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ABSTRACT 

The purpose of this study was to identify variables that 

facilitate lay caregivers in maintaining dependent elders in the home 

setting. Specifically, this study: 1) tested a deduced theory designed 

to exp 1 a in home rna i ntenance of a dependent elder; 2) exami ned the 

relationship between the following variables: Seriousness of an Elder's 

Illness, Caregiver Overload, Quality of Care, Learning State, Care
I 

givers Maintenance Abi lity, Acceptance of the Maintenance Role and 

the Caregiver's Perception of Power; and 3) evaluated the reliability 

and validity of the instruments that measured the proposed variables. 

A descriptive correlational design with causal modeling method-

ology was used to assess a five stage theory. The convenience sample 

was comprised of 70 English speaking caregivers providing a minimum 

of five hours of direct care to a dependent elder in the home setting. 

Re 1 i abi 1 i ty and va 1 idi ty of the instruments used to evaluate the 

theoretical concepts were assessed by Cronbach's alpha, factor analysis 

and predictive model testing. Multiple regression statistics was 

used to evaluate the theory and residual analysis was used to assess 

violations of statistical and causal modeling assumptions. 

The findings supported two of the predicted relationships: 

Seriousness of Illness had a direct and positive relationship with 

Caregiver Overload (B = .60, R 2 = .35) and Learning State had a direct 



and positive influence on Acceptance of the Maintenance Role (B 

2 .36, R = .18). 

As the di sabi li ties of the dependent elder became more acute, 

15 

the caregivers' feelings of being overloaded with the burden of the 

caregiving responsibilities increased. However. when the caregivers 

had a positive perception of their abilities to implement prescribed 

health care instruction as well as felt positively about their care-

giving role (Learning State). they spent a greater amount of time 

giving direct care to the dependent elder (Acceptance of Maintenance 

Ro 1 e). 

Identification of learning needs as they relate to the care-

givers' ability to understand and implement health care instruction 

as well as feel pusitively about their role. can assist nurses in 

developing appropriate teaching interventions. The expected outcome 

of these interventions is direct care provided by the caregiver to 

the dependent elder. 



CHAPTER I 

INTRODUCTION 

16 

Many complex factors influence the development and delivery 

of sophisticated community health care. Escalating health costs are 

particularly instrumental in directing health care providers as they 

attempt to develop innovative and economical services. 

Home care is one such innovative health service that is growing, 

expanding and diversifying. The impact of the Prospective Payment 

System (PPS) has been identified as the greatest environmental stimulus 

contributing to this growth (Evashwick, 1985; Mor & Spector, 1988; 

Pasqua le, 1987). 

The PPS is promoting the early discharge of hospitalized patients 

which is associated with considerable cost savings for large institu

tions. However, in the last six years, the move toward early discharges 

has prompted many dramatic changes in home care including an increase 

in patient acuity as well as an increase in the responsibilities of 

lay caregivers (Alford & Stanhope, 1985; Mader & Ford, 1987; Leutz, 

Abrahams & Greenlick, 1988). These new trends of early discharges 

and increased patient acuity are forcing health care providers to become 

more involved with patients and thei- families in the planning and 

providing of safe, adequate, and economical home care (Clarke, 1986; 

Koren, 1986; Lauer, Murphy & Powers, 1982). Unfortunately home care 
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presents a complex setting that has multiple factors influencing the 

delivery of care. A theoretical structure identifying significant 

variables that facilitate lay caregivers in the home maintenance of 

dependent elders should be helpful to community nurses when they plan 

interventions. Therefore, the focus of this study was to identify 

variables that explain successful home maintenance of a dependent elder. 

In addition, a theoretical framework was proposed and tested to explain 

the direction and magnitude of the relationships between these identi

fied variables. 

Background to the Problem 

In the past decade family provided home care for the frail 

dependent elder has become an important focus for research (Soldo & 

Myllyluoma, 1983; Hasselkus, 1988; Barusch, 1988). Variables that 

explain and capture the subjective caregiving experience have led to 

the identification of a number of concepts such as burden (Zarit, Todd 

& Zarit, 1986; Poulshock & Diemlinq, 1984), strain (Brody, 1981: Cantor, 

1983) and coping (Barusch, 1988; Pearlin & Schooler, 1978). Learning 

new behaviors and new attitudes is one strategy for effective management 

of difficult caregiving situations that produce burden, strain, and 

poor coping (Barusch, 1988; Horowitz, 1985; Zarit, et al., 1986). 

Caregiving Stress 

The assumption that caregiving can be stressful is now well

established (Zarit, 1989; Montgomery, Gonyea & Hooyman, 1985; Barusch, 

1988; Scharlach, 1987; Harper, 1989). A fairly consistent finding 
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across various studies is that the stressful aspects of the caregiving 

experi ence can have a profound effect on the hea 1 th and we ll-bei ng 

of the caregi ver (Harowitz, 1985; Montgomery, et a 1., 1985; Robi nson, 

1983; Pearlin & Schooler, 1978). 

Snyder ~nrl Keef's (1985) study of 117 caregivers is an excellent 

example of the possible outcomes of the caregiving experience. The 

majority of caregivers (70%) in this study reported that their health 

had been negatively affected due to the stresses of careg;ving. In 

fact, there was a statistically significant relationship between the 

disability of the frail elder and the presence of health problems in 

the caregi ver. Snyder and Keef a 1 so reported that thi s popu 1 at ion 

of caregivers differentiated their health problems into two different 

categories: physical ailments and negative lifestyle changes. Lifestyle 

changes were identified as the inability to get regular exercise, 

inabi lity to plan for the future, loss of time for oneself, loss of 

interest in all activities, the loss of a sex life, and loss of friends. 

To compound the problems related to physical health and lifestyle 

changes, the caregiver also complained of being fiAced v,'Hh competing 

employment or familial demands that either inhibited the provision 

of adequate care to the frail elder or limited the caregiver's ability 

to function adequately in meeting personal and community responsibili

ties (Cantor, 1983; Brody, 1981). 

Though all caregivers experience some stress, the literature 

has recognized the spouse as the caregiver who frequently provides 

the most extensive and comprehensive care (Cantor, 1983; Johnson & 
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Catalano, 1983; Soldo & Myllyluoma, 1983). Unfortunately, this commit

ment to maintain the frail elder in the community is not without cost. 

Spouses are in a particularly vulnerable position with regards to the 

negative consequences of maintaining a dependent elder at home. Though 

the literature recognizes the strength of spouses and families in 

providing home care, excessive burden and exhaustion of family resources 

are representative of some of the families' limitations (Johnson & 

Catalano, 1983; Kivett & Learner, 1982). Effective coping therefore 

becomes an important prerequisite to the continued home maintenance 

of the dependent elder, 

Coping 

The coping process has been explored in the popular press as 

well as academic circles. The relevance of this concept to the experi

ence of cat"egiving is usually addressed by identifying activities by 

which caregivers can manage the environmental and/or internal stresses 

which tax the caregiver's resources. Though there are several ways 

to manage envi ronmenta 1 and i nterna 1 demands, two popu 1 ar strategi es 

are: 1) developing responses that change the situation out of which 

a stressful experience arises; and 2) changing one's response to the 

situation (Lazarus & Folkman, 1984; Caro, 1989). 

Pearlin and Schooler's work with caregivers (1978) expands these 

coping strategies and include: 1) responses that change the situation 

out of which stressful experiences arise; 2) responses that control 

the meaning of a stressful experience before the development of stress; 
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and 3) responses that function more for control of stress after it 

has emerg2d. It is interesting that Pearlin and Schooler's (1978) 

induct i ve work demons trated that the strategy to change the stress fu 1 

situation was rarely mentioned by caregivers as a stress reduction 

technique. Rather, caregivers most frequently attempted to change 

their responses to the stressful situation. This work demonstrates 

that coping behavior cannot be judged solely 0n how well it eliminates 

problems but rather on how well it prevents these problems from resul

ting in excessive emotional stress. For caregivers, this is an important 

factor because they frequently have little control in eliminating some 

of the caregiving stresses. Therefore it may be a more effective 

strategy to control the deleterious effects of stress by controlling 

the meaning of the stressful event or the caregiver's respo1se to it. 

Whether a copi ng response iss ituat i ona 1 specifi c, or relates 

to changes ina person's perception of the event, 1 earni ng becomes 

one important component that can potentially affect both of these 

strategies. In fact learning is considered a fundamental process that 

underlies behavior and/or attitudinal change (Mowrer, 1960; Green, 

1983; Hergenhahn, 1982). The construct of learning therefore includes 

the knowledge requirement necessary to maintain physical and psychologi

cal equilibrium between the caregiver and care receiver. 

Learning 

In dealing with improving the coping strategies to decrease 

caregiver stress, Caro's (1989) definition of competencies as they 
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relate to learning becomes important. Competencies are an aggregate 

that inc 1 udes a ca regi ver' s phys i ca 1 abil i ty to function. sensori motor 

functioning. cognitive skill and emotional strength. This combination 

of skills becomes a prerequisite to the successful home maintenance 

of a depend:!nt elder. Therefore when considering learning it becomes 

apparent that individuals react as a totality. a well organized system. 

in response to a total situation and that consideration of an indivi

dual's psychological. physical. and knowledge requirements is needed 

(Bandura. 1977; Fischer & Eustis. 198.3; Hasselkus. 1988; Silliman. 

Fletcher & Earp. 1988). 

McDonald's (1981) research with families of homebound elders 

validates the importance of considering the psychological domain with 

cognitive skills. She found that instruction and clarification of 

the disease process of Chronic Obstructive Pulmonary Disease was not 

enough to decrease burden and change caregiver behavior. Psychological 

support and counseling were a 1 so necessary for these fami li es. Cl ark 

(1981) also found success when using a similar approach that included 

consideration of the cognitive and affective domains when evaluating 

the 1 earni ng needs of the caregi ver. I n her exp 1 oratory study on the 

effectiveness of education for family management of asthmatic children. 

parents who learned self-management activities reported less stress 

and fewer disruptions in their home life as well as a feeling of greater 

control. This was substantiated by fewer emergency room visits. annual 

hospitalizations and school absences recorded for the asthmatic chi ld. 
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A part of the total learning situation in which a caregiver 

participates is the effect or feedback produced by the caring behaviors. 

Some theorists propose that behavior is determined by informative and 

learned values imposed by an individual on the behavioral consequences 

(Bandura, 1977; Hamblin, 1971). These consequen:;es of behavior are 

important motivators and have a direct impact on the caring activities 

of caregivers. For example, if the feedback that results from providing 

care is perceived as ~unishing, that caring response tends to be weak

ened. When feedback is rewardi ng, the car"i ng response tends to be 

strengthened. If feedback is delayed, whether positive or negative, 

the amount and rate of learning new behaviors decreases (Mowrer, 1960). 

These feedback processes or reinforcers are important components of 

the learning process and can be used by nurses to facilitate caregivers 

in learning. Therefore diverse approaches to carqiver education can 

be ~sed to facilitate learning. 

Caregiver Learning Needs 

One important intervention that is central to the practice and 

philosophy of nursing and relevant to the home maintenance of a depen

dent elder is the assessment of a caregiver's learning needs (Redman, 

1985). Supportive learning activities that decrease the common stresses 

of maintaining a dependent elder in the community can alter the care

giver's perception of his/her experience. Thus, the implementation 

of appropriate interventio:1s associated with caregiving learning can 

be an effective way to control the stresses associated with supporting 

the dependent elder in the communi ty. 
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The most frequently mentioned learning needs of caregivers are 

emotional as well as assistance in learning skills for managing the 

physical, behavioral and social problems of the care receiver (Glosser 

& Wexler, 1985; Rakowski & Clark, 1985; George & Gwyther, 1986). The 

results of Zarit's et al. (1986) and Smallegan's (1985) studies clearly 

articulate these themes. 

Zarit's et al. (1986) longitudinal study of 64 caregivers identi

fied the elders' behavioral problems as being extremely stressful to 

caregi verso Thi s study further explicated that it was the aberrant 

behavior that had the most negative impact on the caregivers' ability 

and desire to maintain the elder at home. However, it is important 

to note that these caregivers' ability to tolerate problem behaviors 

improved if they had learned behavioral management strategies or if 

caregivers ceased to let these problems concern them. 

Sma llegan' s (1985) study of 288 persons, who had been admi tted 

to an intermediate care facility (ICF) confirmed that the major precipi

tating problems of patients entering the rCF was difficult behavior, 

confusion, incontinence, debility and unwillingness to eat. These 

caregiving problems can be responsive to instruction on how to change 

attitudes or behaviors on caring. 

Caregiver Education 

Caregiver or patient education can be divided into five steps. 

The caregiver must: 1) be persuaded that a particular behavior wi 11 

be useful; 2) be taught how to carry out the behavior; 3) be facilitated 
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in developing a perception that necessary caring behaviors can be 

performed; 4) connect the desired outcomes to the demonstrated behavior; 

and 5) have instilled a value in the outcomes so that the behaviors 

will be maintained (Redman, 1985; Bandura, 1977; Bandura, 1986). Through 

this process caregivers can monitor their behavior by developing expec

tations that certain behaviors will produce anticipated benefits. 

However, because of the complexities involved in identifying appropriate 

reinforcers and outcomes for the chronically ill elder, nursing clini

ci ans need to be active 1 y i nvo 1 ved in i dent ifyi ng appropri ate outcomes 

and reinforcers for the caregiver. Family caregivers can highlight 

the strengths and weakness of the teachi ng strategi es as they relate 

to outcomes as well as give important information concerning what types 

of learning best meet their unique needs. 

Significance of the Problem 

A theory can be define as an interconnected set of propositions 

used to describe, explain and/or predict a part of the empirical world 

(Riehl & Roy, 1980). Theory development is not only essential for 

the continuing evolution of nursing as a science, it also can give 

important direction to clinical practice. Unfortunately the merging 

of nursing theory with practice has often been problematic. Experienced 

clinicians often complain that it is difficult to relate nursing theory 

to common nursing problems. Practitioners are therefore asking that 

the meta theories of nursing be reduced to meet the realities of daily 

practice (Miller, 1985). It is noteworthy that the early nursing 
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models (e.g. Peplau) were derived from clinical observations. However. 

the influence of the logical empirical approach gradually infiltrated 

nursing and influenced theory development. Unfortunately this influe~ce 

has limited some theories in their problem-solving capabilities by 

focusing on the results of scientific inquiry rather than the process 

of science. This restricts some theories' contributions to understanding 

the phenomeno·, pertinent to clinical practice (Cull-Wilby & Peplin. 

1987) . 

Home care service is one facet of nursing practice that presents 

nursing with new complex problems distinct from nursing concerns in 

other practice settings. The elderly caregivers of dependent disabled 

adults are being required to incorporate very complex health care into 

the home setting. Though these nonprofessional caregivers are perfor

ming sophisticated treatment techniques in the home. home care nurses 

have identified that when these complex skills are added to the basic 

care of disabled adults. the family supporting the caregiving structure 

is often overwhe 1 med. I n order to cope with thi s new phenomenon of 

familial stress. the caregiver is articulating a need for learning 

skills that will facilitate maintaining the d'?pendent elder in the 

home. At present there is no theory or conceptual framework to assist 

nurses in facilitating the caregiver experience for the nonprofessional 

caregiver. To assist nurses in developing teaching strategies that 

acknowledge the unique learning needs of caregivers in maintaining 

a disabled elder at home. a functional learning model called the Care

giver Functional Learning Model (CFLM) was deductively developed (see 

Figure 1). 
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The significance of this model is diagnostic. It is proposed 

that by i dent ifyi ng the learni ng state of the elder caregi ver, the 

nurse will be able to not only predict the status of the other variables 

in the model but also to plan appropriate interventions and patient 

education (Redman, 1985). The CFlM posits that a caregiver's perception 

of his/her learning status directly affects whether an elderly caregiver 

will co~tinue to support a dependent elder in a community home setting 

because learning status effects the behaviors of home maintenance and 

maintenance ability. The variables predicted to influence the care

givers' learning status either directly or indirectly through other 

variables in the CFlM are: seriousness of the care receiver's illness, 

quality of care delivered, caregiver overload, and caregiver's percep

tion of power. The caregiver's learning state has been divided into 

three categories: cognitive learning state, psychomotor learning state, 

and affective learning state. The feedback loop from the Quality of 

Care variable has an indirect relationship through learning State with 

the variables Acceptance of the Maintenance Role and Maintenance 

Ability. The feedback loop in this model explains behaviors that are 

maintained over time. 

Definitions of Terms 

Quality of Care (QC): The degree to which activities are thera-

peut i c. 

Cognitive learning State eCl): The caregiver's perceived ability 

to implement health care instructions. 



28 

Affecti ve Learni n9 State (AL): The degree to which a caregi ver 

feels positively about his/her role. 

Psychomotor Learning State (PL): The caregiver's perceived 

ability to perform the necessary caregiving behaviors. 

Seriousness of Illness (51): The amount of dysfunction displayed 

by the impaired elder. 

Acceptance of Maintenance Role (AMR): The amount of time a 

caregiver spends participating in therapeutic activities for the patient 

in the home setting. 

Careg"iver Overload (CO): The degree to which the therapeutic 

requirements are perceived as negatively affects the caregiver's life 

qua 1 ity. 

Maintenance Abi lity (MA): The degree to which caregivers cogni

tively understand the therapeutic activities required for the impaired 

elder. 

Caregiver Perception of Power (CPP): Degree to which one family 

member is able to sanction another member because of hi s/her access 

to decision making, resources and past or present debits owed. 

Purpose 

In a time of fiscal constraints and increasing nursing account

ability within the practice setting, nursing practice theories must 

be developed to help explain patient behavior and guide nursing inter

ventions. The pr"emise of this study is that practice is relevant to 

theory and theory development. The literature has confirmed that one 

important clinical problem encountered is how to faci litate the lay 
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caregiver in providing quality care to a dependent elder while 

decreasing the caregiver's experience of burden and stress associated 

with the necessary caring behavior (Silliman, et al., 1986; Scharlach, 

1987; Montgomery, et al., 1985; Hirschfeld, 1983; Cantor, 1983; 

Montgomery, 1982). 

Therefore the purposes of thi s study were: 1) to test a deduced 

theory designed to explain maintaining a dependent elder in the home 

setting; 2) to study the relationship of the following variables: 

Seriousness of an Elder's Illness, Caregiver Overload, Quality of Care, 

Learning State, Caregiver's Maintenance Ability, Acceptance of the 

Maintenance Role and the Caregiver's Perception of Power; and 3) to 

evaluate the reliability and validity of the instrument that measure 

the proposed variables. 

In order to evaluate relationships between the variables, a 

theoretical practice model that identifies the reinforcer variables 

effect on Caregi veri s Mai ntenance Abi 1 i ty and the Acceptance of the 

Maintenance Role was developed. Identification of learning needs, 

as they relate to the reinforcer variables, quality of care and care

giver overload was a major theme of this model. 

To test the efficacy of the model, a descriptive correlational 

design was employed with a causal model methodology. A nonprobabilistic 

sample was drawn from a local home care facility in a southwestern 

community. The long-term purpose of the theory development and testing 

was anticipated to be identification of interventions to reduce care

giver stress so that a dependent elder can be maintained at home. 
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Research Questions 

The specific r~search questions proposed for this study were: 

1. What are the reliability and validity of the six study 

instruments? 

2. What is the direction and magnitude of the relationship 

between Caregiver Overload and Seriousness of Illness? 

3. What is the direction and magnitude of the relationship 

between Quality of Care and Caregiver Overload? 

4. What is the direction and magnitude of the relationship 

between Psychomotor Learning, Cognitive Learning and Affec

tive Learning and Quality of Care? 

5. What is the direction and magnitude of the relationship 

between variables Maintenance Ability and Acceptance of 

the Maintenance Role and Psychomotor Learning, Cognitive 

Learning and Affective Lnarning? 

6. What is the direction and magnitude of the relationship 

between Acceptance Mai ntenance Role and the Caregi ver 

Perception of Power? 

Summary 

This chapter included a general overview of the research problem, 

as it relates to the caregiving experience, proposed for this study. 

The purpose of the research and background information associated with 

the prob 1 em were a 1 so presented. The chapter ended with an account 

of the significance of the problem and its connection to practice and 

theory development. 
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The focus of this study is instrument evaluation and model 

testing. In this chapter the causal model format that frames the vari

ables of interest and their relationships to each other will be 

explained. The derivation and content of the theoretical model will 

be presented through a literature review. Theoretical relationships 

and research which support these relationships will also be presented. 

Causal Format 

According to Stinchcomb (1968), a functional causal structure 

can explain a social phenomenon that, once established, tends to main

tain itself. Functional explanations are based on the assumptions 

that consequences of some behaviors are also reinforcers of that 

behavior. Therefore an infinite self replicating causal loop, which 

maintail1s the social effects, is explained by the causal format. In 

terms of Caregivers' Learning Needs, the Stinchcomb nonrecursive format 

provides a model for identifying variables and relationships that 

facilitate the continual home maintenance of a dependent elder. 

Stinchcomb's historicist functional model consists of links among 

four variables: the 1) structure variable which has the function 

of maintaining the 2) homeostatic variable which is constantly being 

disturbed by the 3) tension variable; and 4) historicist variable 
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which allows consideration of the historical influences on the speci

fied causal links (Figure 2). Within this conceptualization, tension 

is defined as a variable that represents uncertainty in the environ

ment; homeostasis is defined as the product of the structure; and 

structure is represented by variables with the main function of suppor

ting compensating activity initiated by the homeostatic variable. The 

historicist variable accounts for the causes that initiate and preserve 

the structure far into the future. In order to elucidate the processes 

just defined, health care practices, stress and healthy state are chosen 

as concepts with which to illustrate how the functional causal format 

works (Figure 3). 

In this example, healthy state is the end condition (homeostatic 

variable) that tends to be maintained by health care practices, the 

structure variable. The negative feedback loop from healthy state 

to health care practices means that as the state of health declines, 

health care practices are increased. Note that there also exists a 

positive relationship and a direct causal link between health care 

practices and a healthy state. As the health care practices increase 

(S) the healthy state (H) also increases. Stress is the tension vari·

able that drives this particular model. Stress tends to disrupt the 

homeostatic variable (healthy state) and it is only through the struc

ture variable (healthy care practices) that any regularity of the 

homeostatic variable, healthy state occurs. In this particular example 

there would be an inverse relationship between the tension and homeo

static variable: the greater the stress, the more health care practices 
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(structure variable) would be necessary. These relationship patterns 

are consistent with Stinchcomb's model (1968). 

For the present study. a functional causal model was selected 

to identify homeostatic and structural variables that predict the 

relationships among the types of learning that directly influence 

Acceptance of the Maintenance Role and Maintenance Ability when caring 

for a dependent elder. The proposed model is basically a learning 

model. Because learning is considered to be central to predicting 

Acceptance of the Maintenance Role and Maintenance Ability. consistent 

with the learning paradigm. behaviors. reinforcers and discriminate 

stimuli are included in the model. In order to account for these 

concepts from the functional causal perspective. Stinchcomb's frame

work was modified (see Figure 4). Though the cognomens for the original 

processes have changed. the learni ng model's causal 1 inks and feedback 

loops are similar to Stinchcomb's model. In the modified scheme the 

reinforcer variable. which has a similar function as the homeostatic 

variable. is defined as an activity or attitude that strengthens a 

particular behavior. The discriminate stimulus is defined as those 

cues that signal the initiation of reinforcers and is placed on the 

causal loop between the reinforcer and behavior variables. Behaviors. 

a mediating variable between the discriminate stimulus and the rein

forcer and similar to the structure variable, are defined as those 

act i vi ties that operate on the envi ronment to generate consequences. 

The Historical Variable's position is unchanged and influences the 

behavior variables. 
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From the traditional conditioning perspective, learning has 

been viewed as a mechanistic response to environmental stimuli 

(S-R). Unfortunately, multiple variables impinge on the home setting 

making this simplistic model incomplete in explaining the caregiver's 

learning behavior. In order to provide a fuller picture of the 

learning process, Bandura's (1977) theory was considered. Unlike the 

strict behaviorists, this leat-ning theory specifies that reinforcement 

linkages, discriminate stimuli, and behaviors are necessary to drive 

the learning process. 

Bandura's Social Learning Theory 

Bandura (1977) proposes that behavior is determined by the 

informative and learned incentive value imposed by individuals on 

behavi ora 1 consequences. Thi s basi c premi se estab 1 i shes a promi nent 

role for cognition and reinforcement in the acquisition and expression 

of behaviors. It would then follow that an individual's understanding 

of behavioral consequences directs or motivates behavior. In Bandura's 

model, human beings are thinking, self-directed organisms who interact 

with environmental conditions in order to have some impact on the 

consequences of their behaviors. This person-environment interaction 

represents a reci proca 1 process. Learni ng becomes a means of under-

standing the consequences or reinforcers of direct and vicarious 

caregiving experiences as mediated by cognitive expectations. 

In analyzing caregiving as one specific kind of learning situa

tions, two significant components of Bandura's theory are relevant 
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to caregiver learning: modeling and self-efficacy. Modeling is 

defi ned as a process that di rects behavi ors through the observation 

of the consequences of others' activities. Modeling has been shown 

to successfully reduce the inefficiency and negative consequences 

frequently experienced in trial and error learning. In other words, 

learning is enhanced when a caregiver can observe the behavior of 

another person, form an idea about that person' s performance as well 

as the consequences of the activity and use the information as a 

guide for future behavior. 

Se 1 f-effi cacy is a second important component of Bandura' s 

theory. Self-efficacy is defined as an individual's expectation 

that he/she is capable of executing behavi ors necessary to produce 

outcomes (Bandura. 1977). Bandura makes a distinction between outcome 

expectations and efficacy expectations. One may understand what 

necessary behaviors are needed to produce the outcome (outcome expec-

tation), but one must believe in his/her own ability to execute the 

behavior before attempting to cope with difficult situations (efficacy 

expectations). Therefore the stronger the efficacy the more active 

the efforts to reconstruct the necessary behavi or when one is faced 

with obstacles such as aversive caregiving experiences. 

Bandura's Learning Process 
Integrated Into a Causal Format 

Bandura deviates from the strict mechanistic view of learning 

by considering behavior and reinforcers separately. Therefore in 

developing a causal functional model with learning as a major concept 
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discriminate stimulus, behaviors and reinforcers must be incorporated 

into the framework. Learning therefore becomes a process resulting 

from the evaluation of positive and negative reinforcers in relation-

ship to behaviors. Stinchcomb's feedback models are essentially 

reinforcement formats. However Stinchcomb's scheme fails to specify 

either reinforcement variables or a discriminate stimulus. 

Figure 4 presents a modified version of Stinchcomb's causal 

forma t that conta ins these two new cons tructs. The model a 1 so i ncor

po rates Hamblin's (1987) and Braden's (1986) specification that the 

tension variable affects the reinforcement variable rather than the 

homeostatic variable. This modification reflects Homan's (1961) 

propos it i on that the va 1 ue of a gi ven rei nforcer is determi ned by 

the characteristics of the stimulus which is the tension variable. 

As depicted with the previous example concerning healthy state, the 

stimulus is represented by the tension variable stress. This relation

ship directly influences the value a person gives to the reinforcer 

variable healthy state. For example, if the tension variable "stress" 

becomes extremely noxi ous, the rei nforcer vari ab 1 e of "hea lthy state" 

may lose its value to the individual. 

This proposition and the modified model are in synchrony with 

Bandura's basic assumption that behavior is determined by informed 

and learned incentive values imposed by the individual on behavioral 

reinforcers. Therefore as the tension variable increases, the signifi

cance of reinforcers increases. 
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Reinforcers have both a direct and indirect effect (positive 

and negative) on the behavioral variable. The direct path from rein

forcers to the behavi ors represents the feedback loop. The i ndi rect 

effect of reinforcers to the behavioral variable is mediated by the 

discriminate stimulus. The discriminate stimulus specifies conditions 

under which reinforcers work. The discriminate stimulus can increase 

or decrease the effect of rei nforcers for the behavi ora 1 va'ri ab 1 e. 

The behavioral variable has a direct effect on the reinforcer variable 

and the historicist variable has a direct effect on the behavioral 

variable. 

The functional causal format depicted in Figure 4 is utilized 

to specify and define these linkages so as to explain the learning 

needs of caregivers. This format: 1) allows for the explanation of 

behavior that occurs over time; 2) incorporates a learning paradigm; 

and 3) permits the inclusion of background variables that might impact 

on caregivers learning needs. 

Bloom's Learning Taxonomy 

While Bandura addressed the process of learning, Bloom investi

gated the categories related to the content of educational efforts. 

According to Bloom (1956) the cognitive. affective and psychomotor 

domains are utilized during most learning activities. Those these 

three domains have been used by various theorists in explaining differ

ent learning phenomena. i t ha~ been primari ly educators who have used 

all three domains to explain learning behavior (Krathwohl. Bloom 
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& Masia. 1964; Block. 1974; Bloom. 1956). Bloom (1956). a pioneer 

in considering these three domains. developed a taxonomy to elucidate 

types of educational experience that produce different types of educa-

tional development. I n other words. if the order of the taxonomy 

and domains were confirmed by research findings. this hierarchical 

ordering could be of value in the development of a learning theory. 

The cognitive and affective taxon0mies allow for distinctions between 

problem solving an~ attitudes. or b,~tween thinking and feeling. The 

psychomotor domain. which was not placed in taxon::>mic form. specifies 

motor skills. Although it is understood that each of the three domains 

are not entirely devoid of some components of the other two domains. 

for evaluation purposes the three domains are considered discrete. 

Caregiving activities clearly demonstrate how these three 

domains engender different caregiving problems. For example. the 

physical care needs of the dependent elder are often identified as 

an initial concern for a frail o~ elderly spouse (Soldo & Myllyluoma. 

1983; Cantor. 1983). Despite caregiving skills in the cognitive or 

affective domain. institutionalization often occurs if caregivers 

do not feel comfortable in performing the necessary psychomotor 

acti vi ti es. 

Caregiving Functional Learning Model (CFLM) 

The Caregiving Functional Learning Model (CFLM) utilizes 

Bandura's (1977) assumptions from social learning theory and Bloom's 

learning taxonomy in the development of a theory. The framework 

specifically identifies learning as one important component that 
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explains both the mechanism involved in Accepting the Caregiver Role 

(AMR) and the caregiver's Maintenance Ability (MA) as well as the 

process that predicts the caregiver's psychomotor. affective and 

cognitive learning states. A modified format of Stinchcomb's func

tiona 1 causal model was used as a structure for the CFLM. The four 

learning process variables presented in this model are Tension (T). 

Discriminate Stimulus (SO). Behaviors (B) and Reinforcers (R). These 

four learning processes clarify the relationships which account for 

Acceptance of the Caregiver Role and Maintenance Ability (see Figure 

5) . 

In the CFLM. Learning State. the discriminate stimulus for 

the caregiving experience. is defined as the cues which signal the 

initiation of the behavior. Behaviors. the mediating variables between 

the discriminate stimulus and the reinforcers. are identified as 

activities that operate on the environment to generate consequences. 

Acceptance of the Caregiver Role and Maintenance Ability are viewed 

as two important behaviors that relate to the caregiving experience. 

Caregiver overload and qual ity of care. designated as the reinforcer 

variables in this model. are considered activities or attitudes that 

strengthen the behavior of Maintenance Ability and Acceptance of 

Maintenance Role. Seriousness of illness. the variable identified 

to cause uncertainty or variability in the environment. is viewed 

as a tension variable that directly effects the reinforcer variables. 

