental  Depression Ambiguity 
 
CG Warmth & Involvement  -.10  -.24**   .07   .11  -.16*  -.18*  
 
CG Reasoning/Induction  -.08  -.17*  -.07   .04  -.05  -.18* 
 
CG Democratic Participation    .03   .05  -.13  -.18*   .16*   .14 
 
CG Good Natured/ 
     Easy Going    -.05  -.18*   .04   .11  -.12  -.13 
 
CG Verbal Hostility     .23**   .25**  -.16*  -.25**   .28**   .35** 
 
CG Corporal Punishment    .22**   .20**   .02  -.08   .11   .22** 
 
CG Nonreasoning/Punitive 
     Strategies      .22**   .11  -.03  -.10   .14   .29** 
 
CG Directiveness    -.05  -.07  -.07   .03   .00  -.12 
 
CG Lack of Follow Through    .38**   .31**  -.14  -.24**   .21**   .48** 
 
CG Obligation    -.03  -.12   .06   .03   .00  -.02 
 
Note. Edu. = education; Disrupt. = disruption; SDQ = Strengths and Difficulties Questionnaire; Subj. = subjective; Satisfact. = satisfaction; +care = positive 
aspects of caregiving; Support = social support; Rcope+ = positive religious coping; Rcope- = negative religious coping; Conf. = Conflict; Fam. = Family; 
Physical = physical health; Mental = mental health; Ambiguity = boundary ambiguity. 
1 = Caregiver appraisal factor. 
*p < .05. **p < .01. 
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Table 10 
 
Correlations of Demographic Variables and Other Caregiving Measures with Caregiving Style Dimensions for Grandparents 

    Age  Edu.  Life Disrpt.  SDQ  Burden  Mastery Strain 
 
CG Warmth & Involvement  -.21*  -.00  -.04  -.23*  -.14   .20   -.02 
 
CG Reasoning/Induction  -.12   .14  -.02   .05   .10   .16    .18 
 
CG Democratic Participation    .22*   .06   .01  -.21   .07  -.02   -.05 
  
CG Good Natured/ 
     Easy Going    -.19   .01  -.11  -.32**  -.18   .19    .01 
 
CG Verbal Hostility     .26*  -.05   .18   .58**   .41**  -.41**    .29** 
 
CG Corporal Punishment   -.05   .05   .22*   .22   .09  -.03    .16 
 
CG Nonreasoning/Punitive  
     Strategies      .05  -.02   .01   .18   .01  -.14    .05 
 
CG Directiveness     .18  -.05   .04   .18   .10  -.05    .12 
 
CG Lack of Follow Through    .11  -.04   .01   .15   .14  -.32**    .01 
 
CG Obligation    -.05  -.12   .04  -.14  -.02   .07    .04 
 
 
 
 
 

(table continues) 
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Table 10 (continued). 
 
    Subj.1  Satisfact. 1 Impact1 + care  Support Rcope+ Rcope-  
 
CG Warmth & Involvement  -.16   .52**  -.28**   .15   .13   .03   -.01  
 
CG Reasoning/Induction       -.02   .12  -.02  -.06  -.16   .06   -.09 
 
CG Democratic Participation  .02   .25*  -.02   .10   .08  -.09    .09 
  
CG Good Natured/ 
     Easy Going             -.22*   .60**  -.35*   .26*   .10   .09   -.02 
 
CG Verbal Hostility   .38**  -.68**   .52**  -.28*  -.31**  -.10   .09 
 
CG Corporal Punishment  .16  -.29**   .36**  -.13  -.14   .11  -.11 
 
CG Nonreasoning/Punitive 
     Strategies    .07  -.26*   .19   .04   .04   .04   .11 
  
CG Directiveness   .10  -.31**   .20  -.15  -.28**   .13  -.07 
 
CG Lack of Follow Through  .10  -.17   .14   .03  -.06   .06   .11 
 
CG Obligation   .01   .30**  -.17   .19   .03   .26*   .06 
 
 
 
 
 
 

(table continues) 
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Table 10 (continued). 

Work conf. Family conf. Physical Mental  Depression Ambiguity 

CG Warmth & Involvement  -.09  -.02  -.03   .09   .01  -.06  
 
CG Reasoning/Induction   .04   .24*   .03   .08   .05   .10 
 
CG Democratic Participation  -.15  -.09  -.09  -.03   .15  -.03 
 
CG Good Natured/ 
     Easy Going    -.07  -.12   .04   .25*  -.10  -.09 
 
CG Verbal Hostility     .14   .40**  -.12  -.38**   .35**   .35** 
 
CG Corporal Punishment   .23*   .09   .14  -.06   .02   .18 
 
CG Nonreasoning/Punitive 
     Strategies     .15   .29**   .09   .00   .00   .24* 
 
CG Directiveness    .22*   .29**  -.06  -.01  -.03   .13 
 
CG Lack of Follow Through   .05   .03  -.04  -.24*   .17   .09 
 
CG Obligation    .09   .01  -.14  -.06   .11   .10 
 
Note. Edu. = education; Disrupt. = disruption; SDQ = Strengths and Difficulties Questionnaire; Subj. = subjective; Satisfact. = satisfaction; +care = positive 
aspects of caregiving; Support = social support; Rcope+ = positive religious coping; Rcope- = negative religious coping; Conf. = Conflict; Fam. = Family; 
Physical = physical health; Mental = mental health; Ambiguity = boundary ambiguity.  
1 = Caregiver appraisal factor. 
*p < .05. **p < .01. 
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Table 11 
 
Correlations of Demographic Variables and Other Caregiving Measures with Caregiving Style Dimensions for Alzheimer’s 
Caregivers 

    Age  Edu.  Life Disrpt.   ADL  Burden  Mastery Strain 
 
CG Warmth & Involvement  .12  -.17  -.17   -.27*  -.30*   .19   .21 
 
CG Reasoning/Induction  .08   .00  -.19   -.12  -.13   .21   .02 
 
CG Democratic Participation  -.07  -.03  -.10    .17  -.19   .07  -.04 
  
CG Good Natured/ 
     Easy Going   -.02  -.10  -.27*   -.20  -.40**   .25*  -.04 
 
CG Verbal Hostility    .19  -.08   .23    .15   .46**  -.33**   .20 
 
CG Corporal Punishment   .08   .12  -.13   -.13   .09  -.24  -.04 
 
CG Nonreasoning/Punitive  
     Strategies     .12   .08  -.02    .13   .14   .01  -.12 
 
CG Directiveness    .17   .04   .05   -.03   .08  -.03   .07 
 
CG Lack of Follow Through   .05   .11   .19   -.17   .40**  -.14   .25* 
 
CG Obligation    .13   .14   .08   -.29*   .02  -.16   .31* 
 
 
 
 

(table continues) 
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Table 11 (continued). 

Subj.1  Satisfact. 1 Impact1 + care  Support Rcope+ Rcope-  

CG Warmth & Involvement -.16   .64**  -.24   .26   .60**   .19   -.16  
 
CG Reasoning/Induction -.05   .22  -.06   .17   .43**   .03    .14 
 
CG Democratic Participation  -.16   .30*  -.11  -.00   .26   .02   -.06 
  
CG Good Natured/ 
     Easy Going   -.31*   .61**  -.32*   .23   .52**   .30   -.17 
 
CG Verbal Hostility    .43**  -.58**   .38**  -.40**  -.17  -.40**    .07 
 
CG Corporal Punishment   .08  -.02   .03   .04   .02  -.06    .01 
 
CG Nonreasoning/Punitive 
     Strategies     .08  -.20   .01  -.13  -.26  -.08    .25 
  
CG Directiveness    .09  -.14  -.02  -.21   .07  -.21    .00 
 
CG Lack of Follow Through   .27*  -.20   .12  -.03  -.22   .05    .08 
 
CG Obligation    .14   .18   .03   .06   .12   .06    .09 
 
 
 
 
 
 

(table continues) 
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Table 11 (continued). 