The feedback loops from the rei nforcers to the behavi ors exp 1 i cate 

how behaviors are continued over time (Stinchcomb. 1968). 
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Caregiver's Perception of Power is outside the learning model 

and can be considered a Historical variable as defined by Stinchcomb 

(1968). The functional format permits the consideration of how his

toricasl influences impact on the functional variables. In this model 

Caregiver's Perception of Power is defined as one's perceived ability 

to sanction or control the dependent elder because of access to 

resources, decision making and past favors that are due. This variable 

directly impacts on Acceptance of Maintenance Role. 

The major theme underlying the Clark Caregiving Functional 

Learning Model is that appropriate caregiving activities are learned 

behavi ors that have evolved through a vari ety of rei nforcers. Thi s 

is in concert with a number of theorists who support learning as a 

fundamental process underlying behavior change (Fischer & Eustis, 

1988; Hasselkus, 1988). 

Assumptions 

The theoretical assumptions of the CFLM are: 

1. Specific caregiving situations specify whether caregivers 

are to be rewarded for their caregiving activities and 

what the probability is of receiving these rewards. 

2. Because of the effect of the caregi ver IS behavi or on the 

care receiver's behavior, a caregiver responds in a definite 

way to the care receiver. 

3. Caregivers expect to be appropriately rewarded for their 

activity. 
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4. Successful caregiving activity is initiated by positive 

percept ions about one's abi 1 it i es to perform the necessary 

support i ve care. 

5. With nursing supervision, most family members can provide 

adequate and economical care for the dependent elder. 

Description of the 
Theoretical Framework 

In order to test this model, the causal loop was unwound to 

ferret the five stage model represented in Figure 6. 

Stage I: Seriousness of Illness. Seriousness of Illness (S1), 

identified as the tension variable, is defined as the amount of 

dysfunction manifested by the dependent elder. The literature clearly 

shows that a dependent elder's functi ona 1 status determi nes how the 

elder's illness impacts on the family system and predicts if an elder 

will be institutionalized or not (Jones & Vetter, 1984; Reece & 

Hageboeck, 1983; Walters. 1986; Goodman, 1986; Lawton & Brody, 1969). 

For this reason functional status becomes an important dimension of 

the illness state and reflects the need for family or community 

assistance. 

Katz and Akpom's (1976) work with functional status reiterates 

its usefulness as an evaluation tool. They suggest that functional 

status is the objectively measured criterion which best indicates the 

stage, severity and impact of chronic or acute conditions. According 

to their data, anchoring an evaluation of an elder to a specific 

function rather than a disease classification, reduces global, 
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subjective and value laden judgments (Lawton & Brody, 1969) and allows 

for appropriate community referrals. 

Unfortunately the researcher is confronted with numerous 

approaches in the evaluation of functional disabilities (Poulshock 

& Deimling, 1984; Lawton & Brody, 1969; George & Gwyther, 1986). 

Despite this variety, two themes remain consistent: proficiency of 

self-maintenance skills and competencies in basic household skills 

(i. e., housekeepi ng, shoppi ng, handl i ng personal fi nances). These 

are the major criteria in deciding whether an elder t~emains in the 

home setting. Regardless of the medical diagnosis, it is the elder's 

functional ability that dictates a family's or community's interven

tions to facilitate continued independent living. 

These criteria are in concert with Rossiter and Wick's (1982) 

findings that continual living in the home environment with autonomy 

is usually only possible for the elder who has considerable support 

from the fami ly or community. In fact, the research indicates that 

high levels of care to the chronically ill (Waters, 1987), the acutely 

ill (Hertz, Endicott & Spitzer, 1976), and mentally ill (George & 

Gwyther, 1986), are primarily provided by family members. Thus an 

elder's abilities to perform personal physical self-maintenance skills 

and household maintenance activities are important criteria in deter

mining the impact of the elder's illness on needed family or community 

support. Therefore the referentials to measure this concept are lawton 

and Brody's Physical Self-Maintenance Tool (1969) which indexes life 

maintenance functions (eating and toileting), and Instrumental 
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Activities of Daily Living Tool which indexes the more complex func

tions required for independent living outside the institutional 

setting. 

Predictions: Stage I: Seriousness of Illness to Stage II: Care

giver Overload. Caregiver Overload is considered a negative reinforcer 

that can eventually have a negative impact on the performance of care

giving behaviors, Maintenance Ability and Acceptance of Maintenance 

Role. Though learning theory is based on the assumption that behavior 

is directly strengthened and weakened by its reinforcers, Bandura 

(1977) proposes that individuals also guide their actions on the conse

quences or reinforcers they create for themselves. These consequences 

can be arranged in three categories: vicarious, external and 

self-produced. The CFLM considers caregiver overload as an external 

and self-produced reinforcer. Caregiver Overload is the degree to 

which the dependent elder1s therapeutic requirements negatively effects 

the caregiver1s life quality. Therefore in the CFLM, Seriousness 

of Illness has a direct and positive effect on the st~ge two variable 

Caregi ver Overload. Thi s 1 ink predi cts that the more seri ous the 

dysfunction of the dependent elder, the more the dependent elders I 

therapeutic requirements negatively affects the caregiver1s quality 

of life. 

The demands, ri sks and costs of cari ng for dependent fami 1 y 

members has been examined by numerous investigators (Waters, 1987; 

Poulshock & I)eimling, 1984; Tilden & Galyen, 1987; Zarit, et al., 

1986). While there has been no formal theory to substantiate the 

assumption that caregiver burden is often associated with the severity 
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of a patient's disabilities, studies examining the caregiving experi

ence often associate burden with an elder's disabilities. 

One empirical gauge of burden or caregiver overload, as it 

relates to disabilities, has been explored by considering the institu

tionalization of the eld:r as an indicator of ir.tolerable overload 

(Brody, 1981; Cantor, 1983; Crossman, London & Barry, 1981; George 

& Gwyther, 1986; Hinds, 1985). Zarit's et al. (1986) longitudinal 

study of caregivers discovered that despite the fact that tolerance 

of problem behaviors actually increased with time, difficulties in 

bathing, dressing and incontinence were the leading functional disabi-

1 it i es that di rected caregi vers to place the elder ina long term 

care facility. Hooyman's et al. (1985) study had similar findings. 

In her study of 80 caregivers, Hooyman (1985) found that it was the 

types of tasks performed that were the best predictors of the percep

tion of burden or caregiver overload. Specifically, the performance 

of personal care tasks such as bathing, feeding and toileting was 

strongly correlated with perceived overload. One possible explanation 

for these findings is that assisting the elder relative with such 

intimate bodily tasks not only violates family norms about appropriate 

familial roles but also impacts on the caregivers' time and familial 

responsibilities. Though Poulshock and Deimling (1984) found that 

burden was an intervening variable between activities of daily living 

(ADL) impairment and the indicators of caregiving effects 

(Figure ), burden and ADL impairment showed a moderately strong 
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relationship (r = .52). The reviewed literature does consider and 

support a strong relationship between the amount of functional dis

ability and caregiver overload. 

In this study, Caregiver Overload was measured by Poulshock 

and Deimling's (1984) Burden Index. The model on which this measure

ment tool is based assumes that the burdens caregivers experience are 

highly personal responses specific to the contexts of caregiving. Burden 

is therefore defined by this index as the impact that the caregiving 

experiences have on family relations, health and social activities, 

all of which have a direct impact on life quality. 

Stage II: Caregiver Overload to Stage III: Quality of Care. 

Quality of Care, identified as a positive reinforcer variable, is 

defined as the degree to which caregiver activities are therapeutic. 

Research studies confirm that assurance of quality home care hn<; been 

a relevant commitment by the nurse clinician. Unfortunately there 

is a dearth of empirical data that describes not only what such quality 

care entails, but also what type of care is actually being delivered 

by caregi verso 

The literature seems to indicate that families are effective 

resources for the elderly and are responsive to the elder's needs 

(Shanas, 1979; Brody, 1981; Johnson & Catalano, 1983). It is unclear, 

however, how the economic resources, family structure, quality of 

relationships and other competing demands influence the amount and 

quality of involvement exhibited by family caregivers. Formal studies 

have begun to recognize the complexity of the construct quality care 

(Phillips, 1983a; Phillips & Rempusheski, 1985; Halamandaris, 1986; 



O'Malley, 1986). One approach that has become prevalent in the litera

ture is to consider abuse as one part on the continuum of care; 

excellent quality of care would be the opposite of abusive care. 

For this reason the six areas that have been identified in the litera

ture as representative of abusive behavior can be considered when 

quality care is evaluated. The six areas are: care in the phYSical, 

medical, environmental and psychological domains, use of finances 

and protection of human ri ghts (Kosberg & Cai rl, 1986; Lau & Kosberg, 

1979; Griffith, 1986; Phillips, 1983b). 

In the CFLM, Caregiver Overload has a direct and negative effect 

on Qua li ty of Care. That is, the CFLM predi cts that the greater the 

caregiver overload, the poorer the quality of care delivered to the 

dependent elder. 

The literature confirms that when a dependent elder's therapeu

tic requirements negatively affect a caregiver's life the caregiver's 

performance of caregi vi ng behavi ors is often inadequate (Kosberg & 

Cairl, 1986; Griffith. 1986). 

The four theoretical approaches that are most frequently con

sidered when investigating poor quality of care for the dependent 

elder are impairment of the elder, pathological abusers, internal 

family dynamics that facilitate violent behavior and the stresses 

involved in providing for a dependent elder (O'Malley, 1986). The 

link proposed by the CFLM predicts that poor quality care is contingent 

on an elder's functional impairment as well as the stresses that are 

involved in caring for a very disabled elder. 

51 
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Results from Hickey and Douglas' (1981) interviews with profes

sional practitioners confirm that neglect or abuse is most likely 

to occur in domestic settings in which family caregivers are ill

equipped to care for highly dependent adults. Unfortunately, community 

resources are often unavilable to dependent elders cared for by family 

members. Lau and Kosberg (1979) sugges t that economi c constra i nts 

limit available community supports to the isolated elder who has no 

family assistance. This lack of support for caregivers coupled with 

increased caregiving responsibility often causes excessive stress 

for the caregiver who frequently is ill-equipped by health, status, 

age or financial resources to cope with the constant caregiving 

responsibilities. 

O'Malley's (1986) findings were in concert with Lau's data. 

He has identified a category of abused elders consisting of dependent 

elders who have significant unmet needs such as malnutrition or 

dehydration. In fact, further investigation showed that these care

givers were frequently spouses who did not execute battering or 

physical abuse. Most often they were elderly caregivers who were 

simply overwhelmed by the care needs of the dependent elder. 

Situations related to malnutrition and dehydration would seem 

obvious clues of abuse. However, Phillips' (1983b) exploratory study 

of professional nurses demonstrated that the defining characteristics 

of abuse are stymied by ambiguity and ambivalence which can hinder 

the decision making process of reporting. To further complicate the 

situation, after a diagnostic decision has been made that abuse exists, 
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interventions are either not made or are inadequate to meet the care 

needs of the elder (Phillips & Rempusheski, 1985). The bulk of home 

health services for the chronically ill elder are provided by family 

members (Brody, Poulshock & Masciocchi, 1978). Indeed the presence 

of acari ng unit such as a spouse or chi ld is a key vari ab le whi ch 

allows the elder to remaining in the home. Unfortunately many care

givers are acting independently with no or very little interaction 

with professional health care provider. This situation often leaves 

them ill-prepared for the responsibilities required of them and often 

causes caregiver overload. 

Despite the evidence that poor quality of care does exist, 

it is complex and multicausal. However, elder abuse litera.ture can 

be used in developing an operational index for the quality of care 

delivered in the home setting. In the CCFLM it is predicted that 

if caregiver overload is decreased, then the quality of care to the 

elder will improve. 

In this study Quality of Care is measured by Phillips' (1987) 

Qua 1 care Sca 1 e whi ch indexes the processes and outcomes of the three 

general dimensions of caregiving: physical, psychological and environ

mental support. Included in these subscales are items related to 

management of finances and human rights. 

Stage III: Quality of Care to Stage IV: Learning State. In 

the CFLM, learning state includes the caregiver's cognitive, affective, 

and psychomotor domains and is defined as the caregiver's perceived 

abilities to: 1) implement health care instruction; 2) feel positively 



about his/her role; and 3) perform the necessary caregiving behaviors. 

Learning state is a discriminate stimulus and represents the care

giver's perceived self-efficacy to perform the necessary caregiving 

ski 11s. 

Tradi tiona lly, 

through the affects 

psycho 1 ogi ca 1 theori es ha ve emphas i zed 1 earni ng 

of rei nforcer vari ab 1 es. Bandura (1977) adds 
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to the traditional theoretical scheme of the strict behaviorist the 

construct of cognitive processing. This added cognitive dimension 

is not to underplay the importance of immediate external reinforcers 

but rather to expand the explanatory power of social learning theory. 

Competent functioning requires both the skills and the confidence 

or effi cacy to use them competent ly. Accordi ng to Bandura (1977). 

perceived self-efficacy is defined as "people's judgments of their 

capabil it i es to organ i ze and execute courses of action requi red to 

attain designated types of performances" (p. 391). It is not one's 

individual skills that are significant but rather the individual's 

judgments of what he can do with those skills. 

Quality of care is considered the reinforcer variable. There

fore the outcomes of caregiving activities directly influence the 

caregiver's perceived abilities to continue to execute necessary 

behaviors. Bandura's social cognitive theory as well as the CFLM 

embraces this reCiprocal causation. Learning state and quality care 

are constantly interacting through the behaviors Maintenance Ability 

and Acceptance of Maintenance Role (Figure 5). However, the 
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continual reciprocal interaction between these variables would necessi

tate a longitudinal study. with time two beginning after Stage V. 

In the CFLM. Quality Care. a Stage III variable. is predicted 

to have a pos it i ve and di rect i nfl uence on the Stage I V rei nforcer 

variable. learning state. Therefore. the greater the outcomes related 

to quality of care. the greater an individual's perceived abilities 

or learning state in the cognitive. psychomotor and affective domains. 

The literature establishes that the caregiver's ability to 

provide care cannot be understood without a broad view of the care

giver's subjective perceptions of those abilities (George & Gwyther. 

1986; Zarit. et al., 1986; Clark & Rakowski, 1983). One approach in 

discovering caregivers' true subjective feelings toward their own 

abilities or Learned State is to identify the different educational 

and support groups that have evolved to meet the caregiver's learning 

needs. 

According to Clark and Rakowski's (1983) evaluation of support 

groups, it becomes clear that not only are the dimensions of caregiving 

multifaceted. but the subsequent caregiver activities are just as 

varied. However, based on the program descriptions that were available 

to these authors. most programs focused on affective support and 

general information-giving. Though specific data concerning the 

effectiveness of these programs is unavailable, the consensus among 

the general evaluation reports is that emotional support and acquisi

tion of information and skills regarding care of the elderly have 
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noted positive outcomes. These outcomes inc 1 ude ca regi vers fee 1 i ng 

more confidence in continuing to provide home care. 

It is interesting that the strongest component in the majority 

of programs evaluated was the provision of an arena for caregivers 

to express feelings of anger, emotional drain and guilt. These are 

all in the affective domain. Unfortunately there is little support 

from the 1 i teratoJre that educat iona 1 programs are deal i ng wi th care

givers' identified needs in the cognitive and psychomotor domains. 

This is despite the fact that the literature confirms the most diffi

cult and stressful tasks are related to the provision of direct 

personal care, assistance with activities of daily living (ADLs) and 

loss of persona 1 and fami 1 y time (Zarit, et a 1., 1986; Chenoweth & 

Spencer, 1986; Robinson, 1983; Brody & Schoonover, 1986; Snape, 1986). 

Needs for personal support in ADLs have been identified to 

not only impact on caregiver's lives but to also affect the type of 

care required by the elder. Unfortunately little empirical research 

has been done to evaluate if educational programs are meeting other 

than the affective needs of the caregi verso It also is unc 1 ear if 

obtaining affective support and information is making a difference 

on the quality of care that is being provided. Though untested, social 

learning theory would predict that when caregivers are confronted 

with difficulties and are doubtful about their capabilities, they 

wi 11 either reduce or termi nate thei r efforts, thus negat i ve 1 y affec

ting the quality of care delivered. Therefore those care providers 

who have a strong sense of efficacy should exert a greater effort 
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to manage the challenging care needs and should demonstrate acceptable 

care behavi ors. 

In this study Learning State, measured by the Clark Caregiving 

Scaling Index, is operationally defined as the caregiver's perceived 

abilities to implement health care instruction, feel positively about 

his/her roles and responsibilities and to perform the necessary care

giving behaviors. 

Stage I V: Learn i ng State to Stage V: Acceptance of Ma i ntenance 

Role. Acceptance of the Maintenance Role, identified as a behavior 

variable. is defined as a commitment of time a caregiver spends in 

therapeutic activities for an elder. The literature supports the 

view that a valid measure of commitment to the caregiving role is 

the measurement of time spent in caring activities (Stone, Cafferata 

& Sangl, 1987; Kitson, 1987; Goodman, 1986; Clark & Rakowski, 1983: 

Waters, 1987). Stone's et al. (1987) study of the national profile 

of caregivers measures caregiver commitment in terms of time devoted 

to caregiving responsibilities and tasks performed. Time variables 

in Stone's et al. (1987) study of elders included the number of years 

and days per week spent on caregiving and the average number of extra 

hours per day expended on these activities. Thi s study a 1 so li mits 

the types of tasks caregivers reported to Activities of Dai ly Living 

(ADL) and Instrumental Activities of Daily Living (IADL) (e.g., shop

ping, housecleaning, cooking). 

Waters (1987), who evaluated care outcomes of the elderly 

discharged from acute settings also found time a useful construct 
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when considering an elder's need for familial support with ADLs and 

IADL. Though caregiving commitment undoubtedly has important psycho

dynamic components related to it, time spent with ADL and IADL is 

one valid way to begin to capture the impact this variable has on 

caregivers' lives. 

In the CFLM, learning state is predicted to have a direct and 

positive influence on the Stage V variables Acceptance of the Main

tenance Role and Maintenance Ability. The greater the caregivers' 

learning state in the cognitive, psychomotor and affective domain 

the greater amount of time spent with the dependent elder. 

Though the concept of time and learning state have not been 

empirically tested, the literature contains numerous studies related 

to learning state and the relinquishing of the caregiving role which 

can be considered the opposite end of the time continuum (Zarit, et 

al., 1986; Hirschfield, 1983; Rakowski & Clark, 1985), e.g., by relin

quishing the maintenance role, no time is spent on caregiving. 

Sma llegan' s (1985) study clearly demonstrates that the major 

problems that precipitate relinquishing the caregiver role are the 

caregiver's inability to deal with incontinence. confusion. debility 

and an elder's unwillingness to eat. These self-care deficits demand 

that the caregiver have confidence in psychomotor skills as well as 

a flexible attitude related to the affective aspect of the caregiving 

role. 

Zarit's et al. (1986) longitudinal study of 64 caregivers also 

identifies that deficits in the care receiver's behavior frequently 
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precipitate institutionalizat"ion. Interestingly, his study demonstrates 

that a caregiver's ability to tolerate problem behaviors can actually 

increase in time if the caregiver has developed strategies to 

strengthen his/her cognitive or affective learning state. That is, 

the caregivers in Zarit's (1986) study explained that an increase 

in tolerance of an elder's physical and psychological deficits occurred 

because they had either learned to manage the caregiving problems 

more effectively or simply had changed their feelings about their 

role in controlling these problems. Thus the problems that have been 

identified as major contributors to relinquishing the maintenance 

role often are related to an inability to manage or control behavioral 

and self-care deficits. Therefore one would expect the greater the 

caregivers' perceptions of their caring abilities in the cognitive, 

psychomotor and affecti ve domai ns, the greater thei r commi tment to 

the caregiver role. This is demonstrated by the total caregiving 

time representing all three caregiving domains: cognitive, affective 

and psychomotor. 

The few studies that have focused on successful home maintenance 

of a vulnerable population stress the importance of combining the 

cognitive and psychosocial learning components (McDonald, 1981; Johnson 

& Catalano, 1983; Clark, 1981). McDonald's (1981) study on the home

bound chronic obstructive lung patient establishes that instruction 

and clarification of the di sease process was not enough to facil itate 

caregiving behavior. Psychological support and counseling were 
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necessary components to facilitate successful caregiving. Clark (1981) 

had similar results in her exploratory study on the educational effec

tiveness for asthmatic chi ldren. Both studies support the importance 

of caregivers' needing to feel confidence and control in all three 

domains. cognitive. affective and psychomotor. to continue to spend 

time in delivering the necessary caregiving responsibilities. 

In this study the referential of Acceptance of the Maintenance 

Role was measured by a time diary. This diary indexed the amount 

of time spent providing direct care i~ the physical or psychological 

domains. 

Stage IV: Learning State to Stage V: Maintenance Ability. 

Maintenance Ability. identified as a behavior variable. is defined 

as the degree to which the caregi ver understands how to provide the 

therapeutic activities required for the dependent elder. 

In the CFLM it is predicted that the greater the caregiver's 

Learning State in the cognitive. psychomotor and affective domain 

the greater the caregiver's cognitive understanding on how to provide 

the therapeutic activities required for the dependent elder. 

Kitson's (1987) study of lay caring defines the prerequisite 

activities for successful caregiving as appropriate knowledge and 

practical skills which will assist in meeting the physical. mental 

and emotional demands of the one in need of care. Hinds' (1985) study 

specifies that the ability to observe physical functioning of the 

disabled family member and proficiency in basic physical care are 

priority skills necessary for caregiving. 
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Learning state in the affective, psychomotor and affective 

domain is predicted to have a positive and direct effect on Maintenance 

Abi lity. Therefore the greater the caregivers' perceived abilities 

or learning state in all three domains, the greater their maintenance 

ability. When evaluating caregivers' skills or maintenance ability, 

a reasonably accurate appraisal of their own abilities (Learning State) 

is important for successful and safe functioning. 

Persons who largely overestimate their abi lities often under

take activities that are beyond their talents. As a result caregivers 

encounter many difficulties and experience needless failures. According 

to Bandura (1986) actual performance attainment or outcome provide 

the "most i nfl uenti a 1 source of effi cacy information because it is 

based on authentic mastery experiences" (p. 399). Therefore one would 

expect that the majority of caregivers with high caregiving knowledge 

would experience fewer caregiving failures. 

Hinds' (1985) study of caregivers supports the relationship 

between learning state and maintenance ability. She found that families 

caring for cancer patients suffered undue stress as well as a lack 

of confidence when they had little knowledge or background experience 

dealing with the basic care needs of the dependent family member. 

Results from this study identified need for information and for the 

acquisition of skills to perform certain treatment related task. 

Wingrond, et al. (1987) also found that it wasn't until caregivers 

learned new approaches to improve care and developed realistic expec

tati ons of thei r performance that they acqui red enough energy and 
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motivation to continue dealing with a dependent elder with Alzheimer's 

disease. However it is Zarit, Reever & Bach-Peterson (1980) and 

Gilhooly (1984) studies that most clearly articulate the importance 

of perceived abilities and the possession of requisite knowledge 

related to the caregiving process. Gilhooly (1984) was surprised by 

her findings that the longer a caregiver had been giving care to a 

demented relative the higher the supporter's morale and mental health. 

For Zarit (1980) findings were similar. He found in his sample that 

a caregiver's ability to tolerate problem behaviors increased when 

caregivers learned realistic and appropriate strategies to manage 

problems more effectively. Once caregivers had learned to match the 

outcomes of their abilities with the situation, their caring abilities 

and attitudes also changed. It was only when caregivers cognitive 

understanding matched their learning state that long-term care in 

th~ home became more realistic and therapeutic. 

Maintenance Ability was indexed by the Caregiver Knowledge 

Index. This scale indexed the caregiver's understanding of the basic 

care needs of a dependent elder needing total care in the home setting. 

Stage I: Caregivers' Perception of Power to Stage V: Acceptance 

of Maintenance Role. Caregivers' Perception of Power is identified 

as a historicist variable and is defined as the degree to which one 

family member is able to sanction another member because of his/her 

access to dec; s; on maki ng, resources and past or present debits owed. 

While there is no question that families respond to the needs 

of their elderly relatives, there is an inordinate variation in both 
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the behavior and experience of providing care to these dependent elders 

(Johnson, 1983; Cl ark & Rakowski, 1983; Montgomery, et a 1., 1985; 

Goodman, 1986). While some fami lies are required to assist a dependent 

family member with only transportation, other families are involved 

with 24 hour care (Kosberg & Cairl, 1986). The experience of emotional 

stress and overload for such diverse responsibilities likewise ranges 

from minimal to extreme (Johnson & Catalano, 1983; Kitson, 1987; Stone, 

et a1., 1987). One of the factors that might explain this variation 

in the caregi vi ng experi ence is the concept of power as it relates 

to access to resources, reciprocity and decision making. 

Homan's (1961) social exchange theory proposes that interactions 

between people are driven by the profit one derives from the exchange. 

Social actors usually continue an interaction only if they perceive 

the rewards to be greater than the costs. However, if one participant 

va 1 ues the rewards gained in the re 1 at i onshi p more than the second 

participant, power becomes an important component in the exchange 

phenomenon. 

Power represents an imbalance in the social exchange and resides 

in one member's dependence on the resources of the other participant. 

Though an imbalance of exchange might be tolerated for different 

periods of time, stress often results when one actor sees the relation

ship as unequal or nonreciprocal. In nonreciprocal or power relation

ships it is often the over-benefited who feel guilty because of their 

favored position and the under-benefited who feel anger and frustration 

because of the greater cost they are required to assimilate in the 

relationship (Tilden & Galyen, 1987). 
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Unfortunately power that can be translated into knowledge, 

wi sdom or resou rces may not be ava i 1 ab 1 e to the dependent elder. 

Nydegger (1983) explains that this is largely due to the rapidity 

of changing societies, making the elders' wisdom obsolete and their 

resources inadequate. However some elderly do accumulate power and 

command respect. This is most probably due to their accumulated 

resources and has little to do with their age. Therefore, Caregivers' 

Perception of Power is being considered as the access to resources 

which should translate into being able to originate group policy. 

According to Blood & Hamblin (1958), when one's access to resources 

increases, one's ability to sanction or control also increases. This 

occurs because of one's ability to make substantial and important 

contributions to the family. The result of this situation is improved 

status with respect to expected and actual power (Blood & Wolfe, 1960; 

Blood & Hamblin, 1958; MacNeil, 1986). 

The historicist variable Caregivers' Perception of Power is 

predicted to have a direct and positive effect on Acceptance of 

Mai ntenance Role. I n the CFLM, it is predi cted that the greater the 

Caregivers' Perception of Power the greater the Acceptance of the 

Maintenance Role. 

James, James & Smith (1984) explored the reciprocal exchange 

of the rural elderly of Ireland. In the Irish culture the underlying 

assumption of rural families is that at some future date the giver 

will in turn become the receiver. For example, if a parent requires 

a child to return home to provide personal care or supervision, the 
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child will often give up a well paying job to ~elocate in his/her 

parents rural community. Though employment opportunities are scarce 

in the rural areas, James' et al. (1984) data demonstrates that the 

child who returns home not only receives immediate gratitude from 

hi s or her fami ly, but also a tremendous amount of respect from the 

community. Also the inclusion of an elderly family member into the 

Irish household provides additional income through the elder's 

pension. The increa';ed status and the extr'a money brought in by 

the Irish elder are excellent power resources that can insure ade

quate care for the dependent elder. 

Harowitz and Shindelman (1983) also define reciprocity as 

credits earned by the dependent elder for past services rendered. 

However, in their study, they connected the bonds of affection to 

reciprocity. In their sample of 203 caregivers they found that though 

the majority of respondents reported close affection ties wi th the 

elder that these ties were not prerequisite for a caregiving relation

ship. The two most frequently mentioned motivations were familial 

obligation (58%) and affection toward the dependent elder (51%). 

Only 21% of the spouses and 19% of the adult caregiving children 

mentioned reciprocity as a motivating factor for caring behaviors 

toward the dependent elder. 

This is in concert with Hirschfield's (1983) findings that 

the caregiver's ability to find gratification in the relationship 

with a dependent elder was the most important variable in maintaining 

the cari ng re 1 at i onsh i p. Mutua 1 ity is a 1 so an ; mportant component 
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in Kitson's (1987) analysis of lay-caring. However, when the demands 

of caregiving become extreme, the caregiver often evaluates the elders 

other resources when considering the benefits of maintaining a care

giving relationship. 

Kosberg and Cairl (1986) found that four dimensions need to 

be considered when predicting a successful caring relationship between 

the elder and the caregiver. His data confirmed that the costs of 

providing care to the dependent were not only related to social disrup

tions, personal restrictions, value for care provided, but also to 

the economic costs of providing care. Therefore, in addition to the 

theme of filial commitment and emotional bonds between the lay care

giver and the care recipient, caregivers also appraise the benefits 

and costs of the caregiving relationship as it relates to the elder's 

economi c resources. Abil ity to access an elder's economi c resources 

as well as having the elder financially reimbursing the caregiver should 

faci 1 i tate the acceptance of the caregi ver role. I n summary, a care

giver's positive appraisal of affective, normative and economic benefits 

is a necessary prerequi site for the caregi ver to accept the cari ng 

role. 

Caregiver's perception of power was indexed by the Caregiver's 

Perception of Power Scale. This tool indexed the caregiver's perception 

of power as it relates to the caregiver's ability to sanction the elder 

because of access to decision making, resources and past and present 

debits owed. 
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In this chapter a five stage theoretical framework was co~struc

ted to explain caregiving behaviors as it relates to learning. 

Specifically the framework was designed to explain some of the variance 

that might account for maintenance abi 1 ity and the acceptance of the 

caregi ver role. The framework also guided the present research in 

the development and testing of two new research instruments. 
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In this chapter details of the methodological techniques 

designed to test the Caregiving Functional Learning Model are des

cribed. Included are sections addressing the study's research design, 

sampling and setting. Also included is a section on instrumentation 

which presents the psychometric properties of all instruments. This 

chapter ends with data collection methods and data analysis plan. 

Design 

A descriptive correlational design was used to explore the 

effects of Seriousness of Illness, Caregiver's Perception of Power, 

Caregiver Overload, Quality of Care and Learning on Maintenance Ability 

and Acceptance of the Caregiving Role. The causal model methodology 

was chosen as a strategy to identify the cause and effect relationships 

of caring for a dependent elder in the home in order to make maximum 

use of clinical data that did not have an experimental design and 

random assignment of subjects (Hinshaw. 1984). 

The three necessary conditi ons of causality were met in thi s 

study through specific principles and assumptions unique to the causal 

model methodology (Asher, 1976; Duncan, 1975). The first condition 

of causality, covariation of variables was met by specifying the major 



69 

variables within the theoretical framework of the Caregiving Functional 

Learning Model (CFLM). Staging the variables in the theoretical frame

work met the seco1d condition of time ordering that is necessary for 

thi; methodology. The third required condition for causal modeling, 

controlling or accounting for all extraneous variables, was met by 

closing the model and assuming that all major variables were included. 

The Caregiver Functional Learning Model (CFLM) (see Figure 

7), a five staged multivariate causal model conceptualized for this 

study, was evaluated via the data. It was assumed that if the CFLM 

was supported by statistical analysis, it could then be considered 

a plausible representation of the causal structure underlying the 

data. 

Research Questions 

Predictive model testing and the reliability and validity of 

the research instruments were measured in this study. The specific 

research questions proposed were: 

1. What are the reliability and validity of the six study 

instruments? 

2. What are the relationship and magnitude of Caregiver Over

load [ (dependent vari ab 1 e) Stage I I] and Seri ousness of 

Illness [(exogenous variable) Stage I]? 