Work Conf. Fam. Conf. Physical Mental  Depression Ambiguity 

CG Warmth & Involvement    .10  -.30  -.09  -.03   .01  -.15  
 
CG Reasoning/Induction    .19   .04  -.02   .07  -.03  -.12 
 
CG Democratic Participation   -.00  -.12   .26   .04   .12  -.26 
 
CG Good Natured/ 
     Easy Going      .11  -.12   .11   .18  -.12  -.29 
 
CG Verbal Hostility     -.03   .17  -.17  -.24   .09   .24 
 
CG Corporal Punishment    -.07   .05  -.16  -.11  -.09   .35* 
 
CG Nonreasoning/Punitive 
     Strategies      -.10   .19  -.00  -.16  -.08   .25 
 
CG Directiveness     -.11  -.07  -.15  -.03  -.20   .10 
 
CG Lack of Follow Through    -.03   .18  -.28  -.30   .12   .44** 
 
CG Obligation      .16  -.03  -.25  -.29   .26   .31* 
 
Note. Edu. = education level; Disrupt. = disruption; ADL = activities of daily living; Subj. = subjective; Satisfact. = satisfaction; +care = positive aspects of 
caregiving; Support = social support; Rcope+ = positive religious coping; Rcope- = negative religious coping; Conf. = Conflict; Fam. = Family; Physical = 
physical health; Mental = mental health; Ambiguity = boundary ambiguity. 
1 = Caregiver appraisal factor. 
*p < .05. **p < .01. 
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Table 12 
 
Correlations of Demographic Variables and Other Caregiving Measures with Caregiving Styles 

    Age  Edu.  Life Disrpt.    ADL/SDQ  Burden  Mastery Strain 
Parents: 
     Authoritative CG Style  .01   .04   .06     -.06   -.20**   .16*  -.15*  
 
     Authoritarian CG Style  .02  -.01  -.06      .24**   .27**  -.29**   .21** 
 
     Permissive CG Style -.10  -.05   .16*      .20**   .31**  -.27**   .39** 
 
     CG Obligation  -.20**  -.03   .05     -.01   -.13   .14  -.12 
 
Grandparents: 
     Authoritative CG Style -.13   .07  -.03     -.20   -.03   .17   .05 
 
     Authoritarian CG Style  .12  -.02   .20      .46**   .28**  -.24*   .27** 
 
     Permissive CG Style  .11  -.04   .01      .15    .14  -.32**   .00 
 
     CG Obligation  -.05  -.12   .04     -.14   -.02   .07   .04 
 
Alzheimer’s Caregivers: 
     Authoritative CG Style  .04  -.09  -.14     -.15   -.27*  .23   .10 
 
     Authoritarian CG Style  .21   .01   .12      .06    .32**  -.23   .12 
 
     Permissive CG Style           .05   .11   .19      .06    .40**  -.14   .25* 
 
     CG Obligation   .13   .14   .08     -.29*    .02  -.16   .31* 
 

(table continues) 
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Table 12 (continued). 

    Subj.1  Satisfact. 1 Impact1 + care  Support Rcope+ Rcope-  

Parents: 
     Authoritative CG Style -.14   .45**  -.15*   .22**   .30**   .23**  -.13 
 
     Authoritarian CG Style  .11  -.20*   .09  -.03  -.19*   .08   .24** 
 
     Permissive CG Style  .19*  -.06   .28**   .02  -.20**  -.20**   .34** 
 
     CG Obligation  -.13   .35**  -.14   .24**   .09   .16*  -.07 
 
Grandparents: 
     Authoritative CG Style -.10   .42**  -.19   .09   .04  -.00   .00 
 
     Authoritarian CG Style  .29**  -.59**   .48**  -.28**  -.32**   .00   .02 
 
     Permissive CG Style  .10  -.17   .14   .03  -.06   .06   .11 
 
     CG Obligation   .01   .30**  -.17   .19   .03   .26*   .06 
 
Alzheimer’s Caregivers: 
     Authoritative CG Style -.20   .47**  -.15   .19   .46**   .08  -.12 
 
     Authoritarian CG Style  .30*  -.41**   .20  -.34  -.07   .09   .07 
 
     Permissive CG Style  .27*  -.20   .12  -.03  -.22   .05   .08 
 
     CG Obligation   .14   .18   .03   .06   .12   .06   .09 
 
 

(table continues) 
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Table 12 (continued). 

Work conf. Family conf. Physical Mental  Depression Ambiguity 

Parents: 
     Authoritative CG Style -.07  -.19*  -.04   .02  -.06  -.13 
 
     Authoritarian CG Style  .20**   .18*  -.12  -.15*   .21**   .24** 
 
     Permissive CG Style  .38**   .31**  -.14  -.24**   .21**   .48** 
 
     CG Obligation  -.03  -.12   .06   .03   .00  -.02 
 
Grandparents: 
     Authoritative CG Style -.08   .04   .00   .11   .05  -.02 
 
     Authoritarian CG Style  .28**   .44**   .00  -.17   .14   .30** 
 
     Permissive CG Style  .05   .03  -.04  -.24*   .17   .09 
 
     CG Obligation   .09   .01  -.14  -.06   .11   .10 
 
Alzheimer’s Caregivers: 
     Authoritative CG Style  .13  -.07  -.06   .07  -.02  -.15 
 
     Authoritarian CG Style -.09   .08  -.19  -.17  -.08   .26 
 
     Permissive CG Style -.03   .18  -.28  -.30   .12   .44** 
 
     CG Obligation   .16  -.03  -.25  -.29   .26   .31* 
 
 

(table continues) 
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Table 12 (continued). 
 
Note. Edu. = education; Disrupt. = disruption; ADL/SDQ = activities of daily living (Alzheimer’s caregivers) or Strengths and Difficulties Questionnaire (parents 
and grandparents);  Subj. = subjective; Satisfact. = satisfaction; +care = positive aspects of caregiving; Support = social support; Rcope+ = positive religious 
coping; Rcope- = negative religious coping; Conf. = Conflict; Fam. = Family; Physical = physical health; Mental = mental health; Ambiguity = boundary 
ambiguity. 
 1 = Caregiver appraisal factor. 
*p < .05. **p < .01. 
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Table 13 
 
Correlations of Demographic Variables and Other Caregiving Measures with Caregiving Styles (All Samples Combined) 
 
        Authoritative CG Style Authoritarian CG Style   Permissive CG Style          CG Obligation 
 
Age    -.10    -.11*    -.07    -.28** 

Education    .02     .02     .00    -.06 

Life Disruption  -.01     .09     .13*     .08 

Caregiver burden  -.22**     .18**     .26**    -.09 

Caregiver mastery   .22**    -.16**    -.22**     .12* 

Strain    -.09     .06     .21**    -.03 
 
Subjective1   -.19**     .09     .14**    -.09 
 
Satisfaction 1    .49**    -.21**    -.09     .31** 
 

Impact1   -.19**     .14*     .17**    -.18** 
 
+ care     .19**    -.08     .04     .25** 
 
Social support    .25**    -.17**    -.14*     .14* 
 
 
 
 
 
 
 

(table continues) 
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Table 13 (continued).         

Authoritative CG Style      Authoritarian CG Style       Permissive CG Style      CG Obligation 

Rcope+    .10     -.01    -.13*    .13* 
 
Rcope-    -.07      .16**     .26**    .01 
 
Work conflict   -.03      .17**     .23**    .07 
 
Family conflict  -.11      .19**     .21**   -.04 
 
Physical health   .00      .00    -.08    .03 
 
Mental health    .09     -.09    -.22**   -.02 
 
Depression   -.04      .09     .17**    .06 
 
Boundary ambiguity  -.14*      .16**     .32**    .06 
 
Note. CG = caregiving; +care = positive aspects of caregiving; Rcope+ = positive religious coping; Rcope- = negative religious coping. 
1 = Caregiver appraisal factor. 
*p < .05. **p < .01. 
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Table 14 
 
Regression Analyses for Parents with Parenting Style as a Contextual Variable 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Caregiver Burden          1.  PPQ Permissive   .10    19.30**   .60   .32   4.39** 
 
            2.  PPQ Permissive   .13      7.30**   .54   .29   3.99** 
      PPQ Authoritarian          .37   .20   2.70** 
 
            3.  PPQ Permissive   .15      5.05*   .46   .25   3.32** 
      PPQ Authoritarian         .37   .20   2.80** 
      PPQ Authoritative        -.20  -.17             -2.25* 
 
            4.  PPQ Permissive   .17      4.31*   .44   .24   3.22** 
      PPQ Authoritarian         .39   .21   2.97** 
      PPQ Authoritative        -.19  -.16             -2.11* 
      Age          -.12  -.15             -2.08* 
 