3. What are the relationship and magnitude between Quality 

of Care [(dependent variable) Stage III] and Caregiver 

Overload [(endogenous variable) Stage II]? 



STAGE I STAGE II STAGE II I STAGE IV 

Seriousness Caregiver Quality of Learning 
+ - ~ + of ') Overload Care ) State 

Illness (BI) (QC) (CCSI) 
(PSMT) 

STAGE V 

Maintenance Ability 

~.-----!.+-+~~ (CKI) 

Caregiver 
Perception 
of Power 
(CPS) 

+ Acceptance of the 
----------------------------------------------------~~~ Maintenance Role 

(CTO) 

Figure 7. Theoretical Model: Caregiver Functional Learning Model (N=70) 

-..J 
C> 
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4. What are the relationship and magnitude of the Psychomotor 

Learning, Cognitive Learning and Affective Learning 

[(dependent variable) Stage IV] and Quality of Care 

[(endogenous variable) Stage III]? 

5. What are the re 1 ati onshi p and magnitude of the vari ab 1 es 

Maintenance Ability and Acceptance of Maintenance Role 

[(dependent variable) Stage V] and Psychomotor Learning, 

Cognitive Learning and Affective Learning [(endogenous 

variables) Stage IV]? 

6. What are the relationship and magnitude of the Acceptance 

of the Mainteance Role [(dependent variable) Stage V] and 

the Caregivers Perception of Power [(exogenous variable) 

Stage I]? 

Population Sample Criteria and Setting 

The population for this study consisted of a purposive nonprob

ability sample of caregivers who were maintaining a dependent elder 

in the home. I n order to assure maximum vari ance of the dependent 

variable in predictive model testing, caregivers with minimal and 

extensive responsibilities were included in the study. The criteria 

for selection of caregi vers were: a) the caregiver was 20 years of 

age or older; b) the caregiver spoke and read English; c) the care

giver was involved in minimum of five hours of care a week for the 

dependent elder; and d) the caregiver was willing to allow the nurse 

researcher to evaluate the care receiver in the home setting. Although 
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the evaluation in this study was the caregivers' perceptions of their 

caregi vi ng experi ence as well as the qua 1 i ty of care they deli vered 

to the elder, caregivers were requested to respond to questionnaires 

concerning the dependent elder. Therefore the criteria for the depen

dent elder were: a) the elder was 50 years or older; b) the elder 

had a need for a minimum of five hours of supervised care per week; 

and c) the elder had consented to be observed in his or her environ

ment. 

According to Pedhauzer (1982), when the statistical technique 

of multiple regression is used, there needs to be between five and 

ten cases for each variable in the equation. The Caregiving Functional 

Learning Model has seven variables. Therefore a sample size of 70 

caregivers was planned and considered adequate in insuring the 

stability of the regression equations. 

The clinical agencies that were used to identify the sample 

included one public home care agency and patients from a local chapter 

of the Alzheimer's Disease and Related Disorders Association (ADRDA). 

Both agencies offered a patient population that required the level 

of home supervision necessary for this study. The setting for the 

study was the home of the patient and caregiver. 

Instrumentation 

Seven instruments, referenced in Table 1, were used to collect 

the data for this study. Included in Table 1 is information on who 

completed the tool (caregiver or data collector) and the method of 

instrument completion. 



Table 1. Instrumentation Plan 

Instrument Participant 

1. Clark Caregiving Caregiver 
Scaling Index 

2. Phys i ca 1 Se If- Caregiver 
Maintenance and 
Instrumentai 
Activities 

3. Burden Interview Caregiver 

4. Caregiving Power Caregiver 
Tool 

5. QualCare Tool Data Collector 

6. Caregiving Caregiver 
Time Diary 

7. Maintenance Data Co 11 ector 
Abil ity Sea 1 e 

Method of 
Completion 

Self-Administered 

Self-Administered 
(Completed during 
first interview) 

Self-Administered 

Self-Administered 

Retl"ospect i ve 
Completion 
following trained 
observations 

Self-Administered 

Self-Administered 

Scaling Model 

Likert 

Likert 

Likert + Dichotomous 

Likert 

Likert 

Diary 

Dichotomous 

..... 
w 
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Four of the instruments were adapted from existing instruments 

that were presented through the literature. Five were based on a Likert 

Model and one tool utilized a dichotomous scale (Table 1). The final 

instrument was a time diary in which caregivers monitored the amount 

of time spent providing care to the dependent elder. Two of the seven 

scales were new instruments, developed deductively from a literature 

review as well as on previously obtained qualitative data. 

Description of the Instruments 

Burdens Interview (ill (Appendix B). The Burden Interview (B1) 

is a 57 item self-report instrument developed to measure the 

multi-dimensional nature of Caregiving Burden (Pou1shock & Deim1ing, 

1984). Included are items related to elder impairment and the impact 

of impairment on the caregiver. These three concepts are represented 

in five subscales using a two digit model, three digit model and a 

five digit model. Each model utilized different anchors for the 

referenced subsca1e. Poulshock and Deim1ing (1984) reported that factor 

analysis (n=614) supported the subsca1e structure and that predictive 

modeling confirmed the proposed relationships adding support to the 

instrument's construct validity. 

Clark Caregiving Scaling Index (CCS!) (Appendix C). 

Caregiving Scaling Index (CCSl) measures the caregivers' 

abilities concerning skills necessary for comfortable 

The scaling model is organized according to Krathwohl, 

Masia's Taxonomy (1964) and includes the cognitive and 

The C1 ark 

perceived 

caregi vi ng. 

Bloom and 

affective 
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domains. Reilly's (1980) behavior taxonomy organizes the items related 

to the psychomotor domain of learning. Initial testing (see Appendix 

A) and subsequent revision of the CCS1 scale has resulted in an unidi

mens i ona 1 instrument of 20 items ina fi ve poi nt Likert format. The 

instrument produces a summative score that ranges from 20 signifying 

acute caring discomfort to 100 which demonstrates minimal learning 

needs related to caregiving. This scale's initial reliability estimate 

using Cronbach's alpha is .81. 

Caregiver Knowledge Index (CKI) (Appendix D). The Caregiver 

Knowledge Index (CKI) is a 40 item true-false scale used by the Ameri

can Red Cross (1976) for the certification of home care aides. The 

scales represents supportive activities required by dependent elders. 

Areas evaluated by the exam range from proper positioning of the patient 

to necessary hygiene needs of the dependent elder. Although this exam 

has been successfully used by the Ameri can Red Cross for fi ve years, 

reliability and validity estimates have not been reported. 

Caregiving Power Scale (CPS) (Appendix E). The Caregiving Power 

Scale (CPS) is a 32 item self-report instrument developed to measure 

the caregiver's perception of power as it relates to the caregiver's 

ability to sanction the elder because of access to decision making, 

resources and pas t or present debits owed. The i terns were deductive 1 y 

deri ved and based on the conceptua 1 i zat i on of fami 1 y power presented 

by McDonald (1980), Blood and Wolf (1960) and Safi1ios- Rothschild 

(1970). 
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The instrument contains three subscales: access to resources, 

normative power with decision making, and reciprocal power relation

ships. A Likert format is used for the instrument and scoring is 

determined by summing across subscales and the total scale. The 

psychometric properties of this instrument have not been tested. 

Caregiver Time Diary (CTO) (Appendix F). The CTO is a 24 hour 

diary that is divided into 15 minute intervals. The caregiver is 

requested to identify each helping activity performed for or with 

the elder and to monitor the amount of time spent on each helping 

interaction. For example, the caregiver may assist the elder with 

eating for 30 minutes. The caregiver is required to identify the 

activity (i.e., assist with feeding at dinner) and to mark the time 

the activity started and ended. Scoring involves summating the time 

i nterva 1 s. The hi gher the score the greater the acceptance of the 

maintenance role. 

Total Physical Self-Maintenance Tool (TPSMT) (Appendix G). 

The Total PhYSical Self-Maintenance Tool (TPSMT) is the summated scores 

of the physical self-maintenance tool (PSMT) and the Instrumental 

Activities of Daily Living (IADLT) (Lawton & Brody, 1969). The 

summated score of items were used to determine the elder's physical 

dysfunction. This instrument originally utilized a Guttman format; 

items related to activities known to facilitate life maintenance were 

arranged in a hierarchy of complexity. Unfortunately, there were 

a number of practical and theoretical problems that made the use of 
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this format impractical. After initiating this tool in the clinical 

setting it became obvious that not all of the items were hierarchal. 

For example, in the subscale dealing with toileting, some elderly 

clients cou 1 d do tot a 1 self-care in toil et i ng (1 eve 1 5) and yet had 

no control of bowels or urine (level 1). The theoretical concerns 

related to this scaling model concerned three issues: 1) the assumption 

that a deterministic model has no error in item trace lines, a highly 

unlikely occurrence; 2) the primary use of ordinal data, which limits 

the different statistical methods for evaluation; and 3) the necessary 

triangular pattern, often artifically forced by having a small number 

of items that vary in difficulty (Nunnally, 1979). For these reasons 

a Likert format was substituted to measure the five different levels 

of functional abilities. The PSMT measures life maintenance functions 

(i.e., eating, bathing, grooming) while the IADLT measures more complex 

functions which are required for instrumental living outside the 

institutional setting. Lawton and Brody's (1969) work demonstrated 

that the combined scores of both instruments provide an accurate 

evaluation of the elder's ability to maintain himself independently 

in the community. Items are scored using a five for independent 

funct i oni ng and a score of one for tota 1 dependence. Therefore a 

high score represents greater dependence. 

Lawton and Brody report (1969) the PMST to have a reproducibi

lity coefficient between .87 and .91. Phillips (1980) reports 

estimates of coefficient alpha to be .92, .90 and .93 for the PSMT, 

ADLT and the two combined instruments respectively. Construct validity 
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was shown by moderate correlations of the PSMT and ADLT with Physical 

Classification Scale, Mental Status Questionnaire and the Behavior 

Adjustment Rating Scale (Lawton & Brody, 1969). 

Qualcare Scale (QCS) (Appendix H). The Qualcare Scale 

(Phillips, Rempusheski & Morrison, 1987) is a 40 item observational 

checklist designed according to the scaling and methodological model 

of Wandelt and Ager's (1974) Qualpac's Tool. The QCS measures three 

separate dimensions of caregiving: physical, psychological and environ

mental. The QSC is developed on a Likert format that ranges from best 

possible care to worst possible care. The scaling standard is the 

care the elder should receive under optimal conditions. The scale 

is retrospectively completed by a nurse who does a comprehensive 

nursing assessment of the care required by the dependent elder. Scores 

are derived by summing items within three subscales and deriving an 

average rating and a grand mean for a tot a 1 sca le score. Scores range 

from one to five, with five representing the worse possible care. 

Initial reliability estimates (n=202) for subscales using Cronbach's 

alpha have been reported to range from • 75 to .96 with a total sca 1 e 

alpha at .97. Predictive modeling has supported construct validity 

(Phillips, et al., 1987). 

Demographic Data 

Demographic data were collected on both the caregiver and 

dependent elder. Data collected included age, sex, education and 

income as well as the health status of the caregiver and care receiver. 
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Research has shown this information to be critical when assessing 

and evaluating the caregiving experience (Brody, 1981; Cantor, 1983; 

George & Gwyther, 1986; Stone, Cafferata & Sangl, 1987) (Appendix I). 

Data Collection Procedure 

Access to a community home care agency was obtained by a formal 

review of the study by the participating agency. Nursing supervisors 

were contacted by the investigator to explain the purpose and proce

dures of the proposed project. When patients and caregivers meeting 

the sampling criteria were identified, nursing staff were asked to 

introduce the purpose and procedures of the study to the identified 

caregiver. If the caregiver agreed to participate, the researcher 

contacted the caregiver and dependent elder, restating the purpose, 

requisite activities and time commitments. The caregiver was also 

informed of a $10.00 honorarium available to the caregiver after the 

completion of the interviews. The benefits, risks and voluntary 

confidential nature of the study were also explained (Appendices J 

and K). Each i ntervi ew was conducted by the researcher and i nvo 1 ved 

both the dependent elder and the caregiver. 

The data collection procedure was comprised of two interviews. 

In the first interview five different scales, plus a demographic sheet, 

were presented to the caregiver in a random order to counter any bias 

that might occur from the order of presentation. The scales and 

scaling methodologies were also individually explained. A manila 

envelope marked "Confidential" with the investigator's name and the 

name of the study was provided for the five self-report questionnaires. 
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Also during this first interview, a comprehensive nursing 

assessment, which included observations of the caregiver and care 

receiver, was made according to the protocol of the Qualcare Tool. 

Physical self-maintenance abilities were also evaluated through Lawton 

and Brody's (1969) Total Physical Self-Maintenance Tool. When informa

tion related to the Qualcare Tool or the Physical Self-Maintenance 

Tool was unavailable to the researcher, nursing staff responsible for 

the patient were contacted for assistance in obtaining this information. 

One to one and a half hours was the average amount of time spent in 

the first interview. 

After the initial interview, the researcher and caregiver 

decided on a second interview within one week of the first interview 

to pi ck up the completed instruments. Ouri ng the second i ntervi ew, 

the caregiver was encouraged to ask any questions related to the 

questionnaires. Although the time necessary to fill out the five 

self-administered questionnaires varied, during the second interview 

caregi vers reported that it took no longer than one hour to complete 

the Burden Index, Clark Caregiving Skills Index, Caregiving Knowledge 

Index, Caregiver Power Scale and the Total Physical Self-Maintenance 

Tool. The Caregiver Time Diary required the caregiver to monitor 

his/her activity for one 24 hour period. 

Human Subjects 

Approva 1 from the Human Subjects Commi ttee of the Uni vers ity 

of Arizona was obtained prior to data collection (Appendix J). The 



81 

benefits and risks associated with participating in this study were 

clearly delineated in the caregiver's consent form and information 

concerning the honorarium was provided (Appendix K). Although care

givers were the subjects for this study, they were requested to respond 

on the questionnaires according to their perceptions of the dependent 

elder. Therefore, it was necessary to have a separate consent form 

specific to the elder (Appendix L). Both consent forms assured the 

confidentiality of the data collected. Subjects were assigned a code 

number and any identifying information was destroyed after data 

collection. According to the regulations set up by the University 

of Arizona Human Rights Committee, raw data and consent forms were 

secured in a safe place. 

Instrumentation Issues 

Likert Format 

Five of the seven instruments measuring variables in this study 

use a Likert Format: Clark Caregiving Scaling Index, Burden Index, 

Caregiver Power Scale, Total Self-Maintenance Tool and Qualcare Scale. 

General issues related to the use of the Likert Format include the 

three basic assumptions necessary to use a monotonic model. These 

assumptions were considered when evaluating the instruments used in 

thi s study. 

The purpose of the Likert Method is to sca 1 e the samp 1 e of 

subjects, not items. Therefore, all systematic variation in the 

stimuli explicates differences among respondents. The fact that scores 
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on individual items are to be summated allows a leniency concerning 

the assumption that a stimulus is a replication of the other stimuli. 

Nunna lly (1978) suggests that even though each item mi ght contai n 

a sizeable measurement error, the additive model does not consider 

i ndi vi dua 1 items but rather the total score. Therefore, the three 

assumptions associated with the Likert Scaling Method are as follows: 

1) Each item is monotonically related to the attitude being tested. 

I n other words, the hi gher the respondent's score the more favorable 

the attitude. 2) Each item has a unique monotonic trace line, making 

the sum of trace lines also monotonic and approximately linear with 

respect to the attitude being measured. 3) Even if items do not have 

the same type of monotonic trace lines these departures from linearity 

average out when items are combined. 

McIver and Carmines (1983) review two methods in which to 

evaluate monotonic trace lines. One method is to evaluate whether 

an item di scrimi nates between groups wi th extreme hi gh and low atti

tudes. A second method is to evaluate i tern to i tern and i tern to tota 1 

correlations. Items that have low item to item correlations « .3) 

should be evaluated and no scale should have more than 50% of the 

item to item correlations < .3. Therefore, the criteria for instrument 

evaluation of the five Likert scales used in this study include: 1) 

50% of the item to item correlations are> .30 (Risser, 1975; Gordon, 

1968); and 2) all item to total correlations meet the criteria of 

> .3 (Zeller and Carmines, 1980; Kerlinger, 1978). 
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There are three issues that should be considered when using 

the Likert Sca leo The fi rs tis the wei ghi ng scheme of the combi ned 

individual items (McIver & Carmines, 1983; Nunnally, 1978; Ghiselli, 

Campbell & Zedeck, 1981). Typically, individual items are constructed 

with five responses: strongly agree, agree, undecided, disagree and 

strongly disagree. According to Nunnally (1978), a parsimonious and 

effective approach to weighing items is to simply compute the response 

scores of the i nd i vi dua 1 items gi vi ng integral va 1 ues for the response 

statements (i.e., strongly agree, value of 5; agree, value of 4; 

undecided, value of 3; disagree, value of 2; strongly disagree, value 

of 1). The summation of raw scores in which items are scored equally 

has been found to be highly correlated to complex but arbitrary statis

tical schemes that decide the item weights (Nunnally, 1978; Ghiselli, 

et al •• 1981). Therefore variables are considered continuous and 

parametric analysis is appropriate. The summation of raw scores was 

adapted for all the Likert scales used in this study. 

The second issue that needs to be considered when using a Likert 

Scale is acquiescence, social desirability and using the extreme 

opti ons for responses. To mi nimi ze these three types of response 

bias. items were negatively as well as positively worded. Also the 

positive and negative ends of the scales were reversed for different 

questionnai res. 

The final and most problematic issue that deals with the Likert 

model is that items measure only one attribute or attitude. This 

is an issue of construct validity and factor analysis is the method 
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that was used to evaluate this final assumption. The results of factor 

analysis will be further discussed in Chapter Four. 

Methods for Estimating Scale 
Reliability and Validity 

Strong psychometric properties are essential when using causal 

modeling and when using multiple regression analysis, therefore an 

essential question proposed for this study referred to the reliability 

and validity of the research instruments. The rationale behind this 

concern for re 1 i abi li ty and va 1 i dity was the vari ous issues related 

to measurement error. Measurement errors of the dependent vari ab 1 e 

often weaken statistical significance by increasing the standard error 

of estimate. In addition, measurement errors of the independent vari-

ables can lead to an upward or downward bias of the regression 

coefficient (Pedhauzer, 1982). 

Reliability and validity estimates were obtained on six instru-

ments used in this study. In this study the basic strategy used to 

measure the reliability of an instrument was internal consistency 

which is a reliability estimate that is based on the average correla-

tion among items. Cronbach's A"'pha Coefficient was the estimate that 

was employed as an initial reliability estimate for six of the seven 

tools used in this study. 

However, for the coeffi ci ent alpha to be an appropri ate test 

for reliability, the scale must be unidimensional and each item in 

a scale must be a parallel variable. If items measure a construct 

unequally then the use of coefficient alpha underestimates the 
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reliability of an instrument (Armor, 1974). The theta coefficient 

overcomes this limitation because it is based on a factor analysis 

model and weights items according to their shared variance with other 

items (Zeller & Carmines, 1980). Therefore, theta was used to estimate 

the upper bound of reliability and to determine if a unidimensional 

scale had nonparallel heterogenous items (Zeller & Carmines, 1980; 

Carmines & Zeller, 1979). Alpha and theta coefficients were calculated 

for a 11 the research instruments used in thi s study and are presented 

in Chapter Four. If there was a significant. difference between the 

alpha and theta, then an omega was also calculated to evaluate if 

the scale was multidimensional with nonparallel heterogenous items. 

Omega is a reliability coefficient based on common factor analysis. 

With common factor analysis the omega depends on communalities, which 

are estimated quantities not fixed ones. Therefore omega provides 

a coefficient that estimates the reliability of all the common factors 

in a given item set (Zeller & Carmines, 1980). 

Interrater and Intrarater Reliability 

Prior to the use of the Qualcare Tool the researcher was 

instructed on how to correctly differentiate between the five cate

gories of care (one excellent to five poor) delivered by the identified 

caregiver. Videotapes and written simulations highlighted excellent, 

average and poor caregiving situations in the physical, environment 

and psychological domains represented in the Qualcare Tool. The 

researcher was required to score the simulated situations using the 
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Qualcare Tool as the method of evaluation. The scores of a trained 

data collector instructed in the correct use of the Qualcare Tool 

were compared with those obtained by the researcher. A 75% agreement 

rate was considered adequate. Training and practice continued unti 1 

this criterion was obtained (Waltz, Strickland & Lenz, 1984). This 

evaluation was reinitiated six months into the data collection process. 

The criterion of 75% was retained. 

Intrarater agreement is the consistency with which a single 

rater classifies persons using a specified scaling tool (Waltz, 

Strickland & Lenz, 1984). The problems with using a single rater for 

evaluating care is the danger that the first rating may affect the 

second rating. Techniques such as altering the order in which ratings 

are done can assist in minimizing this problem. In this study the 

researcher made an effort to mi x the order in whi ch the subsca 1 es 

related to the quality of care given' to the dependent elder were 

evaluated. 

Validity 

Although reliability is a prerequisite to validity, it does 

not insure that an instrument measures what it purports to measure. 

Validity is concerned with the relationship between concept and indi

cator. Therefore one "validates not the measuring instrument itself 

but the measurement in relation to the purpose for which it is being 

used" (Carmines & Zeller, 1979, p. 17). 

Construct Validity assesses whether a parti cul ar measurement 

represents the construct it is designed to measure. Specifi ca 11 y, 
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the focus of construct validity is whether a particular measure relates 

to other measures that are consistent with theoretically derived hypo

theses that concern the concepts of interest (Zeller & Carmines, 1980). 

According to Zeller and Carmines (1980), the process of construct 

validation involves three distinct procedures. First, the relationship 

of theoretical concepts must be determined and specified. Next, the 

empirical relationship of referentials or measures of the concepts 

must be determi ned. Thi rd, the empi ri ca 1 evidence must be exami ned 

in terms of how it c 1 arifi es the construct of interest. Therefore 

it is necessary to determine how well measures of observable correlate 

with each other (Nunnally, 1978). In this study construct validity 

was directed by the theoretical predictions derived from the CFLM. 

Predictive model testing and confirmatory factor analysis were used 

to establish how well instruments represented the determined concepts. 

Factor analysis is also an excellent method to estimate the 

relationships among items or common variance and provides a measure 

of the underlying dimensions within a scale. If factor analysis con

firms theoretically predicted dimensions of a scale, then construct 

validity for the instrument is supported (Kerlinger, 1973; Anastasia, 

1982). For this study confirmatory factor analyses were used for 

six instruments to determine common variance and the underlying 

dimensions in the scales. 

Data Analysis Plan 

Descriptive statistics were used to review caregiver and care 

receiver characteristics. To measure the first research question, 
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tests of reliability included internal consistency and factor analysis. 

Construct validity was evaluated through factor analysis and predictive 

model testing. 

Coefficient Alpha and Theta were used as reliability estimates 

for internal consistency. Alpha is a suitable reliability measure 

if a scale is unidimensional and items are parallel. In order for 

alpha to be considered an appropriate measure of reliability the first 

extracted factor must explain close to half of the variance in the 

items (> .40) (Armour, 1974); the subsequent factors should explain 

close to equal proportions of the remaining variance (difference of 

> .20) (Carmines & Zeller, 1979); and all items should have substantial 

as well as higher loadings on the first factor than on subsequent 

ones. The internal consistency of a unidimensional scale with parallel 

items was considered adequate with a coefficient alpha of r > .70 

for a new scale and r > .75 for a mature scale (Nunnally, 1978; 

Hinshaw, 1984). 

Further instrument evaluation was done through Pearson Product 

correlation. For item to item correlations, 50% of the items were 

requi red to be wi thi n the range of r > .30 to < • 70. Thi s guaranteed 

adequate variance between items but prevented redundancy of items 

(Nunnally, 1978). For the same reasons item to total correlations 

were also required to meet the criterion of r > .30 to < .70. 

If a scale was unidimensional and the items nonparallel, that 

is items that make up the composite were heterogenous in their relation 

to one another, a theta coefficient was calculated from a principal 
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component factor analysis. The following formula was used to calcu-

1 ate a theta: 

e = (N/N - 1) (1 - 1/A) 

e equals theta, N represents the number of items and 9 is the 1 argest 

eigenvalue (Zeller & Carmines, 1980). A criterion of < .70 for a 

theta coefficient was considered sufficient for the new scales and 

< .75 was considered adequate for the mature scales used in this study. 

If items are tau equivalent or parallel then alpha and theta 

will provide identical estimates. Otherwise alpha estimates will 

be lower than the theta. Omega, another estimate of reliability, 

is based on common factor analysis which estimates the communalities 

and is appropriate for highly heterogenous intercorrelation. If scales 

have heterogenous nonparallel items then the differences between alpha 

and omega can be sizeable (Zeller & Carmines, 1980). Therefore in 

this study, if thetas were significantly larger than the alpha, omega's 

were calculated to evaluate if theta was underestimating the relia

bility of a scale. The following formula was used to calculate an 

omega: 

.JL = a - hja + 2b 

where h equals communality of the item; a equals the number of indi

cants; b equals the sum of the correlations among the indicants. 

Cons truct va 1 i dity of sca 1 es was estimated with confi rmatory 

factor analysis and predictive model testing. When confirmatory factor 

analysis did not establish construct validity, then exploratory factor 

analysis was used for scale revision and additional theoretical con

siderations. 
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To answer research questions 2, 3, 4, 5 and 6, multiple 

regression analysis was used to analyze the theoretical model's para

meters. Forced entry of staged variables was used to test the five 

stage Caregiving Functional Learning Model and stepwise entry of 

variables were used to generate an empirical model. Results of both 

tests was then compared for congruence with one another. The structural 

equations for the theoretical model were as follows: (Figure 8) 

1. B1 TPMST + e 

2. QC B1 + e 

3. CCS1 = QC + e 

4. CK1 CCS1 + e 

5. CTO CCS1 + CPS + e 

Graphic and statistical residual analyses were used to assure 

that the statistical assumptions of multiple regression as well as 

the assumptions of causal modeling had been met. The tested causal 

model assumptions were: 1) all major variables are included in the 

model; 2) relationships in the model are linear and additive; and 

3) residuals are not correlated with each other (Ferketich & Verran, 

1984). The following statistical assumptions of multiple regression 

were also tested: 1) the means of residuals are zero; 2) there is 

evidence of homoscedasticity; 3) residuals are not autocorrelated; 

4) there is a normal distribution of residuals; 5) there are fixed 

independent variables; and 6) independent variables are measured with

out error (Verran & Ferketich, 1984). 
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Summary 

In this chapter the Inethodological strategies used for data 

collection and model testing were presented. The causal model format 

proposed to test the Caregiving Functional Learning Theory was also 

discussed. The psychometric properties of the six instruments used 

for model testing were presented. The strengths and limitations of 

the Likert Scaling Model were evaluated with a plan for reliability 

and validity testing of all instruments. The study design and subject 

criteria were also summarized. Finally, the data collection protocol 

and data analysis procedures employed in this study were presented. 
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The results of the statistical analysis of the data are presented 

in this chapter. A discussion of the findings is organized into five 

sections: 1) description of the sample; 2) reliability and factor 

analysis of the instruments; 3) test of the theoretical model through 

regression analysis; 4) assessment of construct validity through pre

dicted modeling; and 5) evaluation of the causal model assumptions 

and statistical assumptions through residual analysis. 

Description of the Sample Caregivers 

Seventy-three caregivers who were actively caring for a dependent 

elder a minimum of five hours a week participated in the study. How

ever incomplete data on the Burden Index, Caregivers' Power Scale and 

the Clark Caregiver Scaling Index necessitated the elimination of three 

subject's data sets. 

Caregivers' (N=70) ages ranged from 20 to 89 years (Table 2). 

Three percent of the samp 1 e were be 1 ow the age of 30, 20% (N= 14) were 

between 30 and 49, and 14% (N=10) were between 50 and 59. The largest 

group of caregivers (30%) were between 60 and 69 (N=21). Nineteen 

percent (N=13) were between 70 and 79 and 13% were between 80 and 89 

years. 



94 

Table 2. Demographic Data on the Caregiver Sample: Age (N=70) 

Age 

20-29 

30-39 

40-49 

50-59 

60-69 

70-79 

80-89 

Missing 

TOTAL 

N 

2 

7 

7 

10 

21 

13 

9 

70 

Percent 
of Sample 

2.9 

10.0 

10.0 

14.3 

30.0 

18.6 

12.9 

1.4 

100.0 
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Sixty-four percent (N=45) of the caregivers were females. The 

distribution of ethnic origin was primarily caucasian (84%; N=59) and 

Mexican-American (7%; N=5) (Table 3). 

The majority of the sample (60%; N=42) were spouses of the 

dependent elder. Daughters represented the next largest number of 

family caregivers (24%; N=17); only 3% were sons (N=2), with nephews. 

daughter-in-laws and "other" accounting for the remaining 13% (Table 

4). The majority of the caregivers were well educated. Forty-three 

percent (N=30) had some college education. 26% (N=18) had finished 

high school. and 21% (N=15) had completed technical or trade school. 

Only 1% (N=l) had not finished grammar school (Table 5). 

Income levels ranged from below $5.000 to over $30.000 (Table 

6). Twenty-nine percent (N=15) who reported their incomes (N=52) had 

incomes between $0-10.000; 42% had incomes between $10,001 and $30.000 

(N=23); and 29% (N=15) had incomes above $30.000 (Table 6). Only 33% 

(N=23) of these caregivers were actively employed during the time of 

the study and 10% (N=7) reported a history of having to terminate 

em~loyment in order to care for the dependent elder. 

In order to assess the health status of the caregivers, an 

extensive list of medical diagnoses were presented to them to identify 

significant medical problems. The most frequently reported medical 

diagnoses were heart problems (16%; N=l1), hypertension (23%; N=16), 

and arthritis (23%; N=16). 

One unique characteri sti c of thi s sample is that the majority 

had the assistance of a professional home health care nurse (72%. N=49). 



Table 3. Demographic Data on the Caregiver Sample: Race of Origin 
(N=70) 

Percent 
Race N of Sample 

Caucasian 58 82.9 

Mexican-American 5 7. 1 

American I nd i an 1 1.4 

Asian 3 4.3 

Bl ack 2 2.9 

Missing 1 1.4 

TOTAL 70 100.0 
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Table 4. Demographic Data on the Caregiver Sample: Relationship to 
Elder (N=70) 

Relationship 

Daughter 

Son 

Spouse 

Nephew 

Daughter-i n-l aw 

Other 

TOTAL 

N 

17 

2 

42 

3 

5 

70 

Percent 
of Sample 

24.3 

2.9 

60.0 

1.4 

4.3 

/ • 1 

100.0 
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Table 5. Demographic Data on the Caregiver Sample: Education Completed 
( N=70) 

Education 

Below Grade School 

Grade School 

Junior High 

Senior High 

Technical/Trade School 

College - 1 Year 

College - 2 Years 

College - 3 Years 

College - 4 Years 

TOTAL 

N 

5 

18 

15 

25 

2 

2 

70 

Percent 
of Sample 

1.4 

1.4 

7. 1 

25.7 

21. 4 

35. 7 

2.9 

2.9 

1.4 

100.0 
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Table 6. Demographic Data on the Caregiver Sample: Income per Year 
(N=52) 

Percent 
Income N of Sample 

o - 5,000 9 17.3 

5 - 10,000 6 11.5 

10 - 15,000 7 13.6 

16 - 20,000 6 11. 5 

21 - 30,000 9 17.3 

Over 30,000 15 28.8 

TOTAL 52 100.0 
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In addition, 27% (N=18) of these caregivers had the assistance of an 

agency home health aide for personal care for the dependent elder. 

As expected, the largest non-professional group to assist with care

giving responsibilities were children of the caregiver (32%, N=22) 

(Tab le 7). 

The amount of time each caregiver spent in giving direct care 

to the elder was measured in 15 minute intervals. The number of these 

15 minute intervals ranged from five to 42, with a mean of 18 (Table 

8). Despite large commitments of time, 91% (N=64) of the caregivers 

said that there had been no formal selection or negotiation process 

among family members when deciding who would take on the caregiving 

role. However, 63% (N=44) of the caregivers did acknowledge that they 

had known they would be required to take on the primary caregiving 

responsibilities if it became necessary. 

Dependent Elder 

Ages of the dependent elders ranged from 60 to 95 years. The 

mean age was 83 years and 42% of the sample was between the ages of 

75 and 95 (Table 9). Fifty-six percent (N=42) of the elderly care 

receivers were women and the majority (80%, N=56) were Caucasian (Table 

10). The elders' incomes ranged from below $5,000 per year to over 

$30,000 per year (Table 11). Thirty-six percent of the elders (N=18) 

had incomes between $10,000 and $30,000. Sixteen percent (N=8) had 

incomes above $30,000 (Table 11). 



Table 7. Demographic Data on the Caregiver Samples: Use of Outside 
Help 

Percent 
Use of Outside Help N of Sample 

Home Health Nurse (N=68) 49 72 

Home Health Care Aide ( N=68) 18 26.5 

Neighbors (N=68) 7 10.3 

Siblings (N=69) 15 21. 7 

Friends (N=68) 15 22. 1 

Child (N=68) 22 32.4 

Other (N=68) 8 11.8 

TOTAL 100.0 
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Tab le 8. Hours Per Day Spent on Direct Caregiving Activities (N=70) 

Hours Per Percent 
Day N of Sample 

1. 25 1.4 

1. 50 2 2.9 

1. 75 1.4 

2.00 1.4 

2.25 5 7. 1 

2.50 2 2.9 

2.75 4 5.7 

3.00 2 2.9 

3.25 4 5. 7 

3.50 3 4.3 

3.75 2 2.9 

4.00 7 10.0 

4.25 4 5. 7 

4.50 4 5. 7 

4. 75 2 2.9 

5.00 4 5. 7 

5.50 4 5.7 

5. 75 4 5. 7 

6.00 3 4.3 

6.25 1.4 

6.75 2 2.9 
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Table 8. Continued 

Hours Per Percent 
Day N of Sample 

7.25 2 2.9 

7.50 1.4 

8.50 1.4 

9.25 1.4 

9.50 1.4 

9.75 1.4 

10.50 1.4 

TOTAL 70 100.0 
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Table 9. Demographic Data on the Dependent Elder Sample: Age (N=70) 

Percent 
Age N of Sample 

60-64 15 21.4 

65-69 15 21.4 

70-74 10 14.3 

75-79 6 8.6 

80-84 9 12.9 

85-90 7 10.0 

91-95 10 10.0 

TOTAL 72 100.0 
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Table 10. Demographic Data in the Dependent Elder Sample: Race of 
Ori gi n (N=70) 

Race 

Caucasian 

Mexican-American 

American Indian 

Asian 

Black 

Other 

TOTAL 

N 

56 

7 

3 

2 

70 

Percent 
of Sample 

80.0 

10.0 

1.4 

1.4 

4.3 

2.9 

100.0 



Table 11. Demographic Data on the Dependent Elder Sample: Income per 
Year (N=50) 

Percent 
Income N of Sample 

o - $5,000 15 30 

6,000 - 10,000 9 18 

10,001 - 15,000 10 20 

15,001 - 20,000 3 6 

20,001 - 30,000 5 10 

Over 30,000 8 16 

TOTAL 50 100 
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The most frequently reported medical problems for the dependent 

elder were: diabetes (15%, N=10), heart problems (61%, N43), stroke 

(19%, N=13), and arthritis (43%, N=30). Summary of sample character-

istics: in summary the caregivers in this study consisted primarily 

of elderly Caucasian spouses who had an above average income. Over 

70% had the assistance of a professional nurse and 31% had the support 

of a child to assist with the necessary caregiving tasks that often 

required a large commitment of time. 

The dependent elder's age in thi s study ranged from 60 to 90 

years. The majority of thi s sample of elders was also Caucas i an wi th 

an above average income. Based on a comparison to other studies (Brody, 

1986; Brody, Kl eban & Johnson, 1987; Goodman, 1986; Johnson & Cata 1 ano, 

1983), this study's sample of caregivers and elders are unrepresentative 

of their respective populations due to ethnic origin (primarily Cauca-

sion), education (40% had some college education), income (above 

average) and professional assistance (primarily home care). 

Findings Relating to Research Questions 

Resea~rh Question I: Reliability 
and Validity Testing 

Six of the seven instruments were tested for internal consistency 

using data from the total caregiving sample. Estimates of internal 

consistency included alpha, theta and omega coefficients, item to item 

correlations, item to total scale correlations and item to subscale 

corre 1 ati ons. 
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The cri teri a presented in Chapter Three for the psychometri c 

assessment were used as a basis for instrument evaluation. If after 

initial testing instruments did not meet these criteria, revisions 

were made and statistical analysis repeated until the instrument met 

the minimum acceptable criteria. 

Revision was considered for a scale if: 50% of item to item 

corre 1 at ions were not between .30 and • 70, i tern to item corre 1 at ions 

did not meet the criterion of r = > .30 and if reliability estimates 

were below .70. Items were eliminated if caregivers reported difficulty 

with an item, or an item did not load on the theoretically predicted 

dimension. 

Each scale wi 11 be presented with a brief explanation related 

to its scaling methodology and purpose. If items or instruments did 

not meet most of the presented criteria, they were revised. The discus

sion that follows is a presentation of the statistical analysis of 

the revised scale. Because of sample size, many of the subscales were 

evaluated as a separate scale using a one factor solution for construct 

validity. Principal axis factoring was used for all the confirmatory 

factor analysis and for the calculation of omega. Principal Components 

analysis was used for identifying eigenvalues for the calculation of 

thetas. The research instruments will be presented in the following 

order: Burden Index, Clark Caregiving Scaling Index, Caregiving Power 

Scale, Caregiver Knowledge Index, Total Self-Maintenance Scale, and 

Qualcare. 

The Burden Index is a 57 item instrument developed to measure 

the multidimensional nature of caregiving burden (Figure 9). The 



CAREGIVING BURDEN EXPERIENCE 

Types of ~ Burden :> Impact 
Impairment 

A. Mental 

B. Physical 

C. Combination of 
mental and physical 

1) Subscale Impairment 

A. [Subjective] 

2) Subscale = Impact 
of personal care 

3) Subscale = Impact 
of identified 
impairments 

Figure 9. Analytical Model of Burden Index 

A. [Objective] 

4) Subscale Family 

5) Subscale = Social 
restriction 

o 
\.0 
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analytical model upon which the scale is orgsanized is composed of 

three primary parts: elder impairment, burden related to identified 

impairment and the impact of the elder's impairment. However, there 

are five different subscales to measure these three concepts of the 

construct Burden. Because of the multidimensional nature of the tool, 

as well as the different scoring models (from two digit to five digit), 

each of the five subscales has been analyzed separately. On initial 

analysis, if items or scales did not meet the presented criteria, items 

were eliminated and instruments were revised. The reliability and 

construct analysis is presented on the revised scale. The subscales 

of the Burden Index will be reported in the following order: Impairment, 

Impact of Personal Care Activities, Impact of Identified Impairments, 

Social Restrictions and Feelings Toward the Dependent Elder. 

The subscale Impairment, which identified physical and social 

impairments of the elder, originally contained 15 items and employed 

three digit scaling model (0, 1, 2). The revised version is a 10 item 

sca 1 e with a sea 1 e mean of 5.42 and a standard devi at i on of 4.05. 

The item mean was .54, with a range of .29 (minimum) to .55 (maximum) 

and a standard deviation of .26. Standardized alpha was .84. Cronbach's 

alpha and theta and factor analysis indicate a homogenous scale with 

parallel items. A summary of the results of the reliability analysis 

is on Table 12. 

Confirmatory factor analysis indicated that the items of the 

revised subscale, impairment, all loaded on the one predicted factor. 

The eigenvalue was 4.35, accounting for 43.6% of the variance (Table 

13). 



Table 12. Summary of Reliability Estimates: Burden Index. Subscale: 
Impairment. (N=70) (Items = 10) 

Reliability Measure 

Cronbach's 
Alpha Standardized 

Theta 
.85 

Criteri on 

r?'C > .70 -

e > .70 -

Item Intercorrelations 50% items in range 
r > .3 and r < .7 - -

Item to Total Correlation r > .3 and r < .7 -

Result 

.84 

of 91% 

100% 
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Table 13. Confirmatory Factor Analysis: Burden Index. Subscale: Impair
ment. (N=70) (Items = 10) 

Original Item No. Factor Coefficient 

1 .65 

2 . 77 

3 .50 

4 .46 

5 .56 
11 .57 

12 .46 

13 .78 

14 .80 

15 .43 

Eigenvalue: 

Percent of Total Variance: 

Items Eliminated: 

4.35 

43.60 

6, 7, 8, 9, 10 
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The subscale Impact of Personal Care Activities is a seven item, 

five choice Likert scale, that measures how caregiving activities affect 

the caregi ver. The subsca 1 e met the set criteri on except for the item 

to item correlation and was not revised. The scale mean was 6.3, with 

a standard devi ati on of 4.61. The item mean was 0.90, with a range 

from 0.54 (minimum) to 1.14 (maximum) and a standard deviation of .54. 

Summary of the results of the statistical analysis indicated that this 

subscale was internally consistent. See Table 14 for a summary of 

reliability estimates. 

Confirmatory factor analysis with the subscale Impact of Personal 

Care Activities confirmed one factor. All items met the criterion 

of > .40 on the one predicted factor. The eigenvalue was 2.66, accoun

ting for 38% of the variance (Table 15). Though 40% of the variance 

is optimal. the items met all the other criteria for a homogenous scale 

with parallel items. Furthermore. all the items were considered relevant 

to the measurement of the concept impact of persona 1 care activit i es 

as well as to the research questions posed for this study. Therefore 

all the items in this subscale were retained. 

The third subscale of the Burden Index. Impact of Identified 

Impairments. originally was a 15 item scale. which employed a four 

digit Likert scoring model (0. 1. 2. 3). The revised form is a nine 

item scale. with a scale mean of 7.20 and a standard deviation of 5.33. 

The average item mean was .80 with a range of .34 (minimum) to 1.47 

(maximum) and a standard deviation of .37. A summary of the reliability 

estimates is on Table 16. 



Table 14. Summary of Reliability Estimates: Burden Index. Subscale: 
Impact of Personal Care Activities. (N=70) (Items = 7) 

Reliability Measure 

Cronbach's Alpha 
Standa rdi zed 

Theta 

Item Intercorrelations 

Item to Total Correlation 

Criteri on 

(7'(> .70 

e > .70 

50% items 
r > .3 and -

r > .3 and -

Result 

.72 

.73 

in range of 48 
r < .7 -

r < .7 100 -
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Table 15. Confirmatory Factor Analysis: Burden Index. Subdscale: Impact 
of Personal Care Activities 

Item Factor Coefficient 

'( 

3 

4 

5 

6 

7 

Eigenvalue 

Percent of Variance 

2.66 

38.00 

.62 

.59 

.53 

.43 

.41 

.43 

.64 
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Table 16. Summary of Reliability Estimates: Burden Index. Subscale: 
Impact of Identified Impairments (N=70) (Items = 9) 

Reliability Measure Criteri on Results 

Cronbach's Alpha 
0<' > Standardized • 70 • 78 

Theta e > .70 .79 -

Item Intercorrelations 50% items in range of 47 
r > .3 and r > .7 - -

Item to Tota 1 Correlation r > .3 and r < • 7 100 - -



117 

Confirmatory factor analysis with a one factor solution resulted 

in all but one item meeting the criteria of .40 factor loading (Table 

17). The eigenvalue of 3.33 explained only 37% of the variance, lower 

than the accepted criteria of .40 and only 47% of the inter-item corre

lations met the proposed criteria of ~ .30 to ~ .70. However all nine 

items were considered important in representing the substantive area 

of burden as it relates to the impact of physical impairments and there

fore were retained. 

The fourth subscale from the Burden Index, Social Restrictions, 

was originally seven items which used a two digit (0, 1) scaling model 

and measured the impact of caregiving on social restrictions. The 

revised form was a six item scale with a scale mean of 3.30 and standard 

deviation of 2.101. The average mean was .55, with a minimum of .39 

to a maximum range of .69. The standard deviation of item means was 

.11. A summary of the reliability estimates is on Table 18. 

Factor analysis confirmed one factor. Factor' loadings ranged 

from .59 to . 75, meeting the criteri on of > .40. The ei genva 1 ue was 

3.07, explaining 51.1% of the variance (Table 19). Alpha, theta and 

factor analysis indicated a homogenous scale with parallel items. 

The fi fth subsca 1 e from the Burden Index conta ins ei ght items 

and uses a three digit model (0. 1, 2) related to feelings toward the 

dependent elder. The scale mean is 3.14, with a standard deviation 

of 2.83. The average item mean was .39, with a range from .27 (minimum) 

to .64 (maximum) and a standard deviation of .13. See Table 20 for 

a summary of the reliability estimates. 
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Table 17. Confirmatory Factor Analysis: Burden Index. Subscale: Impact 
of Identified Impairments (N=70) (Items = 9) 

Item Factor Coefficient 

.50 

2 .49 

3 .40 

4 .39 

5 .45 

11 .65 

13 .66 

14 .78 

15 .50 

Eigenvalue 3.33 

Percentage of Variance 37.00% 

Items Eliminated: 6, 7, 8, 9, 10, 12 



Table 18. Summary of Reliability Estimates: Social Restrictions (N=70) 
(Items = 6) 

Reliability Measure Criterion 

Cronbach's 
Alpha Standardized <tC > .70 -

Theta e > .70 -
Item Intercorrelations 50% items in 

r > .30 and -

Item to Total Correlations r > .30 and -

range of 
r > . 70 -
r > .70 -

Results 

.81 

.81 

87% 
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Table 19. Confirmatory Factor Analysis: Social Restrictions (N=70) 
(Items = 6) 

Item Factor Coefficient 

BID 1A .59 

BID 1B .50 

BID 1C .74 

BID 10 .61 

BID 1 E .64 

BID 3 • 76 

Eigenvalue 2.51 

Percentage of Variance 42% 
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Table 20. Summary of Reliability Estimates: Burden Index. Subscale: 
Feelings Toward Elder. (N=70) (Items = 8) 

Reliability Measure 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item to Total Correlations 

Criterion 

0(. > .70 

e > .70 -
50% items ; n range of 
r > .30 and r < . 70 -

r > .30 and r < . 70 

Results 

.79 

.81 

54% 

100% 
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Confirmatory factor analysis with a one factor solution confirmed 

the predicted factor. The factor loadings met the criterion of > .40; 

the eigenvalue was 3.22, explaining 40.5% of the variance (Table 21). 

In summary, three of the five subscales met all of the criteria proposed 

for a homogenous scale with parallel items. 

Clark Caregiving Scaling Index 

The Clark Caregiving Scaling Index was originally a 20 item 

instrument, scaling the caregiver's perceived abilities to implement 

health care instruction, feel positively about his/her roles and respon

sibilities and to perform the necessary caregiving behaviors. The 

revised tool is a nine item instrument with a five point Likert format. 

The revised scale was defined as measuring the generic domain of general 

comfort with caregiving activities because the significant decrease 

in the number of items makes the consideration of three subscales 

inappropriate. The scale mean was 35.37 and standard deviation 4.82. 

The average item mean was 3.93, with a range of 2.74 (minimum) to 4.70 

(maximum) and standard deviation of .75. The computation of theta 

indicated nonparallel items. Further analysis of eigenvalues in factor 

analysis revealed the possibility of a multidimensional scale. There

fore omega was cal cul ated. The di fference between the alpha, theta 

and omega indicate that the Clark Caregiving Skill Index is a multi

dimensional scale with nonparallel items. Predictive modeling was 

used to evaluate this scale's construct validity and will be discussed 

later in this chapter. See Table 22 for summary of the reliability 

estimates. 
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Table 21. Confirmatory Factor Analysis: Burden Index. Subscale: Feelings 
Toward Elder. (N=70) (Items = 8) 

Item Factor Coefficient 

4 A .59 
4 B .48 

4 C .72 

4 D .52 

4 E .62 

4 F .64 

4 G .48 

4 H .45 

Eigenvalue 3.24 

Percentage of Variance 40.50 



Table 22. Summary of Reliability Estimates: Clark Caregiving Scaling 
Index. (N=70) (Items = 9) 

Reliability Measure 

Cronbach l 

Alpha Standardized 

Theta 

Omega 

Item Intercorrelations 

Item to Total Correlation 

Criteri on 

~.2> .70 

e 2 .70 

..f"l- 2 .70 

50% items in range of 
r2 .30 and r~ .70 

r,2 .30 and r ~ .70 

Results 

.72 

.76 

.83 

19% 

100% 

Items Eliminated: 1. 5. 7. 10. 11. 13. 16. 17. 18. 19. 20 
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Caregiving Knowledge Index 

The Caregiver Knowledge Index is a 40 item true-false scale 

developed by the American Red Cross (1979) to assess the knowledge 

home aides have about the care of a dependent elders needing assistance 

at home. The revised scale is a 17 item tool with a scale mean of 

13.3 and a standard deviation of 2.21. The asverage item mean was 

0.78 with a range of 0.142 (minimum) to 0.97 (maximum) and a standard 

deviation of .24. See Table 23 for a summary of the reliable estimates. 

With this scale, there were consistently low inter-item correlations 

rangi ng from -.0039 to .34. Also, on 1 y four of the items met the item 

to total criteria of r > .30 to r > .70. The standardized alpha was 

61 and theta was higher at .68 and the omega higher at 

In summary, these reliability estimates verify that the CKI 

is an instrument with heterogenous items. Because of the multidimen

sional nature of this tool coupled with the heterogenous items, 

principal factor analysis becomes an inappropriate approach to construct 

validity (Carmines & Zeller, 1979; Zeller & Carmines, 1980). Therefore 

predictive modeling was used to evaluate this scale's construct validity 

and the results will be discussed later in this chapter. 

Caregiving Power Scale 

The Caregiving Power Scale is a 32 item, self-report, summative 

scale designed to measure a caregiver's perception of his/her power 

relationships with a dependent elder. The three subscales are access 

to resources, decision making power and reciprocal power relationships. 

The items were scored on a Likert model ranging from one to five. 



Table 23. Summary of Re1 iabi lity Estimates: Caregiver Knowledge Index 
(N=70) (Items = 17) 

Reliability Measure Criterion Resu lts 

Cronbach's 
Alpha Standardized 0<- > .70 .63 -

e > .70 -Theta 

Omega e > .70 -
Item Intercorrelations 50% items in range of 8.8 

r > .30 and r < .70 - -
Item to Total Correlation r > .30 and r < .80 23% -

Items Eliminated: 1. 2. 3. 4. 5.8.9. 10.12.13. 15. 17.19.20. 
22. 24. 25. 26. 27. 28. 29. 31. 32. 33. 38. 39. 
44 
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The revised scale is a 25 item instrument with a scale mean of 71.49 

and a standard devi ati on of 18. 71. The average i tern mean was 2.86, 

with a range of 2.49 (minimum) to 4.0 (maximum) and a standard deviation 

of .63. Cronbach alpha was .9l. See Table 24 for a summary of relia-

bility estimates. Confirmatory factor analysis that predicted one 

factor was performed separately on each scale because the small sample 

size prevented confirmatory factor analysis of the total scale. 

The subscale reciprocal power relationships was originally a 

16 item scale. The revised form was an 11 item subscale with a scale 

mean of 32.54 and standard deviation of 9.26. The average item mean 

was 2.96. The item means ranged from a mi nimum of 2." to a maximum 

of 3.91 and a standard deviation of .3241. A summary of reliability 

estimates is on Table 25. 

Confirmatory factor analysis demonstrated strong factor loadings 

on the predicted factor. The eigenvalue was 4.86, explaining 44.1% 

of the variance (Table 26). 

The subscale Access to Resources was originally an eight item 

subscale which measured the caregiver's perception of the accessibility 

of the dependent elder's resources. The revi sed sca 1 e was a seven 

item instrument with a scale mean of 19.09 and standard deviation of 

5.84. The average item mean was 2.72 with a minimum of 1.85 to a 

maximum of 4.0 and a standard deviation of .75. See Table 27 for a 

summary of the reliability estimates. 

Factor analysis was done to confirm that the items represented 

one subscale. Factor loadings on the predicted factor met the criterion 



Table 24. Summary of Reliability Estimates: Caregiving Power Scale. 
(N=70) (Items = 25) 

Reliability Measure Criterion Results 

Cronbach's Alpha 
d ~ .70 Standardized • 91 

Item Intercorrelations 50% items in range of 83% 
r > .30 to r < .70 - -

Item to Total Correlation r > .30 to r < .70 88% - -
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Table 25. Summary of Reliability Estimates: Caregiving Power Scale. 
Subscale: Reciprocal Power Relationships. (N=70) 
(Items = 11) 

Reliability Measure Criterion 

Cronbach's Alpha 
q('> Standardized .70 

Theta e > .70 -

Item Intercorrelations 50% items in range of 
r > .30 to r < • 70 -

Item to Total Correlation r > .3 and r < • 70 -

Resu lts 

.87 

.87 

69% 

100% 
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Table 26. Confirmatory Factor Analysis: Caregiver Power Scale. Subscale: 
Reciprocal Power Relationships. (N=70) (Items = 11) 

Item Factor Coefficient 

4 • 71 

5 .54 

9 .62 

14 .66 

16 .69 

22 . 74 

23 .55 

25 .42 

26 .65 

28 . 75 

31 .41 

Eigenvalue 4.86 
Percentage of Variance 44.10 

Items Eliminated 11.27.10.18.32 



Table 27. Summary of Reliability Estimates: Caregiving Power Scale. 
Subscale: Access to Resources. (N=70) (Items = 7) 

Rel iabi lity Measure Criterion 

Cronbach's 
0(> Alpha Standardized .70 -

Theta e > .70 -

Item Intercorrelations 50% items in range of 
r > .3 to r < .7 - -

Item to Tota 1 Correlation r > .3 to r > .7 -

Results 

.77 

.77 

67% 

100% 
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of > .40. The eigenvalue was 2.99, explaining 42.4 of the variance 

(Table 28). The alphas and thetas and factor analysis of all three 

scales indicated a homogenous scale with parallel items. 

The subscale, Decision Making Power, originally contained eight 

items which measured the caregiver's decision making responsibilities. 

The revised version is a seven item tool with a scale mean of 22.26 

and standard deviation of 7.62. The average item mean was 3.18, with 

minimum mean of 2.57 to maximum item mean of 2.14 and standard deviation 

of .18. See Table 29 for summary of reliability estimates. 

Factor analysis confirmed one factor using a one factor solution. 

The factor loadings met the criterion of ~ .40 and the eigenvalue was 

4.38, explaining 62.2%of the variance (Table 30). 

Physical Self-Maintenance Tool 

The Total Physical Self-r~aintenance Tool is a 14 item Likert 

scale designed to measure a dependent elder's ability to perform self

care activities required for independent living in the community. 

Items were scored from one to five and thG total score was a summative 

score. Responses were organized on the dimension of the dependency 

with five representing total independence and one representing the 

need for total care. The tota 1 scale mean was 39.71 with a standard 

deviation of 12.77; the average item mean was 2.83 with a range of 

1.34 to 4.55 and a standard deviation of 1.06. Table 31 summarizes 

the results of the internal consistency assessment. 

The subscale, Physical Self-Maintenance, contains six items 

measuring life maintenance functions such as eating, bathing and 
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Table 28. Confirmatory Factor Analysis: Caregiving Power Scale. 
Subscale: Access to Resources. (N=70) (Items = 7) 

Item Factor Coefficient 

1 .60 

2 .58 

7 .62 

13 .56 

17 .45 

21 .61 

24 .59 

Eigenvalue 2.97 

Percentage of Variance 42.40 

Item Eliminatec 29 



Table 29. Summary of Reliability Estimates: Caregiving Power Scale. 
Subscale: Decision Making. (N=70) (Items = 7) 

Reliability Measure Criterion 

Cronbach's 
Alpha Standardized 0(".:;> .70 

Theta 8;;. .70 

Item Intercorrelations 50% items in rdnge of 
r.2 . 30 and r ~ .70 

Item to Total Correlation r .? • 30 and r ~ . 70 

Resu lts 

.90 

.90 

95% 

100% 
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Table 30. Confirmatory Factor Analysis: Caregiving Power Scale. 
Subscale: Decision Making. 

Item Factor Coefficient 

3 .67 

6 . 76 

8 . 79 

12 .81 

19 .80 

20 .66 

30 . 75 

Eigenvalue 21.38 

Percentage of Variance 62.20 

Item Eliminated 15 



Table 31. Summary of Reliability Estimates: Total Physical Self
Maintenance Tool (N=70) (Items = 14) 

Reliability Measure 

Cronbach's Standardized Alpha 

Theta 

Item Intercorrelations 

Item to Total Correlation 

Cri tel'i on 

c7< ~ .80 

-e. > .80 

50% items in range of 
r ~ .30 and r S .70 

r ~ .3 and r > .7 

Results 

.92 

.92 

85% 

100% 
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groomi ng. The scale mean was 22.02 with a standard devi at i on of 6. 17 

and a score range of one to 30. The average item mean was 3.67 with 

a range of 3.1 (minimum) to 4.56 (maximum) and a standard deviation 

of .56. See Table 32 for a summary of the reliability estimates. 

The results of the confirmatory factor analysis for the subscale 

indicated that all items met the criterion of ~ .40 for factor loadings 

on the predicted factor. The eigenvalue was 3.88 accounting for 64.7% 

of the variance (Table 33). 

The subscale, Instrumental Activities of Daily Living, measures 

the more complex functions that are required for independent living 

outside an institutional setting. The scale mean was 17.69, with a 

standard devi ati on of 7.27. The item mean was 2.21, with a range of 

1.34 (minimum) to 3.4 (maximum) and a standard deviation of 1.16. 

Standardized alpha was .86. See Table 34 for a summary of the relia

bility estimates. 

The results of the confirmatory factor analysis for the subscale 

Instrumental Activities of Daily Living indicated that all items met 

the cri teri a > .40. The ei genva 1 ue was 3.601, accounting for 45.0% 

of the variance (Table 35). 

Qualcare Scale 

The Qualcare Scale was originally a 40 item observationsal check

list with three subscales: psychological, environmental and physical. 

The scaling standard is the care the elder should receive under optimal 

conditions and the instrument was developed on a Likert format that 



Table 32. Summary of Reliability Estimates: Total Physical Self
Maintenance Tool - Subscale: Physical Self-Maintenance Tool 
(N=70) (Items = 6) 

Reliability Measure Criterion Results 

Cronbach's Standardized Alpha ~~ .80 .89 

Theta e > .80 .89 

Item Intercorrelations 50% items in range of 100% 
r]> .30 and r ~ . 70 

Item to Total Correlation r2 .3 and r2 . 7 100% 
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Table 33. Confirmatory Factor Analysis of Total Physical Self
Maintenance Tool. Subscale: Physical Self-Maintenance Tool 
(N=70) (Items = 6) 

Item Number Factor Coefficient 

.80 

2 .68 

3 .87 

4 .80 

5 .60 

6 .78 

Eigenvalue 3.88 

Percent of Total Variance: 64.70 
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Table 34. Summary of Reliability Estimates: Total Physical Self
Maintenance. Subscale: Instrumental Activities of Daily 
Living (N=70) (Items = 8) 

Reliability Measure 

Cronbach's Standardized Alpha 

Theta 

Item Intercorrelations 

Item to Total Correlation 

Criterion 

eX. 80 

e .80 

50% items in range of 
r ~ .30 and r ~ . 70 

r:? .3 and r < • 7 

Results 

.86 

.86 

75% 

100% 
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Table 35. Confirmatory Factor Analysis: Total Self-Maintenance Scale. 
Subscale: Instrumental Activities of Daily Living. (N=70) 
(Items 8) 
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Item Number Factor Coefficient 

7 .43 

8 .69 

9 .86 

10 . 73 

11 .68 

12 .66 

13 .63 

14 .60 

Eigenvalue: 3.60 

Percent of Total Variance: 45.00 
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ranges from one (the best possible care) to five (the worst care). 

The revised instrument is a 38 item tool with a scale means of 69.01 

and standard deviation of 18.21. The pverage item mean was 1.73 with 

a range of 1.03 (minimum) to 3.19 (maximum) and a standard deviation 

of 0.45. A summary of reliability estimates is on Table 36. 

Environment is a 14 item subscale of the qualcare tool that 

evaluates the adequacy of the dependent elder's environment for meeting 

his basic needs for shelter and protection. The scale mean was 26.04 

with a standard devi at i on of 18.86. The average i tern mean was 1.86 

with a range of 1.59 (minimum) to 2.51 (maximum) and a standard devia

tion of .29. See Table 37 for summary of the reliability estimates. 

Confi rmatory factor ana lys is demonstrated strong factor coeffi

cients on the one predicted factor meeting the criterion of < .40. 

The eigenvalue was 8.21, explaining 58.7% of the variance (Table 38). 

Psychological, the second subscale of the qualcare tool, is 

a 13 item instrument measuring the caregiver's abi lity to interact 

with the elder with sensitivity appropriate to the elder's needs. The 

revised scale contained 11 items. The scale mean was 17.53 with a 

standard deviation of 7.01. The average item mean was 1.59 with a 

minimum range of 1.23 to maximum range of 2.20 and standard deviation 

of .27. See Table 39 for summary of the reliability estimates. 

Confirmatory factor analysis demonstrated that all items had 

strong factor loadings on the predicted factor. The eigenvalue was 

4.53, explaining 41.2% of the variance (Table 40). 



Table 36. Summary of Reliability Estimates: Qualcare Scale. (N=70) 
(Items = 36) 

Reliability Measure 

Cronbach's 
Alpha Standardized 

Item Intercorrelations 

Item to Total Correlation 

Criteri on 

<11' > .70 

50% items in range of 
r 2 .30 and r ~ . 70 

r 2 • 30 and r ~ . 70 

Results 

.91 

80% 
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Table 37. Summary of Reliability Estimates: Qualcare Scale. Subscale: 
Environmer.t. (N=70) (Items = 14) 

Reliability Measure Criterion 

Cronbach's 
Alpha Standardized ~ > .70 -
Theta e > .70 

Item Intercorrelations 50% items in range of 
r > .30 and r < .70 - -

Item to Total Correlation r > .30 and r < . 70 

Resu lts 

.94 

.95 

95% 

78% 

144 



145 

Table 38. Confirmatory Factor Analysis: Qualcare Scale. Subsca1e: 
Environment. (N=70) (Items = 14) 

Item Factor Coefficient 

ERA 1 .81 

ERB 2 .62 

ERe 3 .81 

ERD 4 .63 

ERF 6 · 70 

ERG 7 .69 

ERH 8 .87 

RESA 9 .61 

RESB 10 .83 

RESC 11 .59 

RESD 12 · 74 

RESE 13 .88 

RESF 14 .87 

PAJ 10 · 71 

Eigenvalue 8.21 

Percentage of Variance 58.7 



Table 39. Summary of Reliability Estimates: Qualcare Scale. Subsca1e: 
Psychological (N=70) (Items 11) 

Reliability Measure 

Cronbach's 
Alpha Standardized 

Theta 

Item Intercorrelations 

Item to Total Correlation 

Criterion 

0( ~ .70 

e ~ .70 

50% items in range of 
r ~ .30 and r 5: • 70 

r ~ .30 and r ~ .80 

Result 

.85 

.86 

50% 

100% 
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Table 40. Confirmatory Factor Analysis: Qualcare. Subscale: Psycho
logical. (N=70) (Items = 11) 
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Item Factor Coefficient 

PSY 1 .50 

PSY 4 .41 

PSY 5 .69 

PSY 6 .42 

PSY 7 .81 

PSY 8 .84 

PSY 9 .69 

HRC 3 .52 

HRD 4 .40 

HRE 5 . 70 

HRF 6 .40 

Eigenvalue: 
Percent of Total Variance: 

Items Eliminated: 

4.53 

41.20 

PSY 10, PSY 11 
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Physical, the third subscale of the qualcare instrument is a 

seven item scale measuring the physical care given to the dependent 

elder. The revised subscale was a seven item instrument with a scale 

mean of 9.514 and a standard deviation of 3.27. The average item mean 

was 1.36 with a range of 1.03 (minimum) to 1.79 (maximum) and a standard 

deviation of 0.30 (Table 41). 