            5.  PPQ Permissive   .58  155.93**   .25   .13   2.47** 
      PPQ Authoritarian         .37   .20   3.94** 
      PPQ Authoritative        -.10  -.09             -1.66 
      Age           .00  -.12             -2.25* 
      Impact – Appraisal       1.79   .65            12.49** 
 
            6.  PPQ Permissive   .63    21.91**   .18   .10   1.87  
      PPQ Authoritarian         .39   .21   4.34** 
      PPQ Authoritative        -.14  -.11             -2.26* 
      Age           .00  -.09             -1.75 
      Impact – Appraisal       1.42   .52   9.13** 
      Life Disruption         .12   .27   4.68** 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 

         7.  PPQ Permissive   .64    8.39**    .00   .04    .78 
      PPQ Authoritarian          .26   .14  2.72** 
      PPQ Authoritative          .00  -.08            -1.51 
      Age            .00  -.10            -2.07* 
      Impact – Appraisal        1.37   .50  8.87** 
      Life Disruption          .13   .28  5.02** 
      CG Verbal Hostility          .40   .17  2.90** 
 
            8.  PPQ Permissive   .65    5.22*     .18   .10  1.69 
      PPQ Authoritarian          .32   .17  3.25** 
      PPQ Authoritative         -.10  -.09            -1.72 
      Age            .00  -.11            -2.31* 
      Impact – Appraisal        1.43   .52  9.25** 
      Life Disruption          .12   .28  5.02** 
      CG Verbal Hostility          .47   .20  3.36** 
      CG Lack of Follow Through       -.33  -.15            -2.28* 
 
            9.  PPQ Permissive   .66    4.42*     .22   .12  1.99* 
      PPQ Authoritarian          .24   .13  2.27* 
      PPQ Authoritative          .00  -.07            -1.38 
      Age            .00  -.08            -1.70 
      Impact – Appraisal        1.36   .49  8.73** 
      Life Disruption          .13   .30  5.37** 
      CG Verbal Hostility          .48   .21  3.44** 
      CG Lack of Follow Through       -.39  -.17            -2.67** 
      CG Corporal Punishment         .44   .12  2.10* 
 
 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
          10.  PPQ Permissive   .72  32.53**  .27   .15  2.74** 
      PPQ Authoritarian        .26   .14  2.67** 
      PPQ Authoritative        .00  -.05            -1.06 
      Age          .00  -.08            -1.76 
      Impact – Appraisal        .87   .31  5.20** 
      Life Disruption        .10   .23  4.45** 
      CG Verbal Hostility        .43   .19  3.38** 
      CG Lack of Follow Through     -.37  -.16            -2.79** 
      CG Corporal Punishment       .32   .09  1.66 
      Burden – Appraisal        .44   .33  5.70** 
 
          11.  PPQ Permissive   .73    6.49**  .25   .13  2.50** 
      PPQ Authoritarian        .24   .13  2.50** 
      PPQ Authoritative        .00  -.02   -.50 
      Age          .00  -.09            -1.98* 
      Impact – Appraisal        .80   .29  4.81** 
      Life Disruption        .00   .20  3.78** 
      CG Verbal Hostility        .41   .18  3.30** 
      CG Lack of Follow Through     -.44  -.19            -3.30** 
      CG Corporal Punishment       .32   .09  1.71 
      Burden – Appraisal        .39   .30  5.06** 
      Boundary Ambiguity       .18   .15  2.55** 
 
 
 
 
 
 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
          12.  PPQ Permissive   .73    4.11*   .23   .13  2.40* 
      PPQ Authoritarian        .22   .12  2.36* 
      PPQ Authoritative        .00  -.02   -.32 
      Age          .00  -.08            -1.81 
      Impact – Appraisal        .78   .28  4.72** 
      Life Disruption        .00   .19  3.61** 
      CG Verbal Hostility        .38   .16  2.98** 
      CG Lack of Follow Through     -.40  -.18            -3.00** 
      CG Corporal Punishment       .36   .10  1.93 
      Burden – Appraisal        .35   .27  4.49** 
      Boundary Ambiguity       .20   .17  2.87** 
      Positive Aspects of Caregiving      .00  -.09            -2.03* 
 
     Depression           1.  PPQ Authoritarian   .05    9.25**  .16   .23  3.04** 
 
            2.  PPQ Authoritarian   .13  16.86**  .15   .22  2.95** 
      Impact – Appraisal        .30   .30  4.11** 
 
             3.  PPQ Authoritarian   .16    6.07*   .11   .16  2.21* 
      Impact – Appraisal        .25   .25  3.43** 
      SDQ          .23   .19  2.46* 
  
            4.  PPQ Authoritarian   .18    5.61*   .13   .20  2.61** 
      Impact – Appraisal        .25   .25  3.48** 
      SDQ          .20   .16  2.12* 
      CG Democratic Participation      .14   .17  2.37* 
 
 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            5.  PPQ Authoritarian   .29  25.03**  .00   .13  1.86 
      Impact – Appraisal        .00   .05    .66 
      SDQ          .11   .09  1.26 
      CG Democratic Participation      .00   .11  1.67 
      Boundary Ambiguity       .18   .42  5.00** 
 
            6.  PPQ Authoritarian   .34  14.10**  .00   .11  1.56 
      Impact – Appraisal        .00   .05    .60 
      SDQ          .00   .05    .71 
      CG Democratic Participation      .00   .09  1.39 
      Boundary Ambiguity       .14   .33  3.97** 
      Caregiver Mastery       -.21  -.27            -3.76** 
 
            7.  PPQ Authoritarian   .38  10.86**  .00   .08  1.23 
      Impact – Appraisal        .00  -.00   -.03 
      SDQ          .00   .04    .63 
      CG Democratic Participation      .00   .09  1.46 
      Boundary Ambiguity       .11   .26  3.14** 
      Caregiver Mastery       -.18  -.23            -3.34** 
      Family Conflict        .00   .24  3.30** 
 
            8.  PPQ Authoritarian   .45  19.58**  .00   .08  1.22 
      Impact – Appraisal        .00  -.06   -.80 
      SDQ          .00   .08  1.23 
      CG Democratic Participation      .00   .12  1.90 
 
 
 

(table continues) 



 

 156

Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
      Boundary Ambiguity       .00   .16  1.98* 
      Caregiver Mastery       -.14  -.17            -2.57** 
      Family Conflict        .00   .23  3.34** 
      Social Support        .00  -.31            -4.43** 
      
     Mental Health          1.  PPQ Permissive   .04    8.21** -.50  -.22            -2.87** 
 
            2.  PPQ Permissive   .07    5.54*  -.43  -.19  -2.46* 
      PPQ Authoritarian        -.41  -.18  -2.35* 
 
            3.  PPQ Permissive   .28  46.52** -.21  -.09            -1.36 
      PPQ Authoritarian       -.42  -.19            -2.73** 
      Life Disruption       -.26  -.47            -6.82** 
 
            4.  PPQ Permissive   .31    8.81** -.17  -.07            -1.08 
      PPQ Authoritarian       -.42  -.18            -2.77** 
      Life Disruption       -.19  -.35            -4.54** 
      Impact – Appraisal       -.77  -.23            -2.97** 
 
            5.  PPQ Permissive   .34    7.43** -.06  -.03   -.36 
      PPQ Authoritarian       -.50  -.22            -3.29** 
      Life Disruption       -.19  -.35            -4.60** 
      Impact – Appraisal       -.79  -.23            -3.08** 
      CG Democratic Participation     -.49  -.18            -2.72** 
 
 
 
 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            6.  PPQ Permissive   .46  37.87**  .00   .01    .23 
      PPQ Authoritarian       -.35  -.15            -2.52** 
      Life Disruption       -.17  -.30            -4.35** 
      Impact – Appraisal       -.61  -.18            -2.64** 
      CG Democratic Participation     -.36  -.13            -2.18* 
      Caregiver Mastery       1.01   .38  6.15** 
 
             7.  PPQ Permissive   .49    8.03**  .14   .06     .95 
      PPQ Authoritarian       -.30  -.13            -2.17* 
      Life Disruption       -.14  -.25            -3.67** 
      Impact – Appraisal       -.36  -.11            -1.47 
      CG Democratic Participation     -.32  -.12            -1.99* 
      Caregiver Mastery        .88   .33  5.28** 
      Boundary Ambiguity      -.33  -.22            -2.83** 
  