Confirmatory factor analysis specifying a one factor solution 

resulted in all but two items meeting the criteria of .40 factor 

loading. Though the eigenvalue was 2.67, which explained 38.1% of 

the variance, items six and eight (which failed to meet the criteria 

for factor loadings) were considered critical in representing the 

substantive area of care in the area of physical care and were therefore 

retained (Table 42). 

In summary, the Burden Index, Caregiver Knowledge Index, Care-

giver Power Scale, Physical Self-Maintenance Scale and Qualcare Scale 

met reliability criteria for their respective subscale and total scale 

scores. Factor analysis on the Burden Index, Caregiver Power Scale, 

Physical Self-Maintenance and Qualcare Scale showed acceptable results 

for construct validity. The Clark Caregiving Scaling Index and the 

Caregiver Knowledge Index are multidimensional scales that utilized 

predictive modeling to evaluate both scales' construct validity. 

Research Questions Related 
to Predictive Model Testing 

The initial purpose of this study was to identify which variables 

facilitate the home maintenance of a dependent elder. The specific 



Table 41. Summary of Reliability Estimates: Qualcare Tool. Subscale: 
Physical. (N=70) (Items = 7) 

Reliability Measure Criterion 

Cronbach's 
~. Alpha Standardized > .70 -

Theta e > .70 -

Item Intercorrelations 50% items in 
r > .30 and -

Item to T ota 1 Correlation r > .30 and -

range of 
r < .70 -

r < .80 -

Resu lt 

.78 

.79 

50% 

100% 

149 
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Table 42. Confirmatory Factor Analysis: Qualcare Tool. Subscale: 
Physical. (N=70) (Items = 9) 

Item Factor Coefficient 

PAC 3 

PAF 6 

PAH 8 

MMD 4 

MME 5 

FAB 2 

FAE 5 

Eigenvalue: 

Percent of Total Variance: 

Items Eliminated: 

2.67 

38. 10 

.55 

.39 

.39 

.51 

.70 

.86 

.81 

PAA 1. PAB 2. PAD 4. DAE 5. MMA 1. MMC 



151 

research questions were: 

2. what is the relationship between Caregivel' Overload 

[(dependent variable) Stage II] and Seriousness of Illness 

[(exogenous variable) Stage I]? 

3. What is the relationship between Quality of Care [(dependent 

va ri ab 1 e) Stage I I I] and Caregi ver Overload [( endogenous 

variable) Stage II]? 

4. What is the relationship between Psychomotor Learning, 

Cognitive Learning and Affective Learning [(dependent 

va ri ab 1 e) Stage I V] and Qua 1 i ty of Ca re [( endogenous va ri

able) Stage III]? 

5. What is the relationship between the variables Maintenance 

Ability and Acceptance of Maintenance Role [(dependent 

variables) Stage V] and Psychomotor Learning, Cognitive 

Learning and Affective Learning [(endogenous variable) 

Stage IV]7 

6. What is the relationship between the Acceptasnce of the 

Maintenance Role [(dependent variable) Stage V] and the 

Caregivers' Perception of Power [(exogenous variable) Stage 

1]7 

Regression Analysis was used to test the theoretically predicted rela

tionships proposed in these research questions. 

Examination for Multicollinearity 

When the corre 1 at i on of two or more independent vari ab 1 es in 

the same theoretical stage are high, the standard error of the 
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regression coefficient becomes large and the estimated regression 

coefficient may be so unstable that it fails to achieve statistical 

significance (Lewis-Beck. 1980). Table 43 depicts the correlation 

matri x compari ng the major vari ab 1 es represented in the theoret i ca 1 

mode 1. The correlation matrix was examined for multicollinearity. 

The criterion was r ~ .65 (Gordon, 1968). Notice that because the 

tota 1 score is not cal cu 1 ated for the Burden I ndex that the subsca 1 es 

are included in the correlation matrix. Burden is considered a latent 

variable; or rather a theoretical construct presumed to exist within 

the analytical model of "Burden" as proposed by Poulshock and Deimling 

(1984) (Figure 9). Therefore. it is assumed that this theoretical con-

struct of Burden never occurs in isolation apart from the effects of 

other variables proposed in Poulshock and Deimling's (1984) model. 

None of the independent variables entering at the same stage 

of the Caregiving Functional Learning Model demonstrated correlation 

coeffi ci ent of r ~ .65. 

However, according to Ferketich and Verran (1989), the examina-

tion of a simple bivariate correlation matrix does not indicate the 

presence of linear dependencies among more than two variables. There

fore. an examination of the R2 of each independent variable regressed 

on a 11 other independent vari ab 1 es was done. The fa 11 owi ng formu 1 a 

was used in examining the R2 (1989): 

2 2 R 1 = l-(l-R) F1/(N-K-1)B 1 
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Table 43. Pearson Correlation Coefficients Between Variables in the Caregiving Functional 
Learning Model 

VARIABLE PSHT CCSI QC CPS I MPfII R UPSET FEEL SOCIAL FAMILY CKI TIME 

Seriousness 
of Illness 
(PSHT) 
learning -.36*"** 
Stete (CCSI) 
Quality of -.07 -.08 
Care (OC) 

Careglvl!rs -.5(}H* .22 • 14 
Perception 
.of Power (CPS) 
Caregiver -.52*** .24 .18 .66""* 
Overload 
Impairment 
(Impair) 
Caregiver -.38"* .08 .19 .52""* 
Overload 
Upset (Upset) 
Careglvl!r -.64*" .36"'" .03 .45""* 
Overload 
Feelings (hl!1) 
Caregiver -.43*** .25- -.18 .41""* 
Overload 
$octal (Soci al) 
Caregiver -.18 .03 .00 .44""* 
Overload 
Fallltly (Fallltly) 
Maintenance .18 -.19 -.23 -.14 .11 .01 -.10 .01 -.02 
Ability (CKI) 
Acceptance of -.31- .25- -.15 .17 .09 .15 .46*"** .46*"** .06 .04 
Caregiver 
Ro le (Time) 

- Significant at p < .01 
(Jl 

*** Significant at p < .001 w 
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R2, is the R2, of X, with independent variables: R2 equals the squared 

mu It i P 1 e corre 1 at i on of the dependent vari ab 1 e wi th the independent 

variables: F, equals the F ratio for testing the significance of the 

regression coefficient for x: B, equals regression coefficient for 

x, and N equals sample size. 

A high calculated R2 gives evidence of multicollinearity. Note 

the results of the calculation of R2 in Table 44 shows low R2 and, 

thus, there is little evidence to consider multicollinearity to be 

a problem for this study. 

Multiple Regression Analysis 

The theoretical model and structural equations are presented 

in Figure 10. Both theoretical and empirical statistical tests were 

conducted on the model. The theoretical model was tested by staging 

the variables as predicted and forcing the entry of the variables in 

the specified order presented in the regression equation developed 

from the theoretical model. The empirical model was generated by 

utilizing the stepwise Multiple Regression technique of regressing 

all the independent variables on the dependent variable. Both models 

are presented separately. 

I n testing the theoret i ca 1 and empi ri ca 1 mode 1, it is the R2 

that reveals how well the regression equation accounts for variation 

on the dependent variable. However, in this study, to equalize the 

influence of the number of independent variables in the equation, as 

well as the number of cases in the sample, the adjusted R2 was used 



Table 44. Test for Multicollinearity: Squared Multiple Correlation 
of each Independent Variable with Remaining Independent 
Variables 

R21. 2345 • 132 

R22.1345 .0210 

R23.1245 • 1188 

R24.1235 • 1090 

R25.1234 .0725 
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as the measure for explained variance (Pedhauzer. 1982). The signifi

cance criterion for the adjusted R2 was p ~ .05. 

The regression coefficient represents the slope estimate for 

average change in y associated with a unit of change in x (Lewis-Beck. 

1980). Because of the different scales used to measure the variables. 

a standardized regression coefficient was reported so that consideration 

of the relative magnitudes of the regression coefficients as an indica

tion of the importance of the variables in the regression equation 

could be considered (Pedhauzer. 1982). The criterion for the standar

dized regression coefficient was also p > .05. 

Theoretical Model 

Five multiple regression equations were constructed for the 

Caregiving Functional Learning Model (Figure 10). The following 

structural equations reflect the diagrammatic linkages of the proposed 

research questions: 

Research Question 2. X3 B1X, + e (4. 1) 

Research Question 3. X4 B3X3 + e (4.2) 

Research Question 4. X5 B4X4 + e (4.3) 

Research Question 5. X6 BSXS + e (4.4) 

Research Question 6. X7 B6X6 + B2X2 + e (4. S) 

In each equation the endogenous vari ab le was regressed on the 

exogenous variable to determine the regression coefficient. 

In the first equation (4.1). the Stage I variable. Seriousness 

of Illness. was regressed on the Stage II variable. Caregiver Overload. 



STAGE I STAGE II 

Seriousness + "> Caregi ver + 
of Illness Overload 
( PSMT) ( B1) 

X, ~3 

e3 

STAGE III 

> Qua lity + 
of Care 
(QC) 

X4 

e4 

STAGE IV 

:> Learning 
State 
(CCSI) 

Xs 

es 

STAGE V 

~ Maintenance Ability 
(CKC) 

X6 

t 
Caregiver Acceptance of the 
Perception ) Maintenance Role 
of Power (Time) 

X2 

Structural Equations: 

X3 = B, X, + e 

X4 = B3 X3 + e 

Xs = B4 X4 + e 

X7 = B2 X2 + BS Xs + e 

X6 = BS Xs + e 

Figure '0. Statistical Model for Theoretical Model Testing 

X7 

e7 

lTl 
-..J 
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The results are presented in Figure 11. Note the negative sign on 

Seriousness of Illness indicates reverse scoring representing serious 

disabilities. Therefore the negative Beta for Seriousness of Illness 

represents a di rect and pos it i ve effect on Caregi ver Overload (B = 

-.60 R2 = .35) explaining 35% of the variance in Caregiver Overload. 

Both the R2 and regression coefficient met the criterion for statistical 

Significance. 

In the second equation (4.2), the Stage II variable, Caregiver 

Overload, was regressed on the Stage III variable, Quality of Care. 

The regression coefficient and R2 did not meet the level of statistical 

Significance indicating the lack of a direct relationship between the 

two variables (B = NS; R = NS). 

In the third equation, Quality of Care, a Stage III variable, 

was regressed on the Stage IV variable, Learning State. There was 

no significant relationship between Quality of Care and Learning State 

(B NS; R = NS). 

In the fourth equation, a Stage IV variable, Learning State, 

was regressed on the Caregiver's Maintenance Ability, a Stage IV vari

able. The regression coefficient and R2 did not meet the criterion 

for statistical Significance indicating that there was no direct rela

tionship between the Caregiver's Learning State and the Caregiver's 

Maintenance Ability. 

The fifth equation (4.5) represents the entry of one block of 

independent variables, Caregiver's Perception of Power and Caregiver's 

Learning State on the dependent variable, Acceptance of the Maintenance 
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Role. Caregiver's Learning State evidenced a positive and direct effect 

on Acceptance of the Maintenance Role (8 = .36; R = .18). The regression 

coefficient and R2 of the Caregiver's Perception of Power did not meet 

the statistical criteria of ~ .05. 

Construct Validity: 
Predictive Modeling 

Predictive validity combines psychometric processes and theoreti-

cal notions (Hinshaw. 1978). If the data substantiates the predicted 

relationship between two variables. then the scale measuring that 

construct can be estimated to yield a valid measure of the concept 

(Hinshaw. 1978). Therefore. regression coefficients were used to 

determine the existence and direction of relationships between vari-

ables. The predicted relationships are shown in Figure 11. Figure 

11 also depicts the relationships that were upheld. 

Initial construct validity held for only two predicted links: 

Seriousness of Illness and Caregiver Overload. Learning State and 

Acceptance of the Maintenance Role. It is possible that Quality of 

Care and Caregiver's Maintenance Ability. as measured by the Qualcare 

Tool and the Caregiver Knowledge Index. inadequately represented these 

cons tructs. 

Explanatory Model Testing 

Empi ri ca 1 Mode 1 

Empirical models were developed using stepwise multiple regres-

sion techniques. The structural equations used for generating the 



STAGE I STAGE II 

Seriousness Caregiver 
of Illness Overload 
(PSMT) B=-.60 ( B1) 

2 R =.35 

Caregiver Perception 
of Power (CPS) 

Structural Equations: 

1. B1 (-.60) PSMT + e 

2. OC (NS) B 1 + e 

3. CCSI (NS) QC + e 

4. CKS (NS) CCSI + e 

5. Time (.36) CCSI + (NS) CPS + e 

STAGE III 

Qua li ty 
of Care 
(QC) 

STAGE IV 

Learning 
State _ 

STAGE V 

Maintenance Ability 
(CKI) 

(CCST) B=.36 

~ R2 .18 

Acceptance of the 
Maintenance Role 
(Time) 

Figure 11. Theoretical Model Testing: Caregiving Learning Model Functional With 
Structural Equations 

..... 
0'1 
<:) 



Empirical Model: 

B,X, + B2X2 + e 

B,X, + B2X2 + B3X3 + e 

B,X, + B2X2 + B3X3 + B4X4 + e 

B,X, + B2X2 + B3X3 + B4X4 + BSX5 + e 

B,X1 + B2X2 + B3X3 + B4X4 + BSXS + e 

(4.6) 

(4.7) 

(4.8) 

(4.9) 

(4. '0) 
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In the first equation, the results of the multiple regression 

statistics demonstrated that the more serious the disabilities and 

the more the Caregiver's Perception of Power, the greater the relation

ship with Caregiver Overload (R2 
= .52) (Figure 12). Because a low 

score on the PSMT reflected serious disabilities, the B for this vari-

able is negative; however, the relationship between these two variables 

is positive. The regression coefficient for Seriousness of Illness 

is B = -.36 and the regression coefficient for Caregiver's Perception 

of Power is .48. Both met the criterion of > .05 for statistical 

significance. Therefore, the greater the Seriousness of Illness and 

the greater the Caregiver's Perceived Power, the greater the Caregiver's 

Overload. 

In the second equation, Caregiver's Perception of Power and 

Seriousness of Illness, Stage I variables, and Caregiver Overload, 

a Stage I I vari ab 1e, were regressed on Qua li ty of Care. None of the 

independent vari ab 1 es represented in the second equation had a di rect 

effect on Quality of Care. Relationships were weak or non-existent 

and the regress ion coeffi c i ent and R di d not meet the criteri on of 

> .05 for statistical significance. 



Caregiver Perception 
of Power (CPS) 

Caregiver Overload 

.JJ (BI) ~"" 
R2 = .52 Acceptance of the 

Seri ousness of,/ B .36 Learni ng State 
Illness (P5MT) (CC51) 

Structural Equations: 

B1 = (.48) CPS (-.36) PSMT + e 

CC5I = (.36) P5MT + e 

AMR = (.33) B1 + (.33) CCS1 + PSMT + e 

Maintenance Role 
(AMR) 

R2 = .24 

Figure 12. Empirical Model Testing: Caregiver Functional Learning Model (N=70) 

0"1 
N 
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In equation 4.8. four variables are regressed on Learning State. 

Seriousness of Illness. a Stage I vari:lble. had a direct and positive 

effect on Learning State (B = -.36; R = • 11). The greater the Serious

ness of Illness. the greater the Learning State. Caregiver's Perceived 

Power. a Stage I variable. Caregiver Overload. a Stage II variable. 

and Quality of Care. a Stage III variable. did not have a statistically 

Significant relationship with the Stage IV variable. Learning State. 

In equation 4.9. Stage I variables. Caregiver's Perception of Power 

and Seriousness of Illness. Stage II variable. Caregiver Overload, 

Stage III variable. Quality of Care. Stage IV variable, Learning State, 

was regressed on Caregiver's Maintenance Ability. None of these vari

ables was found to have a Significant relationship with Maintenance 

Ability; none of the regression coefficients met the criterion of 

> .05 for statistical significance. 

In the final equation 4.10. Stage I variables, Caregiver's 

Perception of Power and Seriousness of Illness, a Stage II variable, 

Caregiver Overload. a Stage III variable, Quality of Care, a Stage 

IV variable. Learning State. were regressed on the Stage V variable, 

Acceptance of the Caregiver Role. The Stage II variable, Caregiver 

Overload. had a direct and positive effect on Acceptance of the Care

giver Role (B .33). A direct and positive relationship between 

Learning State (B = .31), a Stage IV variable, and Acceptance of the 

Maintenance Role also occurred. The relationship between these vari

ables explained 24% of the variance. 
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Two of the five predicted relationships were found to be statis-

tically significant in the predicted direction. as proposed by the 

Theoretical Model. Caregiver Overload was not found to be related 

to Quality of Care. Nor was Quality of Care related to Learning State 

and Learning State was not related to the Caregiver's Maintenance 

Ability. Furthermore. Caregiver's Perception of Power was not related 

to Acceptance of the Maintenance Role. Therefore only two of the five 

proposed relationships were statistically significant. In the Empirical 

Model. three additional relationships were statistically significant. 

As a Caregiver's Perception of Power related to Access to Resources. 

Decision Making and Reciprocity increased. Caregiver Overload increased. 

Also. as Caregiver Overload increased. Acceptance of the Maintenance 

Role. as measured by time. also increased. The last relationship deter-

mined by the Empirical Model showed a direct and positive relationship 

between Learning State and Acceptance of the Maintenance Role (see 

Figure 12 for new structural equations and Empirical Model). 

Residual Analysis 

Examination of Residuals adds important information related 

to the real relationships between variables based on linear equations. 

Therefore statistical assumptions for Multiple Regression and Assump-

tions for Causal Modeling will be evaluated by examining the Residuals 

generated from the data of the study. 
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Multiple Regression Assumptions 

Though the robust nature of Regression Analysis has been docu

mented (Asher, 1983), current researchers are discerning the serious 

problems with parameter estimation, particularly if violations of 

regression assumptions appear in combination (Verran & Ferketich, 1984; 

Ferketich & Verran, 1984). In this study, evaluation of the effect 

of assumption violations on the data were based on the parameters 

offered by Verran and Ferketich (1984): 1) the magnitude of the viola

tion; 2) if the violation is in combination with other assumptions; 

3) if the violation can be corrected; and 4) if other assumptions are 

affected by the correction. 

The regression statistic is based on the following six assump-

tions (Pedhauzer, 1982; Verran & Ferketich, 1984; Asher, 1983): 

1. The expected mean of the res i dua 1 sis zero. 

2. There is a normal distribution of residuals. 

3. There is evidence of homoscedasticity: that is, there is 

equal variance of the residuals at all points of the 

predicted variable. 

4. There are fixed independent variables in the equation. 

5. Residuals are not autocorrelated; that is, one residual 

does not influence the value of another residual. 

6. The independent variables are measured without error. 

The first four of the six assumptions were examined with residual 

analysis (see Appendix M). The assumption of fixed independent vari

ables (Assumption 4) is evaluated indirectly through graphical analysis 
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of the independent variable against the standardized residuals of each 

regression equation. 

The fifth assumption, autocorrelation, was not examined because 

data was collected on subjects independently of each other. One 

residual value, therefore, could not influence the value of the residual 

pri or to it. 

The sixth assumption, no measurement error, was evaluated through 

reliability and validity estimates. Though these estimates showed 

evidence of some measurement error, the scales used in the empirical 

model met the established criterion level. Therefore, it was accepted 

that the sixth assumption was met. 

Residual Analysis of Equation 4." 

The statistical equations for significant relationships generated 

from empirical model testing are: 

X5 B,X, + e 4. 11 

X3 B,Xl + B2X2 + e 4. '2 

X7 B3X3 + BSXS + e 4. 13 

In equation 4. ". Seriousness of III ness, was regressed on the 

Stage II variable, Learni ng State. The mean of the residuals was zero 

and the distribution approximated a normal curve as seen in the Histo

gram (Figure M-l) and Normal Probability Plot (M-2) (Appendix M). 

There is one independent variable in the regression equation, 

therefore the same scatterp lot was used to eva 1 uate fi xed independent 

vat"iables. The scatterplot of residuals versus predicted Seriousness 
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of Illness demonstrated equal variance; the residuals were equally 

spaced around zero (M -3). The normal pattern shown in Fi gure M-3 also 

indicates that the assumption for fixed independent variables was not 

violated. In summary, each of the assumptions of zero mean, normal 

distribution, homoscedasticity, and fixed independent variables was 

met for this regression formula. 

Residual Analysis of Equation 4.12 

In equation 4.12, Caregiver's Perception of Power and Seriousness 

of Illness, was regressed on Caregiver Overload. The mean of the 

residuals was zero; however, the Histogram (figure M -5) and normal 

probability plot (Figure M-6) showed a minimal positive skew. The 

scatterplot of residuals versus predicted Caregiver Overload demon

strated equal variance and the residuals were equally spaced around 

zero (Figure M -7). Therefore, the slightly positive skew of the 

residuals was considered a nonsignificant threat to the validity of 

results and no transformation was attempted. Scatterplots of the 

residuals against Seriousness of Illness (Figure M-9) and Caregiver's 

Percept i on of Power (F i gure M -8) showed equal vari ance around the zero 

residual line indicating the independent variables were fixed. In 

summary, each of the assumptions zero mean, homoscedasticity, and fixed 

independent variables was met. 

Residual Analysis of Equation 4.13 

In equation 4.13, Stage II variables Caregiver Overload and 

Learni ng State were regressed on Acceptance of Mai ntenance Abi 1 i ty. 
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The mean of the residuals was zero and the distribution approximated 

a normal curve as seen in the Histogram (Figure M -10) and normal 

Probability Plot (Figure M -11). The scatterplot of residuals versus 

predicted Acceptance of the Maintenance Role demonstrated equal vari

ance; the residuals were equally spaced around zero (Figure M-12). 

Scatterplots of Caregiver Overload and Learning State by standardized 

residuals of Acceptance of the Maintenance Role also showed equal 

variance around the zero residual line indicating fixed independent 

variables (see Figures M-13 and M-14). In summary, each of the assump

tions of zero mean, normal distribution, homoscedasticity, and fixed 

independent variables was met. 

Causal Model Assumption 

The three Causal Model Assumptions are: 

1. All relevant variables that influence the dependent variable 

are included in the Model. 

2. The relationships of the Model are linear and additive. 

3. The residuals from one equation are not correlated with 

residuals from another equation in the Model, nor are 

residuals correlated with preceding variables in the Model 

Ferket i ch & Verran, 1984). 

The three equations generated from empirical model testing 

suggest moderate specifi cat; on error due to m; ss i ng var; ab 1 es. The 

empi ri ca 1 model exp 1 ai ned 24% of the vari ance in Acceptance of the 

Caregiving Role, 52% of the variance in Caregiver Overload and 11% 

of the variance in Learning State. The amount of unexplained variance 



169 

for all three variables indicate that one or more variables contributing 

to explaining Acceptance of Caregiver Role, Learning State and Caregiver 

Overload has been omitted from the model. 

The second assumption of linear relationships was examined by 

plotting the residuals from regression equations against the independent 

variables (Ferketich & Verran, 1984). As previously shown, all plots 

showed a random scatter showi ng no evi dence of curvil i neari ty (see 

Appendi x M). 

The third assumption that residuals from one equation are not 

correlated with residuals from another equation was evaluated by 

plotting the residuals against each other. There was no noticeable 

pattern (see Figures -15 and -19). 

The major violation of the Causal Model Assumptions was specifi

cation error. However, methodological effect needs to be investigated 

first before mis-specification of model variables is considered respon

sible for findings. Further investigation is necessary before a 

decision to either eliminate or to add variables is justified related 

to the sources of error within this model. 

Summary 

The purpose of thi s study has been to determi ne the vari ab 1 es 

that facilitate the home maintenance of a dependent elder. This chapter 

has included a description of the sample of caregivers and the sample 

of the dependent care receivers upon which this theoretical model was 

tested. Reliability and validity estimates were reported on all instru

ments. Results of the regression analysis testing of both theoretical 
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and empi ri ca 1 models were a 1 so presented. Thi s chapter cone 1 udes with 

a presentation of the results of residual analysis that evaluated the 

causal modeling assumptions, as well as the statistical assumptions 

of multiple regression. 
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CHAPTER V 

CONCLUSIONS AND RECOMMENDATIONS 

In this Chapter the interpretation of the findings. limitations 

and methodo 1 ogi ca 1 issues are presented. Inc 1 uded in the section that 

discusses methodological issues are implications for theory development 

for nursing practice. Recommendations for further research are also 

addressed. 

Interpretation of Findings 

Theoretical Model 

The purpose of this study was to answer the following research 

questions: 

1) What are the reliability and validity of the six study 

instruments? 

2) What is the relationship of Caregiver Overload and Serious

ness of Illness? 

3) What is the relationship between Quality of Care and Care

giver Overload? 

4) What is the relationship of Learning State and Quality of 

Care? 

5) What is the re 1 ationshi p of Mai ntenance Abi 1 ity and Accep

tance of the Maintenance Role and Learning State? 
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6) What a re the re 1 at i onsh i p and Magni tude of Acceptance of 

Maintenance Role and Caregivers' Perception of Power? 

Two of the predicted relationships in the theoretical model 

were supported in the statistical analysis. These relationships were: 

A. Seriousness of Illness had a direct and positive influence 

2 on Caregiver Overload (B = -.60. R = .35). 

B. Learning State had a direct and positive influence on 

Acceptance of the Maintenance Role (8 = .36. 2 R = .18). 

Four of the predicted relationships. however. were not supported 

by the statistical analysis. Caregiver Overload did not influence 

the Quality of Care received by the dependent elder (Research Question 

Two). nor was the Quality of Care related to the Caregiver's perceived 

ability to perform the necessary caregiving behaviors [Learning State 

(Research Question Three)]. The caregiver's perceived ability to imple-

ment the necessary caregiving behaviors (Learning State) was also not 

re 1 ated to the caregi ver' s know 1 edge concern i n9 the therapeut i c 

activities required for the dependent elder [Maintenance Ability 

(Research Question Four)]; nor was the caregiver's perceived power 

related to the amount of time a caregiver spends performing the thera-

peut i c act i vi ties for the homebound elder [Acceptance of Ma i ntenance 

Role (Research Question Five)]. Possible explanations on why these 

four predicted relationships were not significant are discussed in 

the sections presenting the limitations and theory development. 
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Empirical Model 

Statistical analysis for the Empirical Model added three addi

tional significant relationships (see Figure 11). The first new 

relationship demonstrated that the caregiver's perceived power had 

a direct and strong relationship with Caregiver Overload. This finding 

is in conflict with some of the classical work done on power with 

families (Blood & Hamblin, 1958; Heer, 1963; Blood, 1963; Johnson, 

1976; Safilios-Rothschild, 1970, 1976). Though there is some disagree

ment on what referentials to include with the multidimensional concept 

of power, most researchers propose that an increase in power, especially 

related to access to resources, but including decisin-making and 

reciprocity, improves the status and position of the players in the 

family structure. However the sample of caregivers in this study was 

predominantly women. Therefore Safilios-Rothschild (1976) findings 

that the unequal status of men and women has created a norm of unequal 

exchange in marital relationships must be considered when evaluating 

power in the family structure. 

Historically, affective resources have often been exchanged 

by the wife for access to socioeconomic goods. One would assume that 

if additional socioeconomic resources were suddenly available to a 

caregiver wife, husband or child, that power and status of the caregiver 

would increase. The caregiver would be in an improved position in 

originating family policy (Hamblin, 1958) and the caregiver would have 

greater control over his/her own destiny when considering how money 

is spent and what is purchased for the household. Decker, Schultz 

and Woods' (1989) research with elderly caregivers of spinal cord 
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injured persons validates the concept that the more control caregivers 

have over their personal lives, the less their perceived burden. 

Though no study has directly tested the relationship between 

perceived power and caregiver burden related to the care of dependent 

community based elders. the studies reviewed in Chapter Two indirectly 

supported that access to soci oeconomi c resources of the elder ass is ts 

caregi vers in performi ng thei r necessary duties. Therefore when the 

Caregiver Power Scale (CPS) was developed, it included items related 

to decision making and reciprocity, as well as access to socioeconomic 

resources. However, when evaluating why this theoretical link was 

not supported by the data the present level of reciprocity between 

the caregiver and care receiver was considered as a possible explana

tion. Interestingly, most of the caregivers in this study responded 

negatively to the items related to present reciprocity; that is, the 

caregiver was spending more time giving care to the elder, than the 

elder was contributing to the caregiver. However, most caregivers 

did respond positively to the items related to past reciprocity. The 

dependent elder seemed to have made positive contributions to the care

givers' life in the past. Though the negative aspect related to the 

lack of present reciprocity was neutralized by the positive past experi

ences with the elder, it may have also neutralized the benefits of 

having access to power resources. 

There are two additional explanations that need to be considered 

when evaluating the direct and positive effect between Perception of 

Power and Caregiver Overload: a) measurement error; or b) specification 

error. 
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The Caregiver Power Scale (CPS) had strong reliability estimates 

and construct validity (see Tables 24-30). The literature also vali

dated the appropriateness of the subscales: Decision Making, Access 

to Resource. and Reciprocity (Blood & vJolf. 1960; Blood & Hamblin, 

1958; Safilios-Rothschild, 1970, 1976; Johnson, 1976; Molm. 1980). 

However, one must consider that the CPS may be measuring another aspect 

of burden. Therefore further evaluation of this scale's validity 

needs to be tested. Use of Cri teri on Va 1 idi ty measures related to 

burden and power, and further predictive model testing would be appro

priate for further evaluation of this scale. 

Specification error is another explanation for the nonpredicted 

relationships between Caregiver Overload and Caregiver's Perception 

of Power. Specification error usually includes: a) omission of relevant 

variables; b) inclusion of irrelevant variables; and c) nonlinearity 

and nonadditivity (Pedhauzer. 1982). Inclusion of irrelevant variables 

and nonlinearity and nonadditivity were evaluated and presented in 

Chapter Four. 

Unfortunately the most difficult specification error to detect 

is the error of omitting relevant variables. Role conflict, though 

not measured or included in the model, may be an important intervening 

variable explaining the relationship between caregiver overload and 

power. To elaborate on this idea. studies by Johnson (1976), Fitting, 

Rabins & Lucus (1986) will be discussed. Following this will be a 

discussion of George's work (1986) on reciprocity. 

Johnson (1976) defi nes Power as a part of soci ali nteract ion 

that i nfl uences another person to do or bel i eve somethi ng that s/he 
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may not have done or believed on his/her own. She goes on to identify 

high power to include available economic resources, status, self

confi dence and expertise. The outcome of these components of Power 

would be to obtain what one wants. Her study explored the different 

power styles typically utilized by men and women. Her study of 60 

subjects verified that coercion, legitimate expert and informational 

power were significantly more expected of males than females. Also, 

personal reward (threats of anger, offer of friendship, ingratiation 

and sexuality) were seen as significantly more likely for females than 

males. This is probably due to woman's historically powerless status 

in relationships. 

Miller's (1987) work explores the different power styles that 

are related to gender. In his study he examined gender and control 

among spouses of the cognitively impaired. His qualitative interviews 

of 15 subjects yielded some interesting insights. Assuming authority 

was an important function of both husbands and wives, wives expr~ssed 

it as being the hardest aspect of the caregiving role. Most wives 

stated that the shift of authority into their domain was a burden with 

heavy personal costs. The most devastating part of assuming authority 

for wives was their apparent feelings of anger and harshness expressed 

when telling their husbands what to do. These feelings were identified 

as shadow parts of their personality that had not been frequently 

expressed or supported by society. Interestingly, more wives than 

husbands expressed great sensitivity to their spouse's feelings as 

they assumed new authority roles, particularly in business. 
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The men in this study rarely commented on the changes in their 

wives' role. Instead, they focused on their ease in assuming household 

responsibilities. This study shows that not enough attention has been 

given to the complexity of previous role behaviors and how they impact 

on the assumption of power and authority. In summary, women pay 

greater attention to interpersonal relationships and how they relate 

to past role behaviors. The men, on the other hand, assumed a long

range vi ew of thei r respons i bi li ties and focused on what they cou 1 d 

control rather than their altered relationships with their spouses. 

They most frequently spent time with involvement of household projects 

and financial decisions. 

Fitting, et al. (1986) findings were strikingly similar. Her 

sample of 51 caregivers for dementia patients demonstrated that both 

husbands and wives found the caregiving experience stressful. 

Surprisingly, 25% of the husbands reported improved relationships with 

their demented wives since the assumption of the caregiving role. Wives, 

while expressing a sense of duty, reported a deterioration of their 

marital relationships. Fitting explained this difference by assuming 

that wi ves were unhappy in resumi ng the role of caregi vi ng based on 

the parent/infant model, a role sim"ilar to the one they had held with 

small children. Husbands who were caregivers expressed satisfaction 

with their new role. Their caregiving role seemed to be based on a 

model derived from work settings in which delegation of responsibility 

and realistic goal orientation are necessary. 

Though both Fitting, et a1. (1986) and Miller (1987) studies 

evaluated spouses of demented adults, they highlighted an important 
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difference between men and women who are requi red to assume authori ty 

over their demented spouse. Role conflict is a plausible explanation 

for the increased burden related to increased perceived power. It 

is a 1 so important to note that even though caregi vers have access to 

financial resources and decision making, they do not necessarily have 

the ability to do what they would like with these resources. The care

giving role puts numerous constraints on their time and energy. It 

is noteworthy that caregivers are not mi susi ng the power resources 

that are avai 1 ab 1 e to them to abandon the dependent elder. Love and 

filial responsibility are probably the principal motivators of the 

supportive care delivered to the dependent elder. 

A second issue that needs to be discussed is the appropriateness 

of considering reciprocity in evaluating access to power in a family 

structure that includes care of a dependent elder. The norm of recipro

city implies that equitable levels of profit and loss are perceived 

to be experienced by the players in the relationship. This idea 

relating to human behavior has been used to explain status, power, 

interpersonal attraction and helping behaviors. The theoretical 

perspective underlying this idea is social exchange theory (Homans, 

1960) which purports that people desire to maximize their profits and 

minimize their losses. Most of the respondents in the current study 

answered the items related to reciprocity in the Caregiver Power Scale 

positively. That is, the majority of the respondents were performing 

tasks and taking on responsibilities with no reciprocal action from 

the dependent elder; however, most respondents reported a positive 
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history of reciprocity from the dependent elder. George (1986) intro

duces the idea of the "Norm of Solidarity" that might better explain 

the relationship between the dependent elder and caregiver. 

The norm of solidarity demands that support and assistance be 

provided for significant others without concern for return either in 

goods or emotional support. According to George (1989) solidarity. 

especi a lly between spouses, is usua 11 y the predomi nant mode of i nter

action in providing for a dependent elder's needs. This does not mean 

that the caregiver doesn't experience stress. but that the stress 

doesn't emerge from the favors that wi 11 never be repai d but rather 

from the increased responsibilities dictated by the situation. Though 

one wou 1 d expect in "norma 1" s i tua t ions that havi ng favors owed to 

oneself would place one in a favorable position related to power. with 

families. especially between spouses. the norm of solidarity rather 

than reciprocity is probably the predominant operating factor. There

fore with family members cari ng for a dependent elder the increased 

responsibilities rather than favors owed through reCiprocity begins 

to explain the theoretical link between power and caregiver overload. 

The second new relationship determined in the empirical model 

indicated that as the functional disabilities of the dependent elder 

increased. the caregiver's perception of their abilities to perform 

the necessary caregiving behaviors improved. Theoretical and empirical 

research supports this relationship (Zarit. et al •• 1986; Scott. Roberto 

& Hutton. 1986; Hasselkus. 1988). For dependent elders who are home

bound, longitudinal studies have verified that though patients became 
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more di sab led, burden for the caregi ver usua 11 y decreased after the 

first year. These findings demonstrate that successful caregivers 

learn to set up a structure that delivers care according to their 

perceptions of appropriate caregiving activities. These positive 

feel i ngs about one's caregi vi ng role and one's abil ity to perform the 

necessary caregiving behavior as well as to implement health care 

instruction, can act as a strong positive reinforcement to maintain 

the dependent elder at home. In the theoretical model, Learning State 

was considered a discriminate stimulus. The empirical model places 

thi s vari ab 1 e into the pos it i on of a rei nforcer. Therefore, though 

the elder becomes more disabled, positive perceptions of one's abilities 

can propel the caregiver into additional learning activities to continue 

maintaining the elder at home (Silliman, Fletcher & Earp, 1986). This 

helps to explain and clarify it's positive relationship with Seriousness 

of Illness, the tension variable. 

The third new relationship that was demonstrated in the empirical 

model was between Caregiver Overload and the Acceptance of the Main

tenance Role. One possible explanation for this result is that 

Acceptance of the Maintenance Role was measured as a time variable 

and a high score on the Burden Index reflected responsibilities that 

demanded a greater time commitment. In the future, additional infor

mation related to types of activity which are associated with time 

increments needs to be evaluated to better measure this variable. Once 

the types of activities have been identified, weights could be assigned 

to time increments and the Acceptance of the Maintenance Role variable 
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would be better represented. Empirical results from numerous studies 

support the notion that increased burden in the caregi vi ng ex peri ence 

often translates into less available time for the caregiver and more 

time required for the dependent elder (Silliman, et al., 1986; 

Montgomery, et al., 1985; Poulshock & Deimling, 1984). 

Limitations 

Areas of possible compromise in this research investigation 

external validity, internal can be categori zed 

validity, construct 

will be addressed 

into four 

validity and 

areas: 

statistical inference. Each area 

separately, delineating the areas that were not 

controlled and their possible affects on the results. 

External Validity 

External Validity relates to generalizability of the results 

across population, settings and time. Unfortunately, random selection 

of subjects was not possible for this study. Therefore a convenience 

sample taken from a local home health care agency and ADRDA was used. 

The problems with a sample of convenience is that there is no guarantee 

that the achieved population of caregivers is representative of the 

target population of which they are members. The demographic data 

in this study demonstrated unrepresented minority groups, an under

represented group of the uneducated and poor, and an underrepresented 

group of new caregi vers. It wou 1 d therefore be i nappropri ate to infer 

results of this study to the general population of caregivers. However, 

externa 1 val i di ty can be enhanced by repeating thi s study wi th another 

convenience sample and evaluating the results of the two studies. 
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Internal Validity I: Sample 

Internal Validity refers to the causal relationship between 

two variables and though cause modeling technique is not an experimental 

design, two internal validity threats in this study are worth noting. 

As was previously mentioned, random selection of subjects was not 

possible. Given this potential for a bias sample selection, two issues 

must be considered: response bias and heterogeneity of the aged. 

Issue 1: Response Bi as. Gi ven the nature of some of the ques-

tions, it is possible that the caregivers may have responded to the 

sca 1 i ng ins truments ina way so as to generate approva 1. The three 

most common ly referenced response bi ases are: 1) answeri ng in order 

to gain approval; 2) answering either positively or negatively to a 

majority of items; and 3) considering the trait desirability for each 

item and responding appropriately (Hinshaw, 1981). Fortunately, a 

number of studies evaluating response bias have demonstrated that this 

is less of a serious problem than previously assumed (Grove & Geerkin, 

1977; Grove, 1982). However, response set is responsive to developing 

instruments with negative as well as positive items. In addition to 

the item development, measures should be taken to decrease response 

bi as by assuri ng c 1 i ents that responses cannot be traced back to them 

and that all information is confidential. In this study, a lengthy 

consent form was read to each client explaining the anonymous nature 

of the c 1 i ents I responses. A copy of th i s form was 1 eft with each 

respondent to be reread before the quest i onna i res were to be fi 11 ed 

out. It was also felt that in this study the number of questionnaires 
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and the different scaling methodologies made it difficult to consis

tently consider "appropriate" responses. Therefore response bias was 

considered adequately controlled. 

Issue 2: Heterogeneity of the caregiver sample. A second sampling 

issue related to this study was the heterogeneity of ages of the care

givers. The majority of this sample of caregivers had an age range 

from 57 to 80 years, the care recei ver had an age range from 60 to 

90 years. When considering the cohort phenomenon (five year span), 

the effects of the caregiver's age, history, personal life events and 

health status has a large impact on the independent and dependent 

variables. Fortunately, in this study, subject responses were not 

expected to be simi lar or stable across the age span. Nor was it 

assumed that the age of the dependent elder would be a category for 

the type of required support from the caregiver. 

Phillips (1989) notes that even if the sample is age homogeneous, 

there may still be problems related to the representativeness of the 

sample to the elderly population. Fortunately, elders living in single 

fami 1 y dwe 11 i ngs, either independent 1 y or with others, represent the 

majority of elders. It was from this population that the sample of 

caregivers and care receivers was drawn. 

Internal Validity II: Instrumentation 

The second i nterna 1 va 1 i dity threat that a 1 so re 1 ates to the 

age of the respondent is instrumentation (Cook & Campbell, 1979). 

Instrumentation bias is defined as an apparent affect due to the unique 

characteristics of the instrument that is not' related to its purpose. 
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Three of the five instruments used in the empirical model had strong 

psychometric properties while the CCSI had acceptable properties. (The 

fifth instrument, the Caregiver Time Diary, was not evaluated for 

psychometric properties.) However, there are some unique problems 

specific to the elderly that affect the responses to measurement scales 

used in research studies. 

Issue 1: Age of sample. Limited experience with questionnaires, 

vi s ion prob 1 ems and perceptua 1 defi cits can comp 1 i cate the comp 1 et ion 

and va 1 idi ty of responses from the elder. Gue ldner and Hanner (1989) 

report that bold face, larger than normal black type makes question

naires easier for the elderly to read. Also, questionnaires that 

require more than 15 to 25 minutes to complete often have poor response 

rates among this older population. Fortunately, the average amount 

of time to complete the questionnaires in this study was reported to 

be 30 minutes. Though no one expressed difficulty in reading the 

different research scales, yellow paper and large print would have 

made the instruments easier to read. 

In this study, only three incomplete questionnaires were collec

ted. The success of completed scales is probably due to: 1) 

questionnaires being picked up individually by the researcher; 2) the 

subjects being paid a $10.00 honorarium on the completion of the ques

tionnaire; and 3) the researcher offering to read the questionnaires 

to the respondent if they felt it would facilitate the process. 

Issue 2: Respondent fatigue. A second issue related to instru

mentation bias is respondent fatigue. Each caregiver received five 

questionnaires and a demographic sheet to complete. Questionnaires 
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were left with respondents for a week and caregivers were encouraged 

to fill out one or two questionnaires at a time; however, caregivers 

most frequently reported that they completed all the research instru

ments at one point in time. There were no complaints of feeling 

overwhelmed by the number of questionnaires; however, the honorarium 

of $10.00 may have influenced the lack of apparent burden in participa

ting in this study. 

Internal Validity III: Maturation 

Maturat ion is a thi rd i nterna 1 va 1 i dity threat that may have 

influenced the presented findings. The lack of variability of the 

quality care reinforcer variable may be due to the participation of 

the majority of caregivers in a local home health care program. Since 

home health care programs articulate that their priority concern is 

to educate and facilitate caregivers in demonstrating quality care 

for the dependent elder, future studies that include this variable 

need to include caregivers who have not participated in this type of 

program. This would control the influence of the respondent growing 

more experienced because of the environmental influences unrelated 

to the research study. 

Internal Validity IV: Construct Validity 

The fi na 1 i nterna 1 va li dity threat relevant to thi s study was 

construct validity. Construct validity relates to the adequacy of 

the theoretical model. The question posed by construct validity is: 

Is the dimension of the concept incompletely represented through an 
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inappropriate prediction of the conceptual relationship or are the 

conceptual definitions inaccurate? The section discussing the findings 

relating to the theoretical model and empirical model has already 

presented the problems with mis-specified relationships and the possible 

omission of variables. However in this section the mono-operation 

bias, mono-method bias, interrater reliability, intrarater reliability 

and evaluation apprehension also need to be discussed in relationship 

to the findings of this study. 

Issue 1: Mono-operation bias. This causal model design was 

developed to have only one measurement scale to represent each of the 

concepts being evaluated (mono-operation). According to Cook and 

Campbell (1979), single operations under represent constructs and intro

duce irrelevancies. Ideally, multiple operations of the construct 

are recommended in order to tri angu 1 ate the referent. However, when 

considering the elderly sample, respondent fatigue as well as the lack 

of appropriate measurements of the multiple constructs became a problem. 

The measurement scales may have under-represented the concepts though 

an attempt was made to match the measurement scales with the different 

cons tructs. I n future studi es, it wi 11 become important to further 

develop a variety of scales to evaluate concepts relevant to the 

elderly. This will allow researchers to better represent their areas 

of interest when testing theoretical models. Until then, however, 

concepts will need to be measured as closely as possible with the tools 

that are available. 

Issue 2: Mono-method bi as. Mono-method bi as a 1 so needs to be 

considered. All constructs in this study were measured by a paper 
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and pencil method except for Quality of Care which was measured through 

observations made by the data collector. However, to partially control 

for the mono-method bias, attitude items were positively and negatively 

worded. The scales also differed on available respondent choices; 

some scales presented two options while other scales presented three 

and five options. The position of the positive and negative ends of 

the scales were also reversed with different questionnaires, that is, 

the negat i ve response somet i mes appeared on the ri ght and other times 

on the left side of the scale. However, the position of the positive 

and negative ends were consistent with each scale. 

Ii ssue 3: I nterrater and I ntrarater Re 1; abil ity. Interrater 

and intrarater reliability needs to be reconsidered when assessing 

the lack of variability on the Qualcare Scale. Though the researcher 

was trained in the use of this measurement tool and was in 75% agreement 

with a trained data collector, the evaluation process was reinitiated 

only once, six months, into data collection. It may have been more 

appropriate to have initiated the interrater evaluation process every 

three months. 

Intrarater agreement is the consistency with which a single 

rater classifies persons using a specified scaling tool (Waltz, et 

al., 1984). With a single rater evaluating care, there is the danger 

that the fi rst rating may affect the second rating. Though the tech

nique of altering the order in which ratings were done should minimize 

this problem, more than one data collector in future studies would 

be optimum. 
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Issue 4: Evaluation apprehension. A final construct validity 

threat relevant to thi s study is eva 1 uat ion apprehens i on; respondents 

can become apprehensive about being evaluated by experts. This could 

be particularly true of caregivers being interviewed by a professional 

nurse. In order to minimize this threat, the professional nurse spent 

20 to 30 minutes allowing the caregiver t speak about his/her experi

ences in dealing with a homebound elder. The caregiver was encouraged 

to articulate problems, concerns and frustrations related to his/her 

responsibilities. All caregivers were reinforced in a positive manner 

when they spoke about their feelings and concerns. The difficulty 

with this approach was that it was costly in time; however, the 

researcher felt ail respondents were relatively comfortable when 

expressing their true feelings about the caregiving experience. 

Statistical Conclusion Validity 

When evaluating the validity of statistical conclusion's, one 

mus t cons i der if the study is sens it i ve enough to permi t reasonab 1 e 

statements about the relationship or covariation between two variables. 

Three major threats to statistical conclusion validity that are worth 

mentioning in this study are low statistical power, the presence of 

a suppressor variable and measurement error. 

Low statistical power is the likelihood of making an incorrect. 

no difference. conclusion (Type II) because of small sample size and 

low alphas (p = .01). In this study. sample size was minimal (n=10 

per variable) N=70. Therefore. statistical significant levels were 

set at p = .05. However. despite higher statistical levels. two 
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variables, Quality of Care (QC) and Caregiver's Maintenance Ability 

(CKI), dropped out of the theoretical and empirical models after statis

tical analysis with multiple regression. The CKI had minimal reliability 

coefficients which may be partially responsible for this occurrence. 

However, Quality of Care had strong psychometric properties and has 

theoretically shown to represent the concept of interest. One possible 

explanation for the lack of statistical significance for this variable 

is that there was an influential suppressor variable which obscured 

the smaller true effect of the Quality of Care variable (Coo~ & 

Campbell, 1979; Campbell & Boruch, 1975). The effects of caregiver 

overload on the quality of care that is provided to the dependent elder 

may have been obscured by the suppressor vari ab 1 e exposure to home 

health care programs. That is, by participating in a home health care 

program, caregi vers are learni ng and bei ng rei nforced by nurses for 

the del ive;"y of qualit.y care to the dependent elder. Future testing 

of this reinforcer variable should control for this potential suppressor 

variable through client selection. 

Measures with low reliability cannot be depended upon to register 

true changes. Two scales need to be considered when evaluating measure

ment error. The scales are CKI and Clark Caregiving Scaling Index 

(CCSI). The CKI had minimal reliability coefficients (alpha = .61/ 

which may be partially responsible for why where was no statistical 

significant relation~~ip with this variable and the caregiver's percep

tion of ar";lities to perform caregiving activities. Interestingly, 

the means score for the CKI was high (.76) with a low standard deviation 
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(.068) which validated little variability in the CKI total scores. 

This scale's lack of variability may have been influenced by the respon

dent's exposure to home health care programs. Further eva 1 uat i on of 

this tool is necessary before it can be considered appropriate in 

testing caregiver knowledge of necessary caring activities of the 

dependent homebound elder. 

Reliability estimates of the CCSI, alpha = .71, theta = .74, 

omega = .83, demonstrate a heterogenous scale. However, further testing 

is necessary to establish this scale's appropriateness in assessing 

the concept of learning. A scale with better psychometric properties 

than the CCSI may have exp 1 ai ned a greater percent of the vari ance 

between the two concepts, Acceptance of Maintenance Role and Learning 

State. 

The final variable, Acceptance of Maintenance Role, was evaluated 

by time spent giving direct care to the dependent elder. There are 

many problems related to using time as a measure for any variable. 

Two frequently mentioned problems with this approach are how accurately 

respondents record time and the theoretical concern about whether time 

really fully measures the concept of interest. It was felt in this 

study that any direct contact with the elder, whether social or direct 

care, related specifically to the elder's needs (i.e., preparation 

of food) and would be a good measure on how committed the caregiver 

is with their role responsibilities. However, age, history and previous 

experience of the caregiver may dramatically influence this method 

of measurement. Therefore, this variable measure also needs to be 

reevaluated for it's use in future studies. 
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In conclusion, alpha levels set at .05 should have adequately 

controlled for Type II errors. However, the possibility of an influen

tial suppressor variable as well as low reliability alphas for the 

CKI and CCSI must be considered when evaluating the relationships 

between Quality of Care, Learning State and Maintenance Ability. 

Implication for Theory Development 

A theory may be defined as a logically interconnected set of 

propositions used to describe, explain and/or predict a part of the 

empirical world (Kim, 1983; Riehl & Roy, 1980). It was the purpose 

of this study to identify important concepts relevant to learning theory 

that might influence the lay caregiver's ability to continue the home 

maintenance of a dependent elder. The importance of this information 

to nursing extends beyond simple explanation of the phenomenon. Practice 

sciences require prescriptions for intervention (Dickoff & James, 1976). 

These prescriptive theories can be used to develop intervention 

strategies for nurses. According to Dickoff and James' (1976) classifi

cation scheme of theories, the Caregiver Functional Learning Model 

was a situation relating theory (Level III). However, once relationships 

are established with this theory, it is assumed that it will evolve 

to the fourth stage of theory development, situation producing theory, 

for the specific purpose of assisting elderly caregivers to cope with 

the multiple problems of supporting a dependent elder in home setting 

rather than in an institution or hospital. 
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Implications for Nursing Practice 

It is in the fourth stage of theory development that i nterven

tions can be developed, implemented and evaluated for clinical practice. 

The Stinchcomb nonrecursive learning model is a useful tool in identi

fying reinforcers and behaviors variables so that interventions can 

. .J..;<Y be focused in these areas. Though the results of this research);.&s \)) 

unable to establish the positive reinforcers of the caregiving experi

ence, there was greater clarity on the multiple dimensions of the 

negative reinforcer variable, Caregiver Overload. This information 

can assist nurses in directing clients not only to community services 

but in establishing educational programs to clarify appropriate goals 

and outcomes appropriate to the caregiving experience. 

Recommendations for Future Research 

Areas that wi 11 requi re future research were the most stri ki ng 

findings in this study. These findings were: 

1. No statistical significance for the causal links for Research 

Question three, Caregiver Overload and Quality of Care; 

Research Question four, Quality of Care and Learning State; 

Research Question five, Learning and Maintenance Ability; 

and Research Question six, Caregivers' Perception of Power 

and Acceptance of the Maintenance Role. 

2. The positive and strong relationship between Caregiver Over

load and Caregivers' Perception of Power. 

3. The data did not support all of the proposed links related 

to the learning concepts of Stinchcomb's (1969) modified 

functional learning format. 
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Quality of Care. the intervening variable between Caregiver 

Overload and Learning State. completely dropped out of the Caregiver 

Functional Learning Model. Its relevance to clinical practice as well 

as its acceptab 1 e psychometri c properties merit further invest i gat ion 

to explore the possible explanations of this occurrence. 

Quality of Care refers to a professionally recognized standard 

level of performance. The assurance of the performance of the standard 

level of care is usually under the purview of the professional (Arnold. 

1989). In this study the care delivered by caregivers was rated above 

average by a professional nurse using the Qualcare Scale. This measure

ment tool incorporated the four common ly accepted characteri st i cs of 

Quality: 1) care meets the individual health and social needs of an 

individual; 2) care promotes optimal physical. mental and psychosocial 

functions; 3) elders feel comfort. security and compassion; 4) if 

appropriate. elders are involved in the decisions concerning their 

care (Freeman. 1989). However. the majority of the sample in this 

study were also recipients of professional home health care. This 

may have biased the quality of care provided by these caregivers in 

a positive direction. Further research needs to be directed toward 

the caregivers unassisted by professional health care workers so that 

a greater representative of the caregiver populations is studied. One 

possible approach with home care patients that would be relevant to 

the model testing presented in this study would be to use this scale 

at the initiation and termination of home care services. This would 

identify not only common areas of caregiver needs. but would assist 

nurses in evaluating their nursing interventions to improve elder care. 
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This tool could be further employed six months post termination of 

home care services. This would give some additional clarity on one 

question proposed in this study: 1) Is quality of care a positive 

reinforcer that facilities the behavior home maintenance; or 2) is 

it the presence of the nurse comi ng into the home to evaluate care 

that is the positive reinforcer. This is a significant question that 

must be addressed before the Caregiver Functional Learning Model can 

be considered for implementation. 

The empirical model demonstrated that the modified structure 

of Stinchcomb's nonrecurSlVe format was upheld except for two links. 

One new 1 ink that devi ated from the proposed structure was the strong 

and positive relationship between the historical variable Caregivers' 

perception of Power and the negative reinforcer variable Caregiver 

Overload. In Stinchcomb's Model the historical variable should impact 

on the structure variable which becomes the behavior variable in the 

modified functional learning model. One explanation for this occurrence 

is the nonrecursive relationship between the behavior and the reinforcer 

variables. This nonrecursive loop makes it hypothetically difficult 

to time order the behavior variable before the reinforcer variable. 

Therefore it seems reasonable to consider a historicist variable as 

accounting not only for causes that initiate and preserve behaviors 

far into the future but also as directly affecting the value of reinfor

cers. I f the causa 1 loop connects these two vari ab 1 es forci ng them 

to be considered as a process, it would follow that reciprocity and 

access to resources (Caregivers' Perception of Power) can directly 
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influence the tolerance to the negative reinforcer related to Caregiver 

Overload. 

A second link that did not follow the modified Stinchcomb Func

tional Learning Model was the link between seriousness of illness 

(tension variable) and learning state (Discriminate Stimulus). One 

possible explanation for this occurrence is that learning state is 

not a discriminate stimulus but rather a reinforcer variable. Further 

research exploring the dimensions of this concept as well as the 

learning process related to the discriminate pro:ess is important to 

further verify the usefulness of this format. 

The empirical model upheld the link between a tension variable. 

Seriousness of Illness. and a reinforcer variable Caregiver Overload 

as well as between the reinforcer variable Caregiver Overload and the 

behavior variable Acceptance of the Maintenance Role. Unfortunately 

the Caregiver Functional Learning Model proposed a positive reinforcer 

to facilitate the home maintenance of a dependent elder and caregiver 

overload is a negative reinforcer. Also Learning State was predicted 

to have a direct and positive affect on the behavior variables Accep

tance of the Maintenance Role and Maintenance Ability. Learning State 

di d have a di rect and pos it i ve affect on the behavi or Acceptance of 

the Maintenance Role. however no relationship with the behavior variable 

Ma i ntenance Abi li ty. Two important facts that need to be cons i dered 

when evaluating this format with the data utilized in this study is 

the poor psychometric properties of the Caregiver Knowledge Index that 

measured the Maintenance Ability and the samples' association with 
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different population of caregivers needs to be considered when evalua

ting the caregiver's ability to give quality of care. 

Summary 

This Chapter includes the findings of this study supported 

two of the predicted relationships: Seriousness of Illness had a 

direct and positive relationship with Caregiver Overload; and Learning 

State had a direct and positive influence on Acceptance of the Main

tenance Role. Statistical analysis for the empirical model added 

three new relationships: 1) Caregivers' perceived power had a direct 

and strong relationship with Caregiver Overload; 2) Caregiver Overload 

had a di rect and pos it i ve affect on Acceptance of the Ma i ntenance 

Role; and 3) as the functional disabilities (Seriousness of Illness) 

of the dependent elder increased, the caregivers' perception of thei r 

abilities to perform the necessary caregiving behaviors (Learning 

State) increased. 

FuturG ~tudies related to these variables need to consider 

internal validity issues as they relate to sample, instrumentation 

and construct validity. However, the results of this study presented 

some interesting and important relationships as they relate to the 

caregiving experience. 
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This appendix describes the methods used to develop the Clark 

Caregiving Scaling Index. Included is an explanation of the initial 

development of the instrument as well as results from two pilot 

studies. 

INSTRUMENT DEVELOPMENT 

Early discharges are requiring that the rehabilitative phase 

of patients' illnesses be dealt within the home setting under the 

support and direction of health care professionals. This trend of 

utilizing home health care to assist families with the patient's 

rehabilitation and consequent early hospital discharge is introducing 

more sophisticated medical treatments as well as acutely ill patients 

into the private home setting. 

Though it has been demonstrated that the nonprofess i ona 1 care

giver can correctly perform some sophisticated treatment techniques 

(i.e., IV therapy and enteral feedings), community health nurses are 

discovering that when these new skills are added onto the basic nursing 

care needs of patients (i.e., range of motion, skill care, bowel and 

bladder care) that additional stress is being added to the family 

system. This can jeopardize the caregivers' innate ability to care 

for the patient by compromising their physical and psychological well

being (Fengler & Goodrich, 1979). 

From a community health nursing perspective, it has become 

obvious that when a patient is discharged home, he/she have multiple 

needs related to their physical and emotional welfare. Caregivers, 

who are often elderly and in fragile health have multiple 
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responsibilities, as well as important physical and emotional needs 

(Cantor, 1983: Johnson, 1983). This situation often complicates how 

the caring activities required for the patient can be anticipated 

and performed by the caregiver. Nurses are in an excellent position 

to identify caregiver learning requirements and to initiate appropriate 

interventions that promote appropriate caregiving skills acquisition. 

The Clark Caregiving Scaling Index (CCSI) was developed to index 

caregivers' attitudes toward their caregiving ski 11s in the cognitive, 

psychomotor and affective domains. The information obtained from this 

scale should be useful input in guiding nurses' strategies for caregiver 

intervention. The instrument scales the construct of coping and 

identifies learning as an important component of the coping response. 

The components of learning are organized around Krathwhol, Bloom 

and Masia's Taxonomy of Educational Objectives (1974). For this reason, 

Krathwoh1, Bloom and Masia's taxonomy will be presented in some detail. 

Scaling Methodology 

The cognitive, affective and behavioral domains have been 

utilized by theorists, social psychologists, educators and nurses to 

explain different phenomena. Krathwohl, et al. (1974) used this frame

work to evaluate learning. They developed a classification scheme 

that could be used to describe and order test items, examination 

techniques and evaluation instruments. Their goal was to eventually 

explain what types of educational experience produced different types 
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of educat i ona 1 development. I n other words. if the order of the tax-

onomy was confirmed by research findings, the order and principles 

of arranging the educational objectives could be of value in the 

development of a learning theory explaining simple as well as complex 

types of learning. 

Krathwohl, et al. (1974) define the three 
domains as: 

Cognitive: Objectives which emphasize remem
bering or reproducing something which has 
been 1 earned. Cogni ti ve objectives vary 
from simple recall to highly original and 
creative ways of synthesizing new ideas 
(p. 6). 

Affective: Objectives which emphasize some 
"feeling, tone, emotion or a degree of 
acceptance or rejection" (p. 7). 

Psychomotor: Objectives which emphasize some 
muscular or motor skill. 

Krathwohl. Bloom and Masia (1974) presume that the relationship 

between the affective and cognitive domains is too low to predict 

one type of response from the other. However. they do be 1 i eve that 

educators must make distinctions between problem solving and attitudes, 

or between thinking and feeling, and between thinking or feeling and 

acting. Even though this distinction might abstract the phenomena 

enough to alter it as it is experienced in its natural setting, the 

value of this abstraction is that it assists the educator in organizing 

and eventually controlling the phenomena. In considering the domains, 

it is important to remember that object i ves represented ina doma in 

a re not enti re 1 y devoi d of some components of the other two classes 
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of domains. However. for evaluation purposes. the objectives are 

classified into one of the three domains. 

The cognitive domain is ordered on the basis of the principle 

of complexity. Each category of behavior assumes achievement of the 

behaviors categorized below it. The organizing principle of this 

domain is simple to complex. and concrete to abstract (Table A-l). 