            8.  PPQ Permissive   .51    7.89**  .12   .05     .82 
      PPQ Authoritarian       -.30  -.13            -2.27* 
      Life Disruption       -.14  -.26            -3.84** 
      Impact – Appraisal       -.24  -.07            -1.00 
      CG Democratic Participation     -.35  -.13            -2.24* 
      Caregiver Mastery        .79   .30  4.76** 
      Boundary Ambiguity      -.24  -.16            -2.05* 
      Social Support        .18   .18  2.18** 
 
 
 
 
 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Physical Health          1.  Impact – Appraisal    .07  13.06** -.90  -.28            -3.61** 
  
            2.  Impact – Appraisal   .10    6.09*  -.73  -.23            -2.86** 
      SDQ         -.79  -.20            -2.47* 
        
            3.  Impact – Appraisal   .14    7.76** -.30  -.10            -1.02 
      SDQ         -.59  -.15            -1.83 
      Boundary Ambiguity      -.38  -.26            -2.79** 
 
     Strain           1.  PPQ Permissive   .11  21.58**  .42   .34  4.64** 
 
            2.  PPQ Permissive   .13    4.95*   .39   .32  4.29** 
      PPQ Authoritarian         .20   .16  2.23* 
 
            3.  PPQ Permissive   .15    5.06*   .34   .27  3.61** 
      PPQ Authoritarian        .21   .17  2.32* 
      PPQ Authoritative        -.13  -.17            -2.25* 
 
            4.  PPQ Permissive   .35  51.14**  .21   .17  2.46* 
      PPQ Authoritarian        .22   .18  2.86* 
      PPQ Authoritative       -.15  -.18            -2.81* 
      Life Disruption         .14   .50  7.15** 
 
            5.  PPQ Permissive   .42  18.09**  .19   .15  2.34* 
      PPQ Authoritarian        .21   .17  2.87** 
      PPQ Authoritative       -.12  -.14            -2.32* 
      Life Disruption        .00   .31  4.35** 
      Impact – Appraisal          .55   .30  4.25** 

(table continues) 
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Table 14 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            6.  PPQ Permissive   .43    4.10*   .19   .16  2.46* 
      PPQ Authoritarian        .14   .12  1.74 
      PPQ Authoritative       -.10  -.12            -1.89 
      Life Disruption        .00   .33  4.64** 
      Impact – Appraisal        .49   .27  3.73** 
      CG Corporal Punishment         .34   .14  2.02* 
 
            7.  PPQ Permissive   .46  11.39**  .13   .10  1.65 
      PPQ Authoritarian        .12   .10  1.49 
      PPQ Authoritative       -.09  -.11            -1.83 
      Life Disruption        .00   .29  4.09** 
      Impact – Appraisal        .31   .17  2.22* 
      CG Corporal Punishment        .29   .12  1.77 
      Work Conflict         .36   .25  3.38** 
 
            8.  PPQ Permissive   .49    9.67**  .13   .11  1.75 
      PPQ Authoritarian        .00   .07  1.04 
      PPQ Authoritative       -.07  -.09            -1.50 
      Life Disruption        .00   .27  3.96** 
      Impact – Appraisal        .21   .12  1.54 
      CG Corporal Punishment        .26   .11  1.64 
      Work Conflict        .33   .23  3.14** 
      Family Conflict         .15   .20  3.11** 
 
Note. CG = caregiving; PPQ = Parenting Practices Questionnaire; SDQ = Strengths and Difficulties Questionnaire. 
a = adjusted R2. b = unstandardized regression coefficient (B). c = standardized regression coefficient (b). 
*p < .05. **p < .01. 
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Table 15 
 
Regression Analyses for Parents without Parenting Style as a Contextual Variable 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Caregiver Burden          1.  Age     .02      4.77*  -.14  -.17  -2.18* 
 
            2.  Age     .51  161.21**   .00  -.12  -2.14* 
      Impact – Appraisal        1.92   .70            12.70** 
 
            3.  Age     .56    19.34**   .00  -.09             -1.65 
      Impact – Appraisal       1.54   .56   9.22** 
      Life Disruption         .12   .27   4.40** 
 
            4.  Age     .59    14.34**   .00  -.11  -2.15* 
      Impact – Appraisal       1.44   .52   8.83** 
      Life Disruption         .11   .24   4.10** 
      SDQ           .66   .20   3.79** 
 
            5.  Age     .64    22.18**   .00  -.12  -2.43* 
      Impact – Appraisal       1.34   .49   8.64** 
      Life Disruption         .12   .27   4.78** 

  SDQ           .38   .11   2.19* 
  CG Verbal Hostility         .56   .24   4.71** 
  

            6.  Age     .65      7.40**   .00  -.08  -1.72 
      Impact – Appraisal       1.25   .45   8.02** 
      Life Disruption         .13   .30   5.28** 

  SDQ           .40   .12   2.31* 
  CG Verbal Hostility         .48   .21   4.01** 
  CG Corporal Punishment        .51   .14   2.72** 

(table continues) 
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Table 15 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
           7.   Age     .70  28.36**  .00  -.08            -1.74 
      Impact – Appraisal        .78   .28  4.63** 
      Life Disruption        .11   .24  4.58** 

  SDQ          .35   .10  2.20* 
  CG Verbal Hostility        .48   .21  4.31** 
  CG Corporal Punishment       .40   .11  2.29* 
  Burden – Appraisal        .42   .31  5.33** 

 
            8.  Age     .71    4.84*   .00  -.08            -1.81 
      Impact – Appraisal        .71   .26  4.20** 
      Life Disruption        .00   .21  3.94** 

  SDQ          .30   .09  1.88 
  CG Verbal Hostility        .42   .18  3.68** 
  CG Corporal Punishment       .36   .10  2.09* 
  Burden – Appraisal        .38   .29  4.86** 
  Boundary Ambiguity       .15   .13  2.20* 

 
            9.  Age     .72    4.84*   .00  -.07            -1.60 
      Impact – Appraisal        .70   .25  4.17** 
      Life Disruption        .00   .20  3.81** 

  SDQ          .23   .07  1.41 
  CG Verbal Hostility        .39   .17  3.43** 
  CG Corporal Punishment       .40   .11  2.34* 
  Burden – Appraisal        .34   .26  4.24** 
  Boundary Ambiguity       .18   .15  2.64** 
  Positive Aspects of Caregiving     -.10  -.10            -2.20* 
 
 

(table continues) 
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Table 15 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Depression                      1.  Impact – Appraisal    .09  17.51**  .36   .31  4.19** 
 
            2.  Impact – Appraisal   .14    9.92**  .25   .25  3.36** 
      SDQ           .28   .24  3.15** 
 
            3.  Impact – Appraisal   .16    4.28*   .23   .23  3.13** 
      SDQ          .22   .18  2.33* 
      CG Verbal Hostility        .14   .16  2.07* 
 
            4.  Impact – Appraisal   .27  27.18**  .00   .03    .39 
      SDQ          .14   .11  1.53 
      CG Verbal Hostility        .00   .07    .91 
      Boundary Ambiguity       .19   .44  5.21** 
 
            5.  Impact – Appraisal   .33  14.98**  .00   .03    .36 
      SDQ          .00   .08  1.09 
      CG Verbal Hostility        .00   .01    .08 
      Boundary Ambiguity       .15   .36  4.27** 
      Caregiver Mastery       -.22  -.28            -3.87** 
 
            6.  Impact – Appraisal   .37  11.54**  .00  -.02   -.26 
      SDQ          .00   .07    .98 
      CG Verbal Hostility        .00  -.01   -.12 
      Boundary Ambiguity       .12   .29  3.42** 
      Caregiver Mastery       -.19  -.25            -3.48** 
      Family Conflict        .10   .25  3.40** 
 
 

(table continues) 



 

 163

Table 15 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            7.  Impact – Appraisal   .44  19.72**  .00  -.08            -1.12 
      SDQ          .15   .12  1.85 
      CG Verbal Hostility        .00  -.08            -1.17 
      Boundary Ambiguity       .00   .20  2.44* 
      Caregiver Mastery       -.16  -.20            -2.97** 
      Family Conflict        .00   .24  3.49** 
      Social Support        .00  -.32            -4.44** 
      