Implicit in this domain is that certain objectives may be quickly 

learned. whereas other objectives may be developed only over a long 

period of time. Objectives which fall into the first categories (i.e .• 

knowledge) are likely to be learned more rapidly and easily than objec

tives which fall into the higher categories (i.e .• synthesis). 

The affective domain is organized around objectives dealing 

with interests. attitudes. values. appreciation and adjustment. The 

continuum developed progresses from awareness of a phenomenon to 

characterization of it (Table A-2). The beginning intermediate level 

is an i ndi vi dua l' s wi 11 i ngness to respond to the phenomena wi th a 

positive feeling. and eventually feeling strong enough about the 

phenomena to go out of their way to respond to it. At the next inter

mediate level. the individual organizes these conceptualizations into 

a structure and this structure then becomes an individual's life out

look. which is the final step in the affective taxonomy. This affective 

taxonomy also has a simple to complex aspect as well as a concrete 

to abstract one. In addition. the taxonomy progresses from an external 

to internal control as well as conscious evaluation of an affective 

trait to an unconscious acceptance of it. 
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Table A-1. Categories and Subdivisions for the Cognitive Domain 1 

Taxonomy Illustrative Examples 

1.0 Knowledge 

1.1 Knowledge of specifics 

1.2 Knowledge of ways to deal 
with specifi cs 

1.3 Knowledge of universals 
and abstractions in 
a field 

2.0 Comprehension 

3.0 Application 

4.0 Analysis 

5.0 Synthesis 

6.0 Evaluation 

Define, recall specific facts 

Recognize knowledge of basic 
trends, categories 

Recognize important principles 
for evaluating health concepts 

Translation, interpretation 
of health concepts 

Ability to predict probable 
effect 

Ability to understand inter
relationships between treatment 
and diagnosis 

Ability to organize total care 

Ability to identify when care 
is not working 

Krathwohl, D., Bloom, B. & Bertram, M. (1974). Taxonomy of Educa
tional Objectives, Handbook II. 
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Table A-2. Categories and Subdivisions for the Affective Domain1 

Taxonomy Illustrative Example 

1.0 

2.0 

Receiving (Attending) 

1.1 Awareness 

1.2 Wi lli ngness to receive 

1.3 Controlled or selected Alertness, li stens 
attention 

Responding 

2.1 Acquiescence in responding Observes caregiving rules 

2.2 Willingness to respond Voluntarily seeks new informa
tion for caregiving 

2.3 Satisfaction in response Finds some pleasure in care
giving experience 

3.0 Valuing 

3.1 Acceptance of a value 

3.2 Preference for a value 

3.3 Commitment (conviction) 

Continuing desire to be a 
better caregiver 

Feels family is best way to 
give care 

Acceptance of role as caregiver 

Krathwohl, D., Benjamin, B. & Bertram, M. (1974). Taxonomy of Educa
tional Objectives. 
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Psychomotor skills are important components in many caring 

activities of dependent family members. Frequently, most psychomotor 

eva 1 ua t ions deal with the dependent's abil ity to perform Activities 

of Daily Living (ADL) and use equipment (Fortinsky & Granger, 1981). 

When cons ideri ng deve 1 opi ng a taxonomy for psychomotor ski 11 s, one 

may wish to maintain the scheme of simple to complex. Unfortunately, 

this concept is not extremely useful when considering some intervening 

variables which impact on the caregiver's motor abilities. Frequently 

the caregiver is also in poor health and discovers that transporting 

a dependent from bed to chair, a simple task, is made difficult because 

of their functional disabilities. Rather than considering the psycho

motor domain as a distinct taxonomy, it might be more helpful to use 

it to help predict the affective domain. Research studies generally 

acknowledge that feelings and emotions playa central role in people's 

behavior, especially those that represent learning (Watson, 1981; 

Izard, 1977; Mowrer, 1960). 

Scaling Model 

The scaling model identifies three components related to the 

learning requirements for caregiving skills. The present Clark Care

giving Scaling Index (CCSI) deals with all three of these components: 

cognitive domain, affective domain and psychomotor domain. The scale 

is organi zed so that di fferent items measure different cogni ti ve and 

affective levels represented by Krathwohl, Bloom and Masia's (1974) 

taxonomy of educational objectives. However, items in the affective 

domain only index levels 1.3 to 4.1. The rationale behind the choice 
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to eliminate levels 1.1 and 1.2 was that caregivers who were caring 

for a dependent were at level 1.3 (selected attention). This point 

is further clarified when one considers Bloom1s presentation of common 

affective objectives which represents the different levels of the 

taxonomy. The objective of interest covers the first three levels, 

1.1, 1.2 and 1.3, while the affective appreciation begins with level 

1.3. It is assumed by the author that a certain amount of appreciation 

must be felt for the dependent before caregiving activities will be 

initiated for a chronically ill dependent family member. All the 

levels in the cognitive domain of the taxonomy are represented by 

scaling items. 

Testing the Elderly 

The age of many of the caregivers is elderly which presents 

unique challenges to assure the CCSI scale is clear and easy to use. 

I n order to assure the development of appropri ate 1 y stated items, 

literature related to aging and the processing of sense information, 

visual problems and the behavior of the elderly were reviewed. However, 

when evaluating the aging process, it is important to realize that 

there are 1 arge i ndivi dua 1 di fferences between persons. Thi s makes 

it extremely difficult to make generalizations about the effect of 

agi ng on the senses I abil ity to process information. However, there 

are certain changes in the elderlysl biological function that normally 

occur as a result of the aging process. 



206 

Visual Problems of the Elderly 

When evaluating the decline of the elderly's senses, the Visual 

Acuity Index is the least well documented (Botwinick, 1984). It is 

known that up to ages 40 and 50 years there is little change in a 

person's vision. However, after 50 years individuals usually notice 

a marked decline. By the age of 70, without correction, the majority 

of elders have poor visual acuity (Botwinick, 1984). In addition 

to the decline of visual acuity for far distances, there is a loss 

of accommodation, the abi 1 i ty to focus on near objects. Though the 

loss of accommodation is gradual, the greatest decline usually comes 

about between the ages of 40 and 55. Bifocal eyeglasses usually take 

care of this problem by minimizing the need for the elder's less 

elastic lens to change their shape when focusing on near objects. 

Older people also need greater illumination because their pupil 

size is smaller than a younger persons, thus reducing the amount of 

light that reaches the retina. Impaired depth perception is an 

additional problem exacerbated with low illumination. A simple adjust

ment to both of these problems is raising the level of ambient light. 

With increasing age, an elder has special difficulty in discrim-

inating among the blues, bluegreens and violets. However, their-

discrimination is much better among reds, oranges and yellows. This 

is probably due to the yellowing of the elder's lens which results 

in the filtering of the shorter wavelengths of light (Botwinick, 1984). 

A difficulty in distinguishing between blues and greens can make for 

speci a 1 problems in medi cat ions or home app 1 i ances and color codes. 
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Schaie and Geiwitz (1982) state that "most people do not experience 

serious visual problems until age 80 or later" (p. 348), and when 

they do, it is primarily caused by retinal damage due to impaired 

circulation. Though visual ability declines with age, the majority 

of visual difficulties are usually corrected with eyeglasses. 

Frequently with appropriate prescription eyeglasses the elderly get 

along quite well despite these visual changes. 

Slowness of Behavior 

Many researchers have been occupied with the evaluation of 

the re 1 at i onshi p between slowness of behavi or and age (Marsh, 1975; 

Maddens, 1982; Salthouse & Somberg, 1982a). Some investigators propose 

that speed of performance is a reflection of central nervous system 

functioning and consequently can explain perception, cognition and 

other related abilities (Birren, Woods & Williams, 1980). However, 

other researchers feel that the speed of performance is only one of 

s'2veral response measurements when considering an elder's perceptual 

or cognitive abilities (Wilford, 1977). 

No area of research has caused as much controversy as that 

focused on intelligence. The question is, does intelligence decline 

with age? Though cross-sectional studies of intelligence show that 

older people perform less well tharl younger people, some investigators 

feel that these studies reflect different patterns of respective 

cultural opportunities and values and eras rather than age (Botwinick, 

1984). The performance on tests of intelligence needs to be evaluated 

in terms of the individual's environmental opportunities. In light 
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of this information, three factors are important to consider when 

evaluating an elder's ability to complete a questionnaire: 1) If the 

elder can see the questions being asked; 2) If the elder can understand 

how to fill out the scale; and 3) If the elder can understand the 

items. 

Instrument Construction 

In light of this information, when CC5I items were being 

generated, speci a 1 attenti on was gi ven to 1 anguage to assure that 

each item was simple, clear and direct. No item exceeds 20 words, 

most being between 12 and 15. Particular attention was made to ensure 

each statement included one complete thought and all words such as 

'only', 'just' and 'always' were eliminated on the first draft. Item 

statements are a 11 in the form of simp 1 e sentences in the present 

tense. The CC5I contai ns a total of 51 items. Two or three items 

represent each taxonomy level in the affective, cognitive and psycho

motor domains. There are 21 items representing the affective domain, 

20 items representing the cognitive doma in, and 10 i terns representing 

the psychomotor domain (Tables A-3, A-4, A-5). 

The CC5I is sca 1 ed ina Likert format. Because the CC5I is 

measuring perceptions of attitudes, a summative rating scale is an 

appropriate format. Also, the summative feature in this scale makes 

it possible to make very fine discriminations among individuals with 

different points of view. This allows for the intensity of an attitu

dinal expression to be identified and the variance amung respondents 
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Tab le A-3. Cogniti ve Domai n 
1 

Identified 
Nursing 
Problems 

SIS Di sease 

Medications 

SIS Disease 

Diet 

SIS Disease 

SIS Disease 

SIS Disease 

SIS Disease 

SIS Disease 

SIS Disease 

Medications 

Items 

1. I know what type of food needs 
to help him get better. (Protective) 

2. I know the right times to give 
his med i cat ions. (Protect i ve) --

3. I do not feel comfortable that I can 
remember important facts about 
disease. (Protective behavior) 

2 Taxonomy 
Level 

1.1 

1.1 

1.1 

4. I frequent 1 y don't know why __ is 1. 2 
not feeling well. 

5. I know what foods wi 11 eat 
when he isn't very hungry. 

6. I feel that I know when 
not feeling just right. 
(Surveillance) 

is 

7. I know what to look for to see if 
__ is getting sicker. 

8. I feel that I can recognize important 
symptoms that need to be called to 
the doctor's attention. 

9. When complains of feeling sick, 
I don~ways know if I should call 
the doctor. 

10. When complains of not feeling 
well.-r-u5ually know what the 
problem is. 

11. When is not feel i ng ri ght. 
I do not feel like I know what the 
problem is. 

1.2 

1.2 

1.3 

1.3 

2.0 

2.0 

2.0 

12. I know what wi 11 happen to if he 3.0 
doesn't take hi s medi cation-.--
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Table A-3. Continued 

Identified 
Nursing 
Problems 

2 Taxonomy 

Treatment 

Treatment 

Treatment 

Treatment 

Treatment 

Medications 

Treatment 

Medications 

Items Level 

13. When hasn't done what the 3.0 
doctor tells him to do. I know how 
he's going to feel. (Involvement) 

14. I understand that if and I don't 4.0 
do what the doctor says that 
di sease wi 11 get worse. --

15. I do not feel 1 i ke I understand how 4.0 
treatment is helping his 

disease. (Involvement) 

16. It is not difficult to get things done 5.0 
that the doctor ordered for 

17. Getting ready for the day is a 5.0 
pretty w~rganized routine. 

18. Getting's medications ready 5.0 
for the day is not easy. 

19. I know when the doctor's treatment for 6.0 
__ is not work; ng. 

20. I know when the medi ci nes are not 6.0 
working. (Surveillance) 

Examples of the construct caring. as presented by Leininger (1981). 
are in parentheses. 

2 Please refer to Appendix B for the complete taxonomy level. 
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Table A-4. Affective Domain' 

Identified 
Nursing 
Problems 

Ca ri ng 

Caring 

Caring 

Caring 

Caring 

Ca ri ng 

Ca ri ng 

Ca ri ng 

Caring 

Caring 

Caring 

Caring 

Caring 

Items 

2 Taxonomy 
Level 

,. I am not always aware of how '.3 
is feeling each day. (Interes~ 

2. I am usually aware when is 1.3 
feeling poorly. (Interes~ 

3. I am not always sure if the medications 1.3 
are making __ feel badly. (Interest) 

4. Even when is grumpy, I do what I 2. , 
must to make him comfortable. 
(Comfort) 

5. When is grumpy I tend to ignore 2.' 
him. (Interest) 

6. Most of the time I do what the doctor 2. , 
tells me to do to take care of 
(Facilitating) 

7. I like to ask the doctor or nurse what 2.2 
I can do to make feel better. 
(Health consultat~ 

8. When I need to find out new information 2.2 
about care, it makes me nervous. 
(Health consultation) 

9. It makes me feel good when I help 2.3 
___ feel better. (Facilitating) 

10. Taking care of 
(Faci litating) 

makes me sad. 

11. I like to think of different ways to 
make feel better. (Facilitating) 

12. I try to think of new ways to make 
feel more comfortable. (Comfort) 

13. It tires me to make comfortable. 

2.3 

2.3 

3. 1 

3. , 
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Table A-4. Continued 

Identified 
Nursing 
Problems 

Caring 

Caring 

Caring 

Caring 

Acceptance 

Acceptance 

Acceptance 

Caring 

Items 

14. It's important to me that 
comfortab leo 

is 

2 Taxonomy 
Level 

3. 1 

15. Keeping at home is not the best 3.2 
thing I can do for him. (Support) 

16. Keeping at home is the best 3.2 
thing I can do for him. (Support) 

17. Keeping at home shows him how 3.2 
much I care:-(Support) 

18. I do not feel like I am the person in 3.3 
my family that needs to care for 

. (Involvement) 

19. I feel I am the only person in my 3.3 
family to care for __ . (Involvement) 

20. I do not feel that my family (brothers, 3.3 
sisters, husband or wife) should have 
insisted that I care for 
(I nvo 1 vement) 

21. I feel that the daily care that 4. 1 
give is making him feel 
bette~omfort) 

1 
Exa~ples of the construct caring, as presented by Leininger (1981), 

are in parentheses. 

2 Please refer to Appendix B for the complete taxonomy level. 
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Table A-S. Psychomotor Domain 1 

Identified 
Nursing 
Problems 

2 Taxonomy 

ADL 1. 

Medical Care 

Medications 

Trans fer 

ADL 

Items 

1. I never feel sure how to care for 
unless the nurse is showing me. 

Level 

1.0 

2. I always do better when the nurse is 1.0 
there to show me how. 

3. If I have a question about 2.0 
medical equipment a call to~nurse 
usually clears it up. 

4. I feel comfortable about getting 2.0 
his medications at the right time 
because I read the directions on the 
medication bottle. 

5. I feel comfortable getting from 3.0 
the bed to the chair. --

6. Helping with his morning clean 3.0 
up is often difficult for me. 

7. I t takes a lot of effort to get 4.0 
ready in the morni ng. --

8. It takes a long time to get 4.0 
cleaned and dressed in the morning. 

9. I like to get up and cleaned in 5.0 
the morning so that we can have 
breakfast together. 

10. I like to get fed so that I 5.0 
can organize the rest of my day. 

Examples of the construct caring, as presented by Leininger (1981), 
are in parentheses. 

2 Please refer to Appendix B for the complete taxonomy level. 
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to be established. Therefore, the CCSI will place an individual some-

where on an agreement continuum of the scaled attitude, coping response. 

In the CCSI there are approximately equal numbers of positively 

and negatively worded states (this is done to avoid biasing responses). 

Items that are positively worded receive a score of five for the 

response 'strongly agree', four for 'agree', three for 'undecided', 

two for 'disagree', and one for 'strongly disagree'. 

Identification of Common 
Caregiving Problems 

The caring problems identified in the scaling items were derived 

from inductive and deductive approaches. Forty-one charts from a 

local home health care agency were reviewed for commonly identified 

nursing problems. Information from these charts was pulled from three 

different sources: the medical Physician's Order and Treatment (POT) 

forms, the nursing care plan, and the patient problem list. Nurses' 

notes were consulted only if information was incomplete in any of 

the three mentioned areas. The patients represented a wi de vari ety 

of diagnoses (Table A-6). The most frequently mentioned were stroke, 

COPD and wound care. The ages of the patient population ranged from 

26 to 97 years, wi th a mean age of 70.4 years, and a mode of 70 to 

79 years (Table A-7). Spouses were the most represented type of 

caregiver (36%) with daughters representing the next largest group 

(21%, Table A-7). The most frequently identified problem in the 



Table A-6. Patient Diagnosis Represented in Chart Review 

Condition 

Stroke 

Arthritis 

Diabetes 

Pericardial effusion 

Temporary loop colostomy 

Carotid endarterectomy 

COPD 

Fractured right hip 

Ce 11 u 1 iti s 

Carcinoma of neck 

Carcinoma of vulva 

Par kin s on I s 

Coro~ary artery bypass 

Jejunostomy 

Cervical nerve encroachment 

N Condition 

4 Cystectomy 

3 

Cerebral Degeneration 

Pyelonephritis 

Pelvic bone fracture 

Post herpetic pain 

Myocardial infarction 

Fractured tibia 

C01gestive heart failure 

Repair of ulcer 

Gas gangrene 

Sc 1 eraderma 

Fractured lumbar spine 

2 Quadrap1egic 

Wounds or cellulitis 

Polio 
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N 

2 

3 
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Table A-7. Identified Problems in Chart Review as They Relate to 
Patient, Caregiver or Both 

Problem 
Identification 

Medication 

Safety 

Diet 

SIS Di sease 

Treatment 
(Blood, cast care) 

Depression 

Acceptance 

Caring behavior 

Decrease patient 
anxiety 

Unresolved grief 

Equipment use 

ADL's 

Transfer 

Acti vity 

N 
Problems % Domain Comments 

19 

11 

12 

12 

12 

4 

4 

8 

4 

1 

13 

3 

8 

3 

.46 Cognitive 

.26 Cognitive 

.29 Cognitive 

.29 Cognitive 

.29 Cognitive 

.09 Affective 

.09 Affective Patient & Caregiver 

. 19 Affecti ve 

.09 Affective Patient & Caregiver 

.02 Affective 

.31 Psychomotor Includes colostomy 
care, insulin 
administration, 

.07 Psychomotor 

.19 Psychomotor 

.07 Psychomotor 

O2 tube feedings, 

cath care dreSSing 
change, traction, 
decubitus care 
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cognitive domain dealt with medication (46%). in the affective domain. 

caring behaviors (20%), and in the psychomotor domain, equipment use 

(31%) followed by transfer skills (Table A-7). 

To assure the researcher that the category related to caregiver 

problems was saturated, further inductive work was conducted by analy-

zing three open ended interviews and five ethnographic interviews. 

From this data emerged two domains that explained why caregivers 

give care and support the dependent elder. The primary domain was 

explicated by the semantic relationship means/end (is a way to please 

me), and included terms and statements: when reaching out his hands; 

seeing her giggle; seeing her cooperate; seeing him pleased. The 

secondary domain was eluciated by the semantic relationship of rationale 

(is a reason I care for him) and included the terms love, continuing 

to sleep together, has been a good friend, and learning about caring. 

Both of these domains give one the feeling of the importance of reci-

procity. A third semantic relationship that emerged (means/end) 

identified the stress of caregiving and included terms such as patient 

making demands, having too much volume of work, being interrupted, 

being rushed. These domains also seem to deal with reciprocity or 

exchange. However, the negative behavi or of the dependent overburdens 

the 
. , 

caregl ver s norma 1 resources, producing a negative balance for 

the caregiver. Though this inductive work did not substantiate the 

ordinal order of the identified problems, it did validate the identified 

caring problems as being potential stressors for caregivers. It is 

felt that the patient problem identified through the literature review 
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Table A-B. Charts Review (N=41) and Patient Age 

Sex of Caregiver: Male = 6 
Female = 25 
Male and Female 3 
No Caregi ver = 7 

Primar~ Caregivers N % 

Wife 10 .24 

Husband 5 . 12 

Daughter 9 .21 

Daughter-i n-Law 2 .04 

Paid Professional 3 .07 

Sibling 2 .04 

Mother .02 

Friend .02 

Niece .02 

No Ca regi ver 7 .17 

Patient Age N % 

20 - 30 years 1 .02 

30 - 39 years 2 .04 

40-49 years 2 .04 

50 - 59 years 0 .00 

60 - 69 years 7 .17 
70 - 79 years 15 .36 

80 - 89 years 7 .17 
90 - 99 years 4 .09 

Age Range: 26 - 97 years 
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and the inductive process (caregiver interviews and chart review) are 

generic enough to be concerns of the majority of caregivers. 

First Pilot Testing of the CCSl 

One primary concern for the initial pilot testing of the CCSl 

was to evaluate if the scale can be developed to enhance the elder's 

vi sua 1 acuity. The pil ot group was presented wi th two di fferent type 

sets and four different colors on which the test was printed: pink; 

yellow; white and orange. All participants in the pilot study were 

asked which color and print they preferred. 

A second important component of the pilot testing was item 

evaluation and format clarity. Each participant was asked to comment 

on items that were unclear and words and phrases that were unfamiliar. 

Participants were also asked to complete the questionnaire so that 

the time to complete the scale could be estimated. 

Sample 

A convenience sample of five caregivers from a local home health 

care agency were asked to participate in this preliminary study. All 

participants were active caregivers over the age of 40. At least 

ha If of thi s sample were over the age of 65, whi ch was representative 

of the majority of caregivers utilizing services from this home health 

agency. 

Methodology 

and 

Six elderly caregivers from a 

a local church were requested 

local home health care 

to evaluate the CCS1. 

agency 

Each 
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participant received two questionnaires representing two different 

type sets that were printed on pink, yellow, green and blue paper. 

The six caregivers were instructed to assess three components of the 

too 1: 1) to i dent ify the preferred color; 2) to i dent if y the type 

set that best facil itated readi ng; and 3) to assess each item for 

clarity and relevance. Sex and age were the only demographic data 

collected in this small pilot study. 

Results 

Five women and one man participated in this study. Their ages 

ranged from 40 to 71 years, with one participant each being 40, 69 

and 70 years old, and three participants being 71 years old. Of the 

six part i c i pants, four preferred the ye 11 ow paper and one chose blue 

as best highlighting the print. All six of the elderly chose the 

large print set. The six participants felt that the items were clear 

but two of the elderly caregivers felt that the negative items were 

redundant and sugges ted eli mi nat i ng them. Most of the part i c i pants 

commented on items related to the affective domain. Item 27, "Taking 

care of makes me sad" generated numerous comments. Some argued 

that the item could be interpreted in two different ways, one inter

pretation being that caring for the dependent elderly makes the 

caregiver sad, and the alternative interpretation that seeing the 

elderly ill makes the caregiver sad. The items related to comfort 

(30, 34, 36, 50) a 1 so generated comments. Some of the caregi vers 

identified that their major impetus for caregiving came from the belief 

that the i r care was i mprovi ng the dependent elder IS hea 1 th status 
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and that comfort was usually a secondary concern. One participant 

wanted to suffix the comfort items with behaviors of cari ng she felt 

she did very well. These five items did seem to initiate some emotional 

responses for the caregi vers. These types of responses may va 1 i date 

that these items are in fact addressing the affective domain. However. 

the comments have highlighted an additional component that needs to 

be added that allows the caregiver to address any additional concerns 

or points that were not covered by the CCS1 tool. One possible way 

of doing this would be to ask: Are there any other points or comments 

you would like to make about how you give care to ____ ? 

1 n summary. the CCS1 tool appears clear and relevant. however 

comments related to the redundancy and the negative items will need 

to be addressed. Finally. a section needs to be added to the instru

ment that allows the caregiver to give any pertinent comments related 

to his/her caregiving. 

Second Pilot Testing of the CCS1 

Sampl e 

Thirty subjects participated in the second pilot study. Criteria 

for selection of subjects were: a) the caregiver was 20 years or older; 

b) the caregiver spoke and read English; and c) the caregiver was 

involved in a minimum of five hours of direct care a week for the 

dependent elder. Subjects were recrui ted from a 1 oca 1 home hea lth 

care agency. Table A-9 summarizes the descriptive characteristics 

of the sample. 
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Table A-g. Demographics 

Demographic Value Frequency Percent 

Age 20-29 1 3.6 

40-49 3 10.7 

50-59 5 17.9 

60-69 10 35.7 

70-79 7 25.0 

80-89 2 7. 1 

TOTAL 28 100.0 

Sex 

Male 1 8 32.0 
Female 2 17 68.0 
r~i s sin g 3 00.0 

TOTAL 28 100.0 

Race 

Caucasian 21 84.0 
Mexican-American 2 3 12.0 
Other 6 1 4.0 
Missing 3 00.0 

TOTAL 28 100.0 

Education 

Junior High 2 2 8.0 
Senior High 3 11 44.0 
Technical/Trade 4 5 20.0 
Co llege 5 7 28.0 
Missing 3 00.0 

TOTAL 28 100.0 
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Table A-9. Continued 

Demographic Value Frequency Percent 

Income 

o - 5,000 2 9.5 

5,001 - 10,000 2 6 28.6 

10,001 - 15,000 3 7 33.3 

15,001 - 20,000 4 1 4.8 

20,001 - 30,000 5 2 9.5 

Over 30,000 6 3 14.3 

Missing 00.0 

TOTAL 28 100.0 

Relation 

Daughter 1 4 16.0 

Son 2 1 4.0 

Spouse 3 14 56.0 

Nephew 4 1 4.0 

Daughter-in-Law 5 2 8.0 

Other 7 3 12.0 

Missing 3 00.0 

TOTAL 28 100.0 
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Human Subjects 

Approva 1 from the Human Subjects Commi ttee of the Uni vers ity 

of Arizona was obtained prior to data collection. The benefits and 

risks associated with participating in this study were clearly deline

ated in the disclaimer. According to the regulations set up by the 

University of Arizona Human Rights Committee, raw data and consent 

forms were secured in a safe place. 

Methodology 

Coefficient alpha was used as a reliability estimate for 

internal consistency. Alpha is a suitable reliability measure if 

a scale is unidimensional and items are parallel. The internal consis

tency of a unidimensional scale with parallel items was considered 

adequate with a coefficient alpha of r > .70 for a new scale and 

r < .75 for a mature scale (Nunnally, 1978; Hinshaw, 1984). 

Further instrument evaluation was done through Pearson product 

correlation. For item to item correlations, 50% of the items were 

required to be within the range of r ~ .30 to < .70. This guaranteed 

adequate variance between items but prevented redundancy of items 

(Nunnally, 1978). For the same reasons item to total cot-relations 

were also required to meet the criterion of r > .30 to ~ .70. 

Revi s i on for the CCSI was cons i de red if over 55% of item to 

item corre 1 at ions were not between .30 and • 70, items to tota 1 corre

lations did not meet the criterion of r = > .30 and if reliability 

estimates were below. 70. Items were also eliminated if caregivers 

reported difficulty with an item. 
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Results 

The Clark Caregiver Scaling Index was originally a 50 item 

instrument scaling the caregivers' perceived abilities to implement 

health care instruction, feel positively about his/her side and respon

sibilities to perform the necessary caregiving behaviors. The revised 

tool is a 20 item instrument. The scale mean for the total scale 

was 71.21. The standard deviation was 7.98. The average item mean 

was 3.56 with a range of 2.50 (minimum) to 4.39 (maximum) and standard 

deviation of .6123. 

The subscale representing the cognitive domain had a scale 

mean of 27.21 and standard deviation of 5.37. The average item mean 

was 3.40 with a range of 2.79 (minimum) and 4.04 (maximum) and standard 

deviation of .4007. 

The subscale representing the affective domain had a scale 

mean of 36.36 and standard devi at i on of 3.89. The average item mean 

was 4.04 with a range of 3.57 (minimum) and 4.39 (maximum) and standard 

deviation of .2827. 

The subscale representing the psychomotor domain had a scale 

mean of 7.64 and standard deviation of 2.83. The average item mean 

was 2.55 with a range of 2.50 (minimum) and 2.64 (maximum) and standard 

deviation of .0825. See Table A-l0 for a summary of the reliability 

estimates. 

In order to establish construct validity, further testing with 

a larger sample will be necessary. However, this second pilot testing 

indicated that the CCSI has an adequate reliability to warrant further 

testing with a larger sample. 
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Table A-10. Summary of Reliability Estimates: Caregiver Scaling Index 

Measure Criteri on 

Total Scale (N=28) (Items = 20) 

Cronbach ISo<' ~ . 70 
Alpha Standardized 

Subscale: Cognitive (N=28) (Items = 8) 

Cronbach's 
Alpha Standardized 

0( ~ .70 

Subscale: Affective (N=28) (Items = 9) 

Cronbach's 
Alpha Standardized 

ct\ ~ .70 

Subscale: Psychomotor (N=28) (Items = 3) 

Cronbach's 
Alpha Standardized 

c/o ~ .70 

Results 

• 75 

.82 

.70 

.76 
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Summary 

This appendix reviewed the procedures utilized to develop the 

Clark Caregiver Scaling Index. Krathwohl, et al. (1964) classification 

schema was used to describe and order te~t items and qualitative 

techniques were used to identify common caregiving problems. Common 

sensory problems associated with aging dictated the structure, language 

and 1 ength of i terns used in the CCSI and the resu lts of psychomotor 

testing dictated which items were eliminated. 



228 

Table A-l1. CCSI Instrument 

For each statement below. circle the response that best represents 
hoI\' you feel when you care for __ . 

SA Strongly Agree 
A Agree 
U Undecided 
o Disagree 

SO Strongly Disagree 

1. I am not always sure if the medications 
are maki ng __ feel badl y. 

2. I feel that the daily care I give __ 
is making him feel better. 

3. I am not a lways aware of how 
feeling each day. 

4. Keepi ng at home is not the 
best thing-r-can do for him. 

is 

5. I know what type of food needs 
to help him get better. --

6. I do not feel comfortable that I can 
remember important facts about 
disease. 

7. I never feel sure how to care for 
unless the nurse is showing me. 

8. It tires me to make comfortable. 

9. I know what wi 11 happen to if 
he doesn't take his medicat~ 

10. I know the right times to give 
his medications. 

11. Keeping at home is the best 
thing I can do for him. 

12. Even when is grumpy. I do what 
I must to make him comfortable. 

13. frequently don't know when 
is not feeling well. 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SO 

SA A U 0 SO 

SA A U D SO 

SA A U D SD 

SA A U 0 SO 

SA A U 0 SO 

SA A U 0 SO 

SA A U D SO 

SA A U 0 SD 

SA A U D SD 



Table A-11. Continued 

SA Strongly Agree 
A Agree 
U Undecided 
o Disagree 

SO Strongly Disagree 

14. I 1 i ke to get fed so that I 
can organize the rest of my day. 

15. I 1 i ke to ask the doctor or nurse what 
can do to make feel better. 

16. If I have a question about medical 
equipment a call to the nurse usually 
clears it up. 

17. I feel that I know when 
feeling just right. 

is not 

18. Most of the time I do what the doctor 
tells me to do to take care of 

19. I feel that I can recognize important 
symptoms that need to be called to 
the doctor. 

20. I feel comfortable getting from 
the bed to the cha i r. --

21. When __ is grumpy I tend to ignore him. 

22. I 1 i ke to get up and cleaned in 
the morning so that we can have breakfast 
together. 

23. When is not feel i ng ri ght, I do not 
feel ~I know what the problem is. 

24. When I need to find out new information about 
care, it makes me nervous. 

25. When complains of not feeling well 
I usu~know what the problem is. 

26. When hasn't done what the doctor 
tells~to do, I know how he's going 
to feeL 
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SA A U 0 SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SO 

SA A U D SO 

SA A U 0 SO 

SA A U D SO 

SA A U D SD 

SA A U 0 SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 



Table A-ll. Continued 

SA = Strongly Agree 
A Agree 
U Undecided 
D = Disagree 

SD = Strongly Disagree 

27. Taki ng care of __ makes me sad. 

28. It takes a lot of effort to get 
ready in the morning. --

29. I do not feel 1 ike I understand how 
__ is helping his disease. 

30. It makes me feel good when help 
feel better. 

31. I know when the medicines are not working. 

32. Getting medications ready for 
the day is not easy. 

33. I feel comfortable about getting his 
medications at the right time because I read 
the directions on the medication bottle. 