     Mental Health                 1.  Life Disruption   .24  50.82** -.27  -.49            -7.13** 
 
 
            2.  Life Disruption   .27    9.61**  -.20  -.36            -4.62** 
      Impact – Appraisal        -.82  -.24            -3.10**  
 
            3.  Life Disruption   .30    6.65**  -.19  -.34            -4.44** 
      Impact – Appraisal        -.71  -.21            -2.68** 
      SDQ          -.72  -.18            -2.58** 
 
            4.  Life Disruption   .32    4.71*   -.19  -.34            -4.41** 
      Impact – Appraisal        -.71  -.21            -2.73** 
      SDQ          -.66  -.16            -2.40* 
      CG Democratic Participation      -.38  -.14            -2.17* 
 
            5.  Life Disruption   .33    4.49*   -.19  -.35            -4.60** 
      Impact – Appraisal        -.65  -.19            -2.50** 
      SDQ          -.44  -.11            -1.52 
      CG Democratic Participation      -.37  -.14            -2.14* 
      CG Verbal Hostility        -.42  -.15            -2.12* 

(table continues) 
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Table 15 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            6.  Life Disruption   .45  33.96**  -.16  -.30            -4.23** 
      Impact – Appraisal        -.56  -.17            -2.35* 
      SDQ          -.22  -.05   -.82 
      CG Democratic Participation      -.27  -.10            -1.69 
      CG Verbal Hostility        -.13  -.04   -.67 
      Caregiver Mastery       1.01   .38  5.83** 
 
            7.  Life Disruption   .47    7.90**  -.16  -.24            -3.44** 
      Impact – Appraisal        -.32  -.10            -1.29 
      SDQ          -.13  -.03   -.47 
      CG Democratic Participation      -.22  -.08            -1.41 
      CG Verbal Hostility        -.02  -.01   -.09 
      Caregiver Mastery         .90   .34  5.19** 
      Boundary Ambiguity       -.33  -.22            -2.81** 
 
            8.  Life Disruption   .49    8.34**  -.14  -.24            -3.53** 
      Impact – Appraisal        -.19  -.06   -.78 
      SDQ          -.26  -.06   -.97 
      CG Democratic Participation      -.26  -.10            -1.68 
      CG Verbal Hostility         .00   .03    .51 
      Caregiver Mastery         .82   .31  4.77** 
      Boundary Ambiguity       -.25  -.17            -2.11* 
      Social Support         .19   .19  2.88** 
 
 
 
 
 

(table continues) 
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Table 15 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Physical Health          1.  Impact – Appraisal    .07  13.06** -.90  -.28            -3.61** 
 
            2.  Impact – Appraisal   .10  6.09*  -.73  -.23            -2.86** 
      SDQ          -.79  -.20            -2.47* 
          
            3.  Impact – Appraisal   .14  7.76**  -.30  -.09            -1.02 
      SDQ          -.59  -.15            -1.83 
      Boundary Ambiguity      -.38  -.26            -2.79** 
 
     Strain           1.  Impact – Appraisal    .27  60.47**  .96   .52  7.78** 
 
            2.  Impact – Appraisal   .34  18.30**  .65   .35  4.78** 
      Life Disruption        .00   .32  4.28** 
 
             3.  Impact – Appraisal   .36  7.57**   .59   .32  4.35** 
      Life Disruption        .00   .30  4.06** 
      SDQ          .40   .18  2.75** 
 
            4.  Impact – Appraisal   .41  13.55**  .49   .27  3.64** 
      Life Disruption        .00   .30  4.20** 
      SDQ          .32   .14  2.26* 
      CG Lack of Follow Through      .36   .23  3.68** 
 
 
 
 
 

(table continues) 
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Table 15 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            5.  Impact – Appraisal   .43  6.15**  .43  .23  3.19** 
      Life Disruption       .00  .33  4.62** 
      SDQ         .33  .15  2.35* 
      CG Lack of Follow Through     .28  .18  2.75** 
      CG Corporal Punishment      .39  .16  2.48** 
 
            6.  Impact – Appraisal   .46  11.31** .26  .14  1.89 
      Life Disruption       .00  .28  4.02** 
      SDQ         .27  .12  1.97* 
      CG Lack of Follow Through     .20  .13  1.97* 
      CG Corporal Punishment      .35  .14  2.28* 
      Work Conflict       .36  .25  3.36** 
 
            7.  Impact – Appraisal   .49  8.74**  .18  .10  1.30 
      Life Disruption       .00  .27  3.94** 
      SDQ         .22  .10  1.62 
      CG Lack of Follow Through     .16  .10  1.59 
      CG Corporal Punishment      .31  .12  2.02* 
      Work Conflict       .34  .23  3.24** 
      Family Conflict       .14  .19  2.96** 
 
Note. CG = caregiving; SDQ = Strengths and Difficulties Questionnaire.  
a = adjusted R2. b = unstandardized regression coefficient (B). c = standardized regression coefficient (b). 
*p < .05. **p < .01. 
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Table 16 
 
Regression Analyses for Grandparents Raising Grandchildren with Parenting Style as a Contextual Variable 
 

Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Caregiver Burden          1.  Education    .05    4.75*    .78   .25  2.18* 
 
            2.  Education    .56  81.88**   .17   .05    .65 
      Life Disruption              .34   .74  9.05** 
 
            3.  Education    .64  17.00**   .00   .00    .02 
      Life Disruption         .22   .50  5.23** 
      Impact – Appraisal       1.08   .39  4.12** 
 
            4.  Education    .68    9.63**   .12   .04    .52 
      Life Disruption         .21   .46  5.05** 
      Impact – Appraisal         .87   .32  3.42** 
      SDQ           .75   .23  3.10** 
 
            5.  Education    .71    7.47**   .00  -.01   -.14 
      Life Disruption         .22   .49  5.63** 
      Impact – Appraisal         .87   .32  3.55** 
      SDQ           .67   .21  2.88** 
      CG Reasoning/Induction        .40   .18  2.73** 
 
            6.  Education    .75  10.60**   .00   .01    .19 
      Life Disruption         .21   .47  5.71** 
      Impact – Appraisal         .76   .28  3.28** 
      SDQ           .53   .16  2.39* 
      CG Reasoning/Induction        .43   .20  3.13** 
      Caregiver Mastery        -.42  -.21            -3.26** 

(table continues) 
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Table 16 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            7.  Education    .77    5.95*   .00   .00    .02 
      Life Disruption        .15   .33  3.38** 
      Impact – Appraisal        .57   .21  2.41* 
      SDQ          .41   .13  1.89 
      CG Reasoning/Induction       .40   .18  3.01** 
      Caregiver Mastery       -.35  -.18            -2.74** 
      Burden – Appraisal        .33   .27  2.44* 
 
            8.  Education    .78    4.16*   .00   .03    .44 
      Life Disruption        .13   .28  2.91** 
      Impact – Appraisal        .33   .12  1.27 
      SDQ          .46   .14  2.13* 
      CG Reasoning/Induction       .34   .16  2.58** 
      Caregiver Mastery       -.30  -.15            -2.40* 
      Burden – Appraisal        .32   .26  2.40* 
      Boundary Ambiguity       .19   .17  2.04* 
 
     Depression           1.  PPQ Permissive   .09    8.29**  .21   .33  2.88** 
   
            2.  PPQ Permissive   .39  34.58**  .15   .23  2.39* 
      Life Disruption        .00   .56  5.88** 
 
             3.  PPQ Permissive   .43    6.46**  .20   .30  3.16** 
      Life Disruption        .00   .56  6.13** 
      CG Reasoning/Induction       .18   .24  2.54** 
 
 
 

(table continues) 
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Table 16 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            4.  PPQ Permissive   .53  14.53**  .17  .26            2.93** 
      Life Disruption        .00  .47            5.50** 
      CG Reasoning/Induction       .18  .25            2.83** 
      Caregiver Mastery       -.22            -.33           -3.81** 
 
            5.  PPQ Permissive   .55    5.14*   .14   .22  2.50* 
      Life Disruption        .00   .41  4.66** 
      CG Reasoning/Induction       .19   .25  2.99** 
      Caregiver Mastery                  -.19  -.28            -3.25** 
      Negative Religious Coping       .17              .21  2.27* 
 
            6.  PPQ Permissive   .58    4.27*              .13   .20  2.34* 
      Life Disruption        .00   .33  3.54** 
      CG Reasoning/Induction       .14   .19  2.11* 
      Caregiver Mastery       -.16  -.23            -2.67** 
      Negative Religious Coping       .18   .22  2.48* 
      Social Support            .00  -.20            -2.07* 
 
     Mental Health                 1.  Life Disruption   .39  45.38** -.36  -.63            -6.74** 
 
            2.  Life Disruption   .46  10.59** -.31  -.54            -5.97** 
      Caregiver Mastery        .74   .30  3.25** 
 
     Physical Health          1.  Employment Status   .15  11.90**       -11.61  -.40            -3.45** 
  
            2.  Employment Status   .28  13.23**       -12.58  -.43            -4.07**  
      Life Disruption                       -.31  -.39            -3.64** 
 

(table continues) 
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Table 16 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            3.  Employment Status   .34    6.10** -12.55  -.43            -4.23** 
      Life Disruption                   -.35  -.44            -4.20** 
      CG Corporal Punishment            1.75   .26  2.47* 
 
                     4.  Employment Status   .38    5.19** -15.28  -.53            -4.91** 
      Life Disruption                 -.25  -.31            -2.73** 
      CG Corporal Punishment          1.88   .28  2.73** 
      Work Conflict          -1.12  -.28            -2.28*  
 
     Strain                   1.  Life Disruption   .34  37.25**      .19  .59  6.10** 
 
            2.  Life Disruption   .42  11.35**      .15  .48  4.96** 
      SDQ              .74  .32  3.37** 
 
            3.  Life Disruption   .51  12.61**      .16  .52  5.77** 
      SDQ              .91  .40  4.38** 
      CG Good Natured/Easy Going          .90  .31  3.55** 
         
            4.  Life Disruption   .54    5.65*       .00  .29  2.19* 
      SDQ              .75  .33  3.53** 
      CG Good Natured/Easy Going          .90  .31  3.66** 
      Burden – Appraisal            .28  .33  2.38* 
 
Note. CG = caregiving; PPQ = Parenting Practices Questionnaire; SDQ = Strengths and Difficulties Questionnaire.  
a = adjusted R2. b = unstandardized regression coefficient (B). c = standardized regression coefficient (b). 
*p < .05. **p < .01. 
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Table 17 
 
Regression Analyses for Grandparents Raising Grandchildren without Parenting Style as a Contextual Variable 
 
Dependent variable  Predictors    adj. R2a  F Change      Bb    bc  t 
 
     Caregiver Burden          1.  Education    .05     4.76*      .78   .25              2.18* 
  
            2.  Education    .55   81.46**      .18   .06                .72  
      Life Disruption                 .33   .74              9.03** 
 
            3.  Education    .64   17.92**      .00   .00               .05 
      Life Disruption                    .22   .50             5.24** 
      Impact – Appraisal          1.10   .40  4.23** 
 
                     4.  Education    .68     9.68**      .12   .04               .56 
      Life Disruption                  .20   .45             5.03** 
      Impact - Appraisal             .89   .33  3.52** 
      SDQ                .75   .23             3.11** 
 

5. Education    .71     8.02**      .00  -.01  -.14 
Life Disruption            .22   .49  5.71** 
Impact – Appraisal             .87   .32  3.62**  
SDQ              .67   .21  2.89** 
CG Reasoning/Induction           .40   .19  2.83** 

 
6. Education    .75   10.54**      .00   .01    .19 

Life Disruption            .21   .47  5.73** 
Impact – Appraisal             .77   .28  3.38** 
SDQ              .53   .16  2.39* 

   CG Reasoning/Induction           .44   .20  3.27** 
   Caregiver Mastery           -.41  -.21            -3.25** 

(table continues) 
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Table 17 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 

7. Education    .76    5.85*       .00   .00    .02 
Life Disruption            .15   .33  3.35** 
Impact – Appraisal             .58   .21  2.52** 
SDQ              .41   .13  1.90 

   CG Reasoning/Induction           .41   .19  3.18** 
   Caregiver Mastery           -.34  -.18            -2.72** 
   Burden – Appraisal             .32   .26  2.42* 

 
8. Education    .78    4.62*       .00   .03    .45 

Life Disruption            .13   .28  2.93** 
Impact – Appraisal             .33   .12  1.29 
SDQ              .46   .14  2.15* 

   CG Reasoning/Induction           .34   .16  2.64** 
   Caregiver Mastery           -.30  -.15            -2.41* 
   Burden – Appraisal             .31   .26  2.41* 
   Boundary Ambiguity           .19   .18  2.15* 

 
     Depression             1.  Life Disruption   .35  38.97**      .00   .60  6.24** 
 
              2.  Life Disruption   .37    4.00*       .00   .59  6.35** 
        CG Democratic Participation              .16   .19  2.00* 
 
              3.  Life Disruption   .41    4.99*       .00   .54  5.75** 
        CG Democratic Participation                  .17   .21  2.26* 
        CG Verbal Hostility              .20   .21  2.23* 
 
              4.  Life Disruption   .48  10.25**      .00   .47  5.22** 
        CG Democratic Participation                  .15   .18  2.08* 

(table continues) 
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Table 17 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
      CG Verbal Hostility               .12   .13  1.35 
      Caregiver Mastery           -.20  -.30            -3.20** 
 
            5.  Life Disruption   .52    6.58**      .00   .39  4.25** 
      CG Democratic Participation                  .13   .15  1.84 
      CG Verbal Hostility            .14   .15  1.70 
      Caregiver Mastery           -.16  -.23            -2.50* 
      Negative Religious Coping           .20   .24  2.57** 
 
            6.  Life Disruption   .56    7.29**      .00   .32  3.47** 
      CG Democratic Participation                  .13   .16  1.98* 
      CG Verbal Hostility            .00   .09    .99 
      Caregiver Mastery           -.14  -.20           -2.25* 
      Negative Religious Coping           .20   .24  2.71** 
      Social Support            .00  -.25           -2.70** 
 
     Mental Health                 1.  Life Disruption   .82  45.50**     -.36  -.63            -6.75** 
 
            2.  Life Disruption   .45  10.23**     -.31  -.54            -5.90** 
      Caregiver Mastery            .72   .92  3.20** 
 
            3.  Life Disruption   .48    3.98*      -.19  -.33            -2.36* 
      Caregiver Mastery            .59   .24  2.53** 
      Burden – Appraisal            -.45  -.29            -2.00* 
 
    Physical Health               1.  Employment Status   .16  13.16**        -12.11            -.41            -3.63** 
 
            2.  Employment Status   .31  14.53**        -12.83            -.44            -4.22** 

(table continues) 
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Table 17 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
      Life Disruption            -.32            -.40            -3.81** 
 
            3.  Employment Status   .36    6.49**        -12.64            -.43            -4.33** 
      Life Disruption        -.36            -.44            -4.37** 
      CG Corporal Punishment          1.78  .26  2.55** 
 
            4.  Employment Status   .40    5.20*          -15.39            -.53            -5.02** 
      Life Disruption        -.26            -.32            -2.87** 
      CG Corporal Punishment      1.91  .28  2.83** 
      Work Conflict                     -1.11            -.27            -2.28* 
 
     Strain                1.  Impact – Appraisal    .30  32.06** 1.09  .56  5.66** 
 
            2.  Impact - Appraisal   .37    8.72**   .85  .44  4.31** 
      SDQ           .70  .30  2.95** 
 
            3.  Impact - Appraisal   .41    5.12*    .53  .27  2.21* 
      SDQ           .63  .27  2.71** 
      Life Disruption         .00  .27  2.26* 
 
            4.  Impact - Appraisal   .52  17.07**   .72  .37  3.25** 
      SDQ           .79  .34  3.74** 
      Life Disruption         .00  .26  2.43* 
      CG Good Natured/Easy Going     1.07  .36  4.13** 
 
Note. CG = caregiving; SDQ = Strengths and Difficulties Questionnaire. 
a = adjusted R2. b = unstandardized regression coefficient (B). c = standardized regression coefficient (b).  
*p < .05. **p < .01. 
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Table 18 
 
Regression Analyses for Alzheimer’s Caregivers with Parenting Style as a Contextual Variable 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 

 
     Caregiver Burden          1.  Education    .13    6.12*     .97   .40   2.47* 
 
            2.  Education    .59  38.72**    .57   .23   2.07* 
      Impact - Appraisal             1.85   .70   6.22** 
 
            3.  Education    .71  12.95**    .33   .14   1.36 
      Impact - Appraisal                1.29   .49   4.37** 
      Life Disruption             .21   .42   3.60** 
 
            4.  Education    .79  12.94**    .30   .12   1.46 
      Impact - Appraisal                1.22   .46   4.81** 
      Life Disruption          .21   .41   4.16** 
      CG Lack of Follow Through           .80   .29   3.60** 
 
     Depression                   1.  Employment Status   .10    4.74*  -2.06  -.35  -2.18* 
 
            2.  Employment Status   .38  15.88** -1.29  -.22  -1.60 
      Life Disruption          .00   .56   3.99** 
 
             3.  Employment Status   .45    5.22*  -1.75  -.30             -2.22* 
      Life Disruption          .00   .38   2.48* 
      Boundary Ambiguity         .16   .34   2.29* 
 
 
 
 

(table continues) 
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Table 18 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
     Mental Health                 1.  Life Disruption   .53  37.06**  -.41  -.74            -6.09** 
 
            2.  Life Disruption   .58    5.02*   -.31  -.55            -3.85** 
      Boundary Ambiguity       -.48  -.32            -2.24* 
 
            
     Physical Health               1.  Hours per week caregiving  .16    7.05**          -2.04  -.44          -2.66** 
 
            2.  Hours per week caregiving  .29    6.09*            -2.40  -.51            -3.31** 
      PPQ Authoritative        -.73  -.38            -2.47* 
 
            3.  Hours per week caregiving  .41    6.98**          -2.71  -.58            -4.03** 
      PPQ Authoritative        -.76  -.40            -2.81** 
      ADL           .59   .37  2.64** 
 
     Strain                    1.  PPQ Authoritative   .11    4.98*    .38   .36  2.23* 
 
            2.  PPQ Authoritative   .24    4.60*    .41   .39  2.49* 
      Education          .59   .33  2.15* 
 
            3.  PPQ Authoritative   .60  27.36**   .13   .13  1.00 
      Education          .13   .07    .58 
      Life Disruption         .26   .69  5.23** 
 
            4.  PPQ Authoritative   .75  19.00**   .14   .13  1.35 
      Education          .00   .01    .13 
      Life Disruption         .25   .68  6.41** 
      ADL          -.34  -.40            -4.36** 

(table continues) 
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Table 18 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            5.  PPQ Authoritative   .80    6.23*    .15   .14  1.50 
      Education          .00   .01    .05 
      Life Disruption         .20   .54  4.83** 
      ADL          -.32  -.38            -4.46** 
      Impact – Appraisal          .49   .25  2.50* 
 
            6.  PPQ Authoritative   .83    5.15*    .15   .14  1.65 
      Education          .00   .03    .16 
      Life Disruption         .24   .64  5.64** 
      ADL          -.25  -.29            -3.24** 
      Impact – Appraisal         .28   .15  1.38 
      CG Corporal Punishment      1.31   .23  2.27* 
 
            7.  PPQ Authoritative   .85    4.71*    .00   .08  1.00 
      Education          .14   .08    .90 
      Life Disruption         .25   .69  6.28** 
      ADL          -.19  -.23            -2.58* 
      Impact – Appraisal         .23   .12  1.20 
      CG Corporal Punishment      1.69   .29  2.97** 
      CG Warmth and Involvement       .24   .19  2.17* 
  
            8.  PPQ Authoritative   .89  10.00**   .21   .20  2.44* 
      Education          .28   .16  1.97 
      Life Disruption         .24   .66  7.02** 
      ADL          -.10  -.12            -1.41 
 
 
 

(table continues) 



 

 178

Table 18 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
      Impact – Appraisal         .35   .18  2.02* 
      CG Corporal Punishment      1.86   .32  3.74** 
      CG Warmth and Involvement       .14   .11  1.41 
      Positive Aspects of Caregiving       .18   .28  3.16** 
        
            9.  PPQ Authoritative   .91    4.95*    .15   .14  1.76 
      Education          .26   .14  1.95 
      Life Disruption         .25   .69  7.75** 
      ADL          -.04  -.05   -.60 
      Impact – Appraisal         .00   .03    .25 
      CG Corporal Punishment      2.34   .40  4.58** 
      CG Warmth and Involvement       .16   .13  1.73 
      Positive Aspects of Caregiving       .17   .27  3.26** 
      Work Conflict         .33   .21  2.23* 
 
Note. CG = caregiving; PPQ = Parenting Practices Questionnaire; ADL = activities of daily living.  
a = adjusted R2. b =  unstandardized regression coefficient (B). c = standardized regression coefficient (b). 
*p < .05. **p < .01. 
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Table 19 
 
Regression Analyses for Alzheimer’s Caregivers without Parenting Style as a Contextual Variable 
 
Dependent variable  Predictors    adj. R2a  F Change     Bb    bc  t 
 
     Caregiver Burden          1.  Education    .10    5.11*     .88   .36  2.26* 
 
            2.  Education    .58  40.84**    .52   .21  1.89 
      Impact – Appraisal             1.85   .71  6.39** 
 
            3.  Education    .68  11.17**    .28   .11  1.10 
      Impact – Appraisal                 1.33   .51  4.48** 
      Life Disruption             .20   .40  3.34** 
 
            4.  Education    .77  14.20**    .25   .10  1.16 
      Impact – Appraisal                 1.28   .49  5.10** 
      Life Disruption          .20   .39  3.88** 
      CG Lack of Follow Through        .85   .30  3.77** 
 
            5.  Education    .80    5.37*     .24   .10  1.20 
      Impact – Appraisal                   .51   .19  1.24 
      Life Disruption          .16   .31  3.04** 
      CG Lack of Follow Through        .65   .24  2.90** 
      Burden – Appraisal          .52   .40  2.32* 
 
     Depression                    1.  Employment Status   .11    5.30*  -2.06  -.36            -2.30* 
 
            2.  Employment Status   .38  16.25** -1.42  -.25            -1.86 
      Life Disruption               .00   .54  4.03** 
 
 

(table continues) 
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Table 19 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            3.  Employment Status   .50    6.02*  -1.77  -.31            -2.31* 
      Life Disruption                   .00   .38  2.64** 
      Boundary Ambiguity            .16   .34  2.45* 
 
     Mental Health                 1.  Life Disruption   .41  24.17**   -.39  -.65            -4.92** 
 
            2.  Life Disruption   .50  7.04**    -.25  -.43            -2.86** 
      Boundary Ambiguity        -.63  -.39            -2.65** 
 
     Physical Health               1.  Impact – Appraisal    .13  6.02*  -1.51  -.40            -2.45* 
 
     Strain                   1.  Life Disruption   .56  46.47**    .28   .76  6.82** 
 
            2.  Life Disruption   .71  19.76**    .27   .72  8.06** 
      ADL           -.33  -.40            -4.45** 
 
            3.  Life Disruption   .75  5.95*     .22   .59  5.88** 
      ADL           -.32  -.39            -4.70** 
      Impact – Appraisal           .46   .24  2.44* 
 
            4.  Life Disruption   .78  5.80*     .26   .70  6.71** 
      ADL           -.24  -.29            -3.27** 
      Impact – Appraisal          .25   .14  1.30 
      CG Corporal Punishment        1.38   .24  2.41* 
 
 
 
 

(table continues) 
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Table 19 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            5.  Life Disruption   .81  6.35*    .27   .74  7.53** 
      ADL          -.19  -.23            -2.73** 
      Impact – Appraisal         .23   .12  1.28 
      CG Corporal Punishment      1.72   .30  3.16** 
      CG Warmth and Involvement       .23   .19  2.52* 
 
             6.  Life Disruption   .84  7.42**    .27   .74  8.26** 
      ADL          -.14  -.17            -2.12* 
      Impact – Appraisal        -.04  -.02   -.22 
      CG Corporal Punishment                 2.12   .37  4.09** 
      CG Warmth and Involvement       .23   .19  2.74** 
      Work Conflict         .34   .24  2.72** 
 
            7.  Life Disruption   .87  5.73*    .28   .77  9.15** 
      ADL          -.08  -.10            -1.17 
      Impact – Appraisal        -.01  -.01   -.07 
      CG Corporal Punishment      2.29   .40  4.70** 
      CG Warmth and Involvement       .18   .15  2.23* 
      Work Conflict         .38   .26  3.24** 
      Positive Aspects of Caregiving       .11   .18  2.39* 
 
Note. CG = caregiving; ADL = activities of daily living. 
a = adjusted R2. b = unstandardized regression coefficient (B). c = standardized regression coefficient (b). 
*p < .05. **p < .01. 
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Table 20 
 
Regression Analyses Using Common Measuresa for Alzheimer’s Caregivers with Parenting Style as a Contextual Variable (n = 65) 
 
Dependent variable  Predictors    adj. R2b F Change  Bc  bd  t 
 
     Caregiver Burden          1.  Education    .09    6.17*   .97   .32  2.48* 
 
            2.  Education    .64  83.34**  .32   .11  1.26 
      Life Disruption        .41   .77  9.13** 
 
            3.  Education    .71  14.06**  .32   .11  1.40 
      Life Disruption        .30   .57  6.10** 
      Impact – Appraisal        .95   .34  3.75** 
 
            4.  Education    .77  13.10**  .29   .09  1.38 
      Life Disruption        .29   .54  6.38** 
      Impact – Appraisal        .92   .33  4.04** 
      CG Lack of Follow Through      .73   .24  3.62** 
 
            5.  Education    .79    6.72**  .37   .12  1.85 
      Life Disruption        .27   .52  6.41** 
      Impact – Appraisal        .79   .28  3.56** 
      CG Lack of Follow Through      .61   .20  3.08** 
      CG Verbal Hostility        .45   .18  2.59** 
 
            6.  Education    .81    4.44*   .37   .12  1.95 
      Life Disruption        .27   .50  6.46** 
      Impact – Appraisal        .72   .26  3.33** 
      CG Lack of Follow Through      .72   .24  3.63** 
      CG Verbal Hostility        .68   .27  3.39** 
      CG Directiveness       -.42  -.16            -2.11* 

(table continues) 
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Table 20 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            7.  Education    .84  11.23**  .34   .11  1.97 
      Life Disruption        .20   .38  4.86** 
      Impact – Appraisal        .09   .03    .34 
      CG Lack of Follow Through      .57   .19  3.08** 
      CG Verbal Hostility        .61   .24  3.36** 
      CG Directiveness       -.39  -.15            -2.12* 
      Burden – Appraisal         .53   .38  3.35** 
 
     Strain           1.  Life Disruption   .53  62.55**  .28   .74  7.91** 
 
            2.  Life Disruption   .64  16.83**  .27   .72  8.76** 
      ADL         -.31  -.34                 -4.10** 
  
            3.  Life Disruption   .69    8.18**  .26   .69  8.98** 
      ADL         -.25  -.27            -3.45** 
      CG Obligation        .44   .23  2.86** 
 
            4.  Life Disruption   .73    8.96**  .18   .47  4.63** 
      ADL         -.21  -.23            -3.02** 
      CG Obligation        .40   .21  2.80** 
      Burden – Appraisal        .31   .31  2.99** 
 
Note. CG = caregiving; ADL = activities of daily living. 
a = the following measures were omitted: boundary ambiguity, positive aspects of caregiving, work conflict, family conflict, religious coping, and social support. 
b = adjusted R2. c = unstandardized regression coefficient (B). d = standardized regression coefficient (b).  
*p < .05. **p < .01. 
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Table 21 
 
Regression Analyses Using Common Measuresa for Alzheimer’s Caregivers without Parenting Style as a Contextual Variable (n = 65) 
 
Dependent variable  Predictors    adj. R2b F Change  Bc  bd  t 
 
     Caregiver Burden          1.  Education    .07    5.41*    .91   .30  2.33* 
 
            2.  Education    .61  77.82**   .26   .09    .98 
      Life Disruption         .41   .76  8.82** 
 
            3.  Education    .69  15.33**   .27   .09  1.17 
      Life Disruption         .29   .55  5.79** 
      Impact – Appraisal       1.00   .36  3.92** 
 
            4.  Education    .76  14.44**   .24   .08  1.15 
      Life Disruption         .28   .52  6.07** 
      Impact – Appraisal         .99   .35  4.31** 
      CG Lack of Follow Through       .77   .25  3.80** 
 
            5.  Education    .79    8.60**   .34   .11  1.71 
      Life Disruption         .27   .49  6.20** 
      Impact – Appraisal         .82   .30  3.72** 
      CG Lack of Follow Through       .63   .21  3.18** 
      CG Verbal Hostility         .51   .20  2.93** 
 
            6.  Education    .80    4.81*    .35   .12  1.83 
      Life Disruption         .26   .48  6.26** 
      Impact – Appraisal         .75   .27  3.48** 
      CG Lack of Follow Through       .74   .24  3.76** 
      CG Verbal Hostility         .74   .30  3.74** 
      CG Directiveness        -.44  -.17            -2.19* 

(table continues) 
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Table 21 (continued). 
 
Dependent variable  Predictors    adj. R2a  F Change   Bb  bc  t 
 
            7.  Education    .84  13.69**  .33   .11  1.90 
      Life Disruption        .20   .36  4.80** 
      Impact – Appraisal        .07   .03    .28 
      CG Lack of Follow Through      .56   .19  3.11** 
      CG Verbal Hostility        .64   .26  3.60** 
      CG Directiveness       -.39  -.15            -2.18* 
      Burden – Appraisal         .57   .41  3.70** 
 
     Strain           1.  Life Disruption   .53  63.29**  .27   .73  7.96** 
 
            2.  Life Disruption   .64  18.32**  .27   .71  8.89** 
      ADL         -.31  -.34                -4.28** 
 
            3.  Life Disruption   .69    8.65**  .26   .69  9.16** 
      ADL         -.25  -.28            -3.51** 
      CG Obligation        .44   .23  2.94** 
 
            4.  Life Disruption   .73    9.18**  .18   .49  4.97** 
      ADL         -.22  -.25            -3.36** 
      CG Obligation        .41   .22  2.93** 
      Burden – Appraisal        .29   .30  3.03** 
 
Note. CG = caregiving; ADL = activities of daily living. 
a = the following measures were omitted: boundary ambiguity, positive aspects of caregiving, work conflict, family conflict, religious coping, and social support. 
b = adjusted R2. c = unstandardized regression coefficient (B). d = standardized regression coefficient (b). 
*p < .05. **p < .01. 
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CONTEXTUAL         STRESSOR     CG STYLE     APPRAISALS      MEDIATORS         OUTCOMES 
  FACTORS/EVENT                    DIMENSIONS 
 
                Care Recipient’s            Approach to CG     Perceptions of         Caregiver’s Coping 
           Symptoms         - 10 CG style         Symptoms as           Skills 
             - ADLs/SDQ          dimensions          Upsetting or            - spirituality* 
                Manageable 
                         - caregiver mastery 
                   - burden - appraisal 
                   - satisfaction - appraisal 
Incapacitating Illness and                          - boundary ambiguity*        Subj. Burden,    
  Contextual Factors                 - positive aspects of CG*         Psych. Distress, 
     - age                     or Adaptation 
     - employment status                  - caregiver burden 
     - # of hours per week CG                  - depression* 
     - parenting stylea                   - mental health* 
                     - physical health* 
                     - caregiver strain 
                     
               Changes in               Perceived Acceptability   Resources and 
                Caregiver’s Life           of Alterations in                 Social Support 
                 - life disruption            Caregiver’s Life                - social support* 
                 - negative impact – appraisal           - work conflict* 
                  - family conflict* 
 
 
Figure 1. Conceptual framework for caregiver stress and coping incorporating caregiving style dimensions. CG = caregiving; ADLs/SDQ = activities of daily 
living (Alzheimer’s caregivers) and Strengths and Difficulties Questionnaire (parents and grandparents); Subj. = Subjective; Psych. = Psychological. 
a = not included in all analyses. * = variables omitted from regression analyses in which all Alzheimer’s caregivers were considered. (Gatz et al., p. 412, 1990; 
adapted with permission from Elsevier.) 
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