34. I 1 i ke to thi n k of different ways to make 
feel better. 

35. I know what foods wi 11 eat when 
he isn't very hung~ 

36. I try to think of new ways to make 
feel more comfortable. 

37. Keeping at home shows him how 
much I care. 

38. I always do better when the nurse is 
there to show me. 

39. I know what to look for to see if 
is getting sicker. 

40. I do not feel 1 i ke I am the person in my 
family that needs to care for 
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SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SD 

SA A U D SO 

SA A U D SD 

SA A U 0 SD 

SA A U D SD 

SA A U 0 SD 

SA A U D SO 



Table A-11. Continued 

SA = 
A = 
U = 
D = 

Strongly Agree 
Agree 
Undecided 
Disagree 

SD Strongly Disagree 

41. It takes a long time to get 
cleaned and dressed in the morning. 

42. I feel I am the only person in my family 
to care for 

43. When complains of feeling sick. I 
don't always know if I should call the doctor. 

44. I understand that if and I don I t do 
what the doctor says. that IS disease 
will get worse. 

45. It is not difficult to get things done 
that the doctor ordered for 

46. I do not feel that my family (brothers. 
sisters. husband or wife) sh('lll'rI h"'I/': 
insisted that I care for 

47. Getting ready for the day is a 
pretty w~rganized routine. 

48. I know when the doctor's treatment for 
__ is not worki ng. 

49. I am usua lly aware when 
feeling poorly. 

50. It's important to me that 
is comfortable. 

is 
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SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 

SA A U D SO 
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BURDEN'S INTERVlEii 

Please indicate if these statements are true for your elder most of the t1me, 
some of the t1me or not at al17 

~ SOME NOT AT ALL 

1. Is your (EL.DER) forgetful ( ) ( ) ( ) 

2. Is your (ELDER) confused ( ) ( ) ( ) 

3. Does your (El.OER) hear or see th1ngs 
that are not there ( ) ( ) ( ) 

4. Does your (El.OER) talk or mumble to 
her/himself ( ) ( ) ( ) 

5. Does your (El.DER) repeat her/h1mself--
telling the same th1ng over and over ( ) ( ) ( ) 

5. Does your (El.OER) interfere or offer 
unwanted advice ( ) ( ) ( ) 

7. Does your (EL.DER) yell or swear at 
people ( ) ( ) ( ) 

8. Does your (EL.DER) do things that 
enbarrass you or others ( ) ( ) ( ) 

9. Does your (El.OER) fail to respect 
your privacy or the privacy of others ( ) ( ) ( ) 

10. Does your (El.DER) canplain about or 
criticize things ( ) ( ) ( ) 

11. Is your (El.DER) cooperative ( ) ( ) ( ) 

12. Is your (ELDER) friendly or sociable 
to'llard people ( ) ( ) ( ) 

13. Is your (ELDER) enjoyable to be ~1th ( ) ( ) ( ) 

14. Is your (El.DER) 1nhresting to 
talk to ( ) ( ) ( ) 

15. Is your (ELDER) clean and neat about 
her/himel f ( ) ( ) ( ) 
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The following are all tasks you may be doing for your elder. If you do any of 
ttlese for your elder, please ctleck ttle box indicating wtlether you find this 
tiring, difficult or upsetting. 

Ho't 
Ho S! rob I !!II TI ring Oiff1cult Uosett1ng Aool1cable 

1. Bathing ( ) ( ) ( ) ( ) ( ) 

2. Dressing ( ) ( ) ( ) ( ) ( ) 

3. TOileting ( ) ( ) ( ) ( ) ( ) 

4. Mobility ( ) ( ) ( ) ( ) ( ) 

5. Incontinence Care ( ) ( ) ( ) ( ) ( ) 

6. Feeding ( ) ( ) ( ) ( ) ( ) 

7. Grooming ( ) ( ) ( ) ( ) ( ) 

Please indicate the degree to wtlich you find the following impairments upset 
you and cause a problem for you. 

Not A Great Hot 
&..ill SomNhat Deal Aool1cable 

1. Is your (ELDER) forgetful ( ) ( ) ( ) ( ) 

2. Is your (ELOER) confused ( ) ( ) ( ) ( ) 

3. Does your (ELDER) hear or see 
things that are not there ( ) ( ) ( ) ( ) 

4. Does your (ELDER) talk or 
~le to her/himself ( ) ( ) ( ) ( ) 

5. Does your (ELDER) repeat her/ 
himself--tell1ng the same thing 
over and over ( ) ( ) ( ) ( ) 

6. Does your (ELDER) interfere or 
offer unwanted advice ( ) ( ) ( ) ( ) 

7. Does your (ELDER) yell or swear 
at people ( ) ( ) ( ) ( ) 

8. Does your (ELDER) do things 
that emcarrass you or others ( ) ( ) ( ) ( ) 
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Not A Great Not 
!!...lli. Some-.hat Qlli Acel1c.!ble 

9. Does your (ELDER) fail to 
respect your pr1vacy or the 
pr1vacy of others ( ) ( ) ( ) ( ) 

10. Does your (ELDER) complain 
about or cr1tic1ze things ( ) ( ) ( ) ( ) 

11. Is your (ElDER) cooperative ( ) ( ) ( ) ( ) 

12. Is your (ElDER) fr1endly or 
soc1able toward people ( ) ( ) ( ) ( ) 

13. Is your (ElDER) enjoyable to 
be w1th ( ) ( ) ( ) ( ) 

14. I s your (ELDER) 1nterest1ng 
to talk to ( ) ( ) ( ) ( ) 

IS. Is your (ELDER) clean and neat 
about her/himself ( ) ( ) ( ) ( ) 

Social Activity Restr1ctions 

"Now I'd like to ask about different k1nds of soc1al 
activ1t1es and whether you part1c1pate 1n each one 
less often than you did before you began car1ng fer 
your spouse." 

1. Because you've been cartng for your spouse do you: 

a. part1cipate tn church or religious 
act1v1t1es less often? o NO 1 YES 

b. v1s1t w1th fr1ends or famtly less 
often? o NO 1 YES 

c. part1c1pate tn group or organ1zed 
act1v1t1es less often? o NO 1 YES 

d. engage 1n volunteer act1v1t1es 
I us often? o NO 1 YES 

e. go out to d1nner, a theater, a 
concert, or a show less often? o NO 1 YES 



-Next art two general statements about how your t1me 
and any of your act1v1t1es may have been affected by 
car1ng for your spouse. After I read each one, please 
answer 'Jes' 1f it 1s true or 'no' lf lt 1s not true 
for you.-

2. Because of my 1nvolvement ~1th my 
spouse, I don't have enough t1me 
for myself. o NO 1 YES 

3. I feel that my soc1al 11fe has 
suffered because of my lnvolvement 
wlth my spouse. o NO 1 YES 

-I ~ould 11ke to read you a 11st of statements made by 
people who were car1ng for an 111 or lmpalred relat1ve. 
Please tell me whether you agree ~lth the following 
statements a gr~at deal, somewhat, or not at all.-

Not 
!Ull 50mewhat 

4. a. I feel that my (ELDER) makes reQuests 
that are over and above what she/he 
needs. ( ) ( ) 

b. I feel pressured between trying to 
give to my (ELDER) as well as to other 
fam11y menmers. ( ) ( ) 

c. I feel angry toward my (ELDER). ( ) ( ) 

d. My relat10nshlp with my (ELDER) makes 
me feel depressed. ( ) ( ) 

e. I feel that my (ElDER) has I negat1ve 
effect on my relationships with other 
fam11y menmers. ( ) ( ) 

f. I feel resentful toward my (ELDER). ( ) ( ) 

g. My relationship with my (ELDER) 1 s 
stratned. ( ) ( ) 

h •. I feel that my (ELDER) tries to 
manipulate me. ( ) ( ) 
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A Great 
Qlll 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 

( ) 



239 

APPENDIX C 

CLARK CAREGIVER SCALING INDEX (CCSI) 
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a.ARIt c::ARECIVm' S SIaIL INtEX 

~ E'1tCH ~ BEUW. CIR:LE 'IHE ~ 'lH\1' B!ST REPRESEM'S lDi mJ 
FaX. WiEl{ !OJ ~ JI(E 

~. S'1P.CJG.Y ACmE 
A · 1GEZ 
U · lI" fi 'if" 
D · DIS1a:E! 
SO· S'1P.CJG.Y DIS1GREZ 

1. I Em. 'lH.\T 'nil!! r.\ILY om: I GIV!! SA A U D SO 
IS ~ HIM FEEl. ~. 

2. I JQOol 'M: 1UGn' TIMES 'l'O GIVE S\ A U D SO 
HIS HEDlCAnOS. 

3. xm>IN:i K! KJ£ IS 'DiE BEST nmc S\ A U D SO 
I 00N to FCR l'm4. 

4. I L1J(E '1'0 ASI< 'IHE ~ CIt ~ \oH\l' I SA A U 0 SO 
~ IX> '1'0 K\XE Fm.~. 

S. I Em. 'lH.\T I JilDl WiEN IS N:7l' S\ A U D SO 
Fm.IN:; JUST RIQfl'. 

6. H:Sl' CF 'niE TD£ I to \oH\l' 'DiE ~ S\ A U D SO 
m.tS ME 'IO IX) 'IO 'I'Ml: ~ CR --

7. 'fiN __ IS lDI' rm.nc RIGn'. I to tor SA A U D SO 
JCN)I ~ 'IHE m::m.EM IS. 

8. ~ WoSN'T IXNE ~ 'niE IXX:'I'tR SA A U 0 50 
Tf.US HIM 10 to. I Ji:N:W lDI HE'S CDJlli 
'IO FaL. 

9. IT TAKES A tor CF Em:RI' TO GET ~ A U D SO 
RElID'l IN niE KJUmC. 

10. I JQOol ~ H MEDICINES NI:E. tm ~. S\ A U D 50 

11. I 'mY 'I'O naN( CF NEW ~ 'l'O K\JI:!: SA A U D SO 
Fm.. HE: CIH'CRrABLE. 

12. J<ELPIN:; AX }OlE Sli)o6 lmt H:W KOi S\ A U D 50 
I CARE. 

13. I ~ to ~ WiEN 'IHE RIPSE IS 'IHDlE SA A U 0 SO 
'l'O g.[)I t£. 

14. I JQOoI \IH\T 'I'O to]( FeR '1'0 SEE Il" SA A U D SO 
IS GE:ITnC SI(J(ER. 
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PIIqII 2 

SA • S'llOa.Y ~ 
A .1GQ 

U . tN" It,!> 

D • ~ 
SO • S'lKXU tlIS1GD 

15. rr TAXES A LQ(i TIM!! '1'0 <Zl' SA A U D SO 
a.F..\Nm AND uu::sst:D IN '1liE 1QI.NllC. 

16. I Fm. I AM '1liE OIL! Pm9:l'{ IN M! !7KII.Y SA A U D SO 
'1'0 C\RE !tR . -

17. ~ ~ CF FEn.D(; SIc(, I SA A U D SO 
~. T AI.»:!S m:w IF I SH:X.II..D CML '1liE o:x::I'CR. 

18. rr IS lOr Dm'IClJLT '1'0 CZT nmc; tx:M: SA A U D SO 
'IH.\1' 'lHE zx:x:::rc:R ~ !tJl . -

19. I IX) 101' rm. 'IH\l' I« FNom.Y (~, SA A U D SO 
SIS'nllS, JIJSPAND at WIre) SHlJU) lP.W 
OOISnD 'IH\l' I CME !at 

20. I No4 t.&W.U AWI\RE "liEN IS SA A U D SO 
!'EEL.IlC P:J:m.Y. 



242 

APPENDIX D 

CAREGIVER KNOWLEDGE INDEX (CKI) 



CAREGIVING KNOWLEDGE INVENTORY (CKI) 

Please circle true or false for the correct answer. It is important to answer ALL 
the quest ions. 

True False 1. A person should be washed from the cleaner areas of the body 
to the more soiled areas. 

True False 2. Observe the feet for temperature changes. reddened areas. and 
discolored nails. 

True False 3. Since dentures do not get plaque on them. they do not need to 
be cleaned often. 

True False 4. Exercise has no effect upon normal bowel activlty. 

True False 5. When taking prescrlptlon medlcation. it is not lmportant to tell 
the doctor all the medlcatlons you are taklng. 

True False 6. The reaction to a prescrlptlon drug may be changed lf an over-
the-counter drug is taken also. 

True False 7. Certain foods may change the action of medlcation. 

True False 8. A balanced diet remalns the same for everyone. regardless of 
age. sex. or physlcal condltlon. 

True False 9. The purpose of dally meals lS to supply the essentlal elements 
needed to malntain health. 

True False 10. A poor source of calclum lS cheese. 

True False 11. Good.sources of vitamln A are green and yell~w vegetables. 

True False 12. Hyglene is e basic prlnClple that helps reduce lnfectlon. 

True False 13. A smooth. well-made bed helps to prevent skln lrrltatlon and 
bed sores. 

True False 14. SOl led hnen should be placed on the floor after the l1nen lS 
removed from the bed. 

True False 15. A soft. comfortable mattress lS better for the back than a firm 
mattress. 

True False 16. Good body mechanics include bendlng at the knees and keeping 
the back straight. 

True False 17. A clear 1iqUld dlet is the same as a regular dlet In l1QUld form. 

True False 18. Medications should be safely dlsposed of by be1ng f1 ushed down 
a toi let. burned in an lnClnerator. or thrown In a trash can. 
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True False 19. Heat 1S used as a treatment to warm the person. ease ach1ng 
muscles. promote comfort. decrease C1rculat1on. and promote 
hea" ng. 

True False 20. Each J01nt has a normal range of motion. except the neck. 

True False 21. Privacy is always important when doing procedures such as enema 
and catheter care. 

True False 22. The sexual function in older adults may never decrease. 

True False 23. As a person gets older. his blood pressure should 1ncrease 
conS1derably. 

True False 24. An older person may have frequency of urinatlon as the sphlnctor 
muscle becomes more relaxed. 

True False 25. The Circulatory system does not change as a person ages. 

,rue False 26. Exerclses are not necessary to keep the older person's muscles 
1 n good tone. 

True False 27. If the home nurse 1S helping a weak or apprehenSIve person to 
walk. the home nurse should walk out away from him. at h1S Sloe. 
to g1ve h1m room to move. 

True False 28. When a handicapped person wlth a weak leg 1S dress1ng. have the 
person put the weak leg flrst Into a skIrt or pants. 

True False 25. ConSIderable change In food habIts lS nec~ssa"v .or an c1::e r 

person. even thougn he has basIcally sound foo~ habits. 

True False 30. In communicatIng w1th older people. speak 1n low tones and 
d1 st1nct ly. 

True False 31. Changing posit1ons 1n bed should be done at leas: every 4 or 
5 hours. 

True False 32. JOInt support when movIng the person IS necessary only If he 
is very heavy. 

True False 33. A heavy person can be easily moved up In bed If the home nurse 
uses a draw sheet and good body mechanICS. 

True False 34. In supportIng the leg 1n a s1de- ly1ng pos1t10n. keep the lower 
leg as straIght as possible and the upper leg bent and restIng 
on a pi 110101 large enough to support the person's foot, ankle. 
and knee. 
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True False 35. In turnlng a person from the s1de to a back-1Y1ng pOSltlon. pl~ce 
hlS knees and ankles together in a flexed positlon before turnlng. 

True False 36. Range-of-motion exerC1ses are done to help keep the JOlnts 
flex1ble. 

True False 37. Each jOlnt should be supported above and below the JOlnt if you 
are doing paSS1ve exerClses. 

True F~lse 38. The normal average rectal temper~ture lS approx1m~tely 1 degree 
above the oral temperature. 

True False 39. There is no need to walt to take the temperature if hot l1quids 
have just been drunk. 

True False 40. A person conf1ned to bed sometlmes feels dlzzy for several m1nu~es 
when he flrst tr1es to S1t up. 

True False 41. Increased ~CtiVlty usually makes the need for sedatlves greater. 

True False 42. Famlly patterns of dally 11vlng should be taken 1nto conSlderatlon 
when planning the care of the sick person. 

True False 43. The person wlth one-sided weaKness should roll onto the affected 
s1de as he trles to S1t up 1n bed. 

True False 44. When a person 1S be1ng asslsted wlth w~lk'ng, s1,poers or loa+ers 
may be safely worn by h1m, 
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APPENDIX E 

CAREGIVING POWER SCALE (CPS) 
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C4regiv1ng Power Scale 

Instructions: All of the 1tcns below rllatl to how decisions or contributions are made 
in your rllat10nsh1p w1th your elder. Plilse check the box the most 
accurately reflects your idea about haw these th1ngs work 1n your 
relat1onsMp. 

Half 
Strongly and 01s- Strongly 
Agree Agree Half agree disagree 

1. Of the two of us, I tm the ( ) ( ) ( ) ( ) ( ) 
one who is responsible for 
the btll s. 

2. Most of the things my elder ( ) ( ) ( ) ( ) ( ) 
uses, actually bllong to me. 

J. When my elder is feeling poorly, ( ) ( ) ( ) ( ) ( ) 
I'm the one who decides when to 
clll the doctor. 

... My emet10nal contributions to ( ) ( ) ( ) ( ) ( ) 
our relationsh1p have always 
been more than my elder's. 

S. I hive alwlYs spent more time ( ) ( ) ( ) ( ) ( ) 
taking care of my elder than 
my elder has .pent ta~1ng car; 
of me. 

6. Wh!n my elder needs something ( ) ( ) ( ) ( ) ( ) 
(like medication), I decide 
what store to call. 

7. Of the two of us, I am the one ( ) ( ) ( ) ( ) 
who controls the credit cardS. 

8. I am the one who decidls who ( ) ( ) ( ) ( ) ( ) 
uses things around herl. 

9. Of the two of us, I work ( ) ( ) ( ) ( ) ( ) 
hardest kelping things running 
smoothly. 

10. My financial contribution to ( ) ( ) ( ) ( ) ( ) 
thiS household is more thin 
my elder's. 

11. Based on our PISt h1story, I ( ) ( ) ( ) ( ) ( ) 
feel I owe my elder more thin 
my Ilder owes me. 
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Half 
Strongly and 01s- Strongly 
Agree Agree Half agree disagree 

12. Of the two of' us, I dec1 de ( ) ( ) ( ) ( ) ( ) 
when th1ngs are worn out 
around here. 

13. When we need cash, 1t 1s my ( ) ( ) ( ) ( ) ( ) 
bank account that 1s tapped. 

14. In the past, I always d1d more ( ) ( ) ( ) ( ) ( ) 
for my elder than my elder 
d1d for me. 

15. Of the two of us, I dec1de when ( ) ( ) ( ) ( ) ( ) 
my elder watches telev1sion. 

16. I care more about my eJder than ( ) ( ) ( ) ( ) ( ) 
my elder cares about me. 

17. Most of the fr1ends my elder ( ) 
has are actually m1ne. 

( ) ( ) ( ) ( ) 

18. I owe most everyth1ng I ~ ( ) 
to my elder. 

( ) ( ) ( ) ( ) 

19. Of the ~o of us, I am the ( ) 
one who dec1ded what to 

( ) ( ) ( ) ( ) 

g1ve my elder when slhe 1s 
have bowel trouble. 

20. Of the two of us, I dec1de ( ) ( ) ( ) ( ) ( ) 
how much money 1s spent 1n 
food. 

21. People th1nk more of me than ( ) ( ) ( ) ( ) ( ) 
they th1nk of my elder. 

22. I contribute most of th1s ( ) ( ) ( ) ( ) ( ) 
relat1onsh1p. 

23. Compared to my elder, I have ( ) ( ) ( ) ( ) ( ) 
to do everyth1ng around here. 

24. My resources (money, fr1ends) ( ) ( ) ( ) ( ) ( ) 
are more dependable than my 
elders. 

25. I spend more t1me than my elder ( ) ( ) ( ) ( ) ( ) 
help1ng out around here. 
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Half 
Strongly Ind D15- Strongly 
Agree Agree Half agrle disagree 

26. In the past I Ilways had more ( ) ( ) ( ) ( ) ( ) 
t1me for my elder than my elder 
had for me. 

27~ If 1t weren't for my elder ( ) ( ) ( ) ( ) ( ) 
I wouldn't be where I am tOday. 

28. I give my elder more pleasure ( ) ( ) ( ) ( ) ( ) 
th!n my elder gives me. 

29. Overal" my elder has more ( ) ( ) ( ) ( ) ( ) 
assets than I do. 

30. Of the two of us, the major ( ) ( ) ( ) ( ) ( ) 
decisions about my elder's 
health Ire made by me. 

31. My elder has made more ( ) ( ) ( ) ( ) ( ) 
sacrifices for ml than I 
have made for her or him. 

32. ~y ~lder does morl for me ( ) ( ) ( ) ( ) ( ) 
than I do for her or him. 
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CAREGIVING TIME DIARY 

Whenever you help please identify the activity 
and mark the amount of time you spend assisting -------------------
For example, if you took to the bathroom at 
8:00 A.M. and it took you 10 minutes to get him/her to the bathroom 
and back to his/her chair or bed. mark it as follows: 

7:00 A.r~. 
7: 15 A. M. 
7: 30 A. M. 
7:45 A.M. 
8: 00 A. M. 
8: 15 A. M. 
8:30 A.M. 

To Bathroom 

Any activity that takes between one to 15 minutes is marked as 15 
minutes. Remember to write down the activity. 

Thank you. 



7:00 A.M. 
7:15 A.M. 
7:30 A.M. 
7:45 A.M. 
8:00 A.M. 
8:15 A.M. 
8:30 A.M. 
8:45 A.M. 
9:00 A.M. 
9:15 A.M. 
9:30 A.M. 
9:45 A.M. 

10:00 A.M. 
10:15 A.M. 
10:30 A.M. 
10:45 A.M. 
11: 00 A. M. 
11: 15 A. M. 
11:30 A.M. 
11:45 A.M. 
12:00 P.t·l, 
12: 15 P.M. 
12:30 P.M. 
12:45 P.M. 

1: 00 P. M. 
1:15 P.M. 
1: 30 P. M. 
1:45 P.M. 
2:00 P.M. 
2: 15 P. M. 
2:30 P.M. 
2:45 P.M. 
3:00 P.M. 
3:15 P.M. 
3:30 P.M. 
3:45 P.M. 
4:00 P.M. 
4:15 P.M. 
4:30 P.M. 
4:45 P.M. 
5:00 P.M. 
5: 15 P. M. 
5:30 P.M. 
5:45 P.M. 
6:00 P.M. 
6:15 P.M. 
6: 30 P. M. 
6:45 P.M. 
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ID 
Dat-e------

CAREGIVER TIME DIARY 

7:00 P.M. 
7:15 P.M. 
7:30 P.M. 
7:45 P.M. 
8:00 P.M. 
8: 15 P. M. 
8:30 P.M. 
8:45 P.M. 
9:00 P.M. 
9:15 P.t-1. 
9:30 P.M. 
9:45 P.M. 

10:00 P.M. 
10:15 P.M. 
10:30 P.M. 
10:45 P.M. 
11:00 P.M. 
11:15 P.M. 
11: 30 P. M. 
11:45 P.M. 
12:00 A.M. 
12: 15 A. M. 
12:30 A.M. 
12:45 A.M. 
1:00 A.M. 
1: 15 A. M. 
1:30 A.M. 
1:45 A.M. 
2:00 A.M. 
2:15 A.M. 
2:30 A.M. 
2:45 A.M. 
3:00 A.M. 
3:15 A.M. 
3:30 A.M. 
3:45 A.M. 
4:00 A.M. 
4:15 A.M. 
4:30 A.M. 
4:45 A.M. 
5:00 A.M. 
5:15 A.M. 
5:30 A.M. 
5:45 A.M. 
6:00 A.M. 
6: 15 A.M. 
6:30 A.M. 
6:45 A.M. 
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ACTIVITIES OF DAILY LIVING 

Elder's Functional Abilities 

1. Toilet (45) 

(5) a. 

(4) b. 

(3) c. 

(2) d. 

( 1 ) e. 

Cares for self at toilet completely, no incontinence. 

Needs to be reminded, or needs help in cleaning self, or 
has rare (weekly at most) accidents. 
Soiling or wetting while asleep more than once a week. 

Soiling or wetting while awake more than once a week. 

No control of bowels or bladder. 

2. Feedi ng (46) 

Eats without assistance. 
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( 5) a. 

(4) b. Eats with minor assistance at meal times and/or with special 
preparation of foods, or help in cleaning up after meals. 

(3) c. 

(2) d. 

( 1 ) e. 

Feeds self with moderate assistance and is untidy. 

Requires extensive assistance for all meals. 

Does not feed self at all and resists efforts of others 
to feed her/him. 

3. Dressing (47) 

(5) a. Dresses, undresses and selects clothes from own wardrobe. 

(4) b. Dresses and undresses self, with minor assistance. 

(3) c. Needs moderate assistance in dressing or selection of 
clothes. 

(2) d. Needs major assistance in dressing, but cooperates with 
efforts of others to help. 

(1) e. Completely unable to dress self and resists efforts of 
others to he 1 p. 

4. Grooming (neatness), hair, nails, hands, clothing (48) 

(5) a. Always neatly dressed, well-groomed, without assistance. 

(4) b. Grooms self adequately with occasional minor assistance 
(like with shaving or hair). 
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(3) c. Needs moderate regular assistance or supervision in grooming. 

(2) d. Needs total grooming care, but can remain well-groomed after 
help from others. 

(1) e. Needs total grooming care and usually does not remain 
well-groomed after help from others. 

5. Physical Ambulation (49) 

(5) a. Goes around home and community. 

(4) b. Ambulates within residence or about one block distant. 

(3) c. Ambulates with assistance (e.g., of another person, railing, 
cane, walker, wheelchair). 

(2) d. Sits unsupported in chair or wheelchair, but cannot propel 
self without assistance. 

(1) e. Bedridden more than half of the time. 

6. Bathing (51) 

(5) a. Bathes self (tub, shower, sponge bath) without help. 

(4) b. Bathes self with help in getting in and out of the tub, 
or gathering supplies. 

(3) c. Washes face and hands only, but cannot bathe rest of body. 

(2) d. Does not wash self but is cooperative with those who bathe 
him/her. 

(1) e. Does not try to wash self and resists efforts to keep him 
clean. 

7. Telephone (52) 

(5) a. Operates telephone on own initiative -- looks up and dials 
number, etc. 

(4) b. Dials a few well-known numbers. 

(1) c. Does not use the telephone at all. 

8. Shopping (53) 

(5) a. Takes care of all shopping needs independently. 

(4) b. Shops independently for small purchases. 



(3) c. Needs to be accompanied on any shopping trip. 

(1) d. Completely unable to shop. 

9. Food Preparation (54) 

(5) a. Plans, prepares and serves adequate meals independently. 

(4) b. Prepares adequate meals if supplied with ingredients. 
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(3) c. Heats and serves prepared meals, or prepares meals but does 
not maintain an adequate diet. 

(1) d. Needs to have meals prepared and served. 

10. Housekeeping (55) 

(5) a. Maintains house alone or with occasional assistance (like 
heavy work -- domestic help). 

(4) b. Performs light daily tasks such as dishwashing, bedmaking. 

(3) c. Needs help with all home maintenance tasks. 

(1) d. Does not participate in any housekeeping tasks. 

11. Laundry (56) 

(5) a. Does personal laundry completely. 

(4) b. Launders small items -- rinses socks, stockings, etc. 

(1) c. All laundry must be done by others. 

12. Transportation (57) 

(5) a. Travels independently on public transportation or drives 
own car. 

(4) b. Arranges own travel via taxi, but does not otherwise use 
public transportation. 

(3) c. Travels on public transportation when assisted or accompanied 
by another. 

(2) d. Travel limited to taxi or automobile with assistance of 
another. 

(1) e. Does not travel at all. 

13. Medications (58) 

(5) a. Is responsible for taking medication in correct dosages 
at correct time. 



(4) b. Takes responsibility if medication is prepared in advance 
in separate dosages. 

(1) c. Is not capable of caring for own medications. 

14. Finances (59) 

257 

(5) a. Manages financial matters independently (budgets, writes 
checks, pays rent, bills, goes to bank), collects and keeps 
track of income. 

(4) b. Manages day-to-day purchases, but needs help with banking, 
major purchases, etc. 

(1) c. Incapable of handling money. 
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APPENDIX H 

QUALCARE SCALE (QCS) 
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APPENDIX I 

DEMOGRAPHICS 



DEMOGRAPHIC DATA 

Directions: Please check the appropriate blank. Answer all 
questions. Any time the word lIother ll is used, please 
write in your answer. 

1. CAREGIVER INFORMATION 

A. Age: 

B. Sex: 1. Male 2. Female 

C. Race: 1. Caucasian 4. Asian 

2. Mex;can-Am~rican 5. Black 

3. Ameri can Indian 6. Other 

D. Highest level of education completed: 

1. Grade School 4. Technical/Trade School 

2. Junior High __ 5. College Degree __ 

3. Senior High __ 

E. Income: 

1. O-S,OOO/year __ 

2. 5-10,000/year __ 

3. 10-15, ODD/year __ 

4. 15-20, DOD/year __ _ 

5. 20-30,000/year __ 

6. Over 30, ODD/year __ 

F. Relationship to the elderly person: 

1. Daughter __ 5. Daughter-; n-l aw __ 

2. Son 6. Cousin 

3. Spouse __ 7. Other (specify) ___ _ 

4. Nephew __ 

G. Does the elderly person live with you? 

1. Yes 2. No 

H. Number of people living in the house: 

I. Length of time you have been the caregiver: 
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J. Do you suffer from any medical conditions or are you under 
a physician's care for any of the following: 

,. Di abetes 4. Emphysema/Asthma __ 

2. Hypertension __ 5. Arthritis 
\ 

3. Heart Problems 

288 

6. Other (specify) -----------------
K. What sources of assistance do you receive from the community/ 

family in caring for your family member? 

1. Home Health Nurse 5. Friends 

2. Home Health Aides 6. Chil dren 

3. Nei ghbors __ 7. Others 

4. Brothers/Sisters 

L. Are you also employed elsewhere? 

1. Yes 2. No 

M. Di d you have to quit your job to become the caregi ver? 

1. Yes 2. No 

N. Did you know that you should be the caregiver before it 
actually happened? 

1. Yes 2. No 
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II. HOMEBOUND ELDERLY PERSON INFORMATION 

A. Age: __ 

1. 60-64 5. 80-84 

2. 65-69 6. 85-89 

3. 70-74 7. Greater than 90 

4. 75-79 

B. Sex: 

1. Male 2. Female 

C. Race: 

1. Caucasian 4. Asian 

2. Mexican-American 5. Black 

3. Ameri can Indian 6. Other 

D. Highest level of education completed: 

1. Grade School 4. Technical/Trade School 

2. Junior High __ 5. College Degree 

3. Senior High __ 

E. Income: 

1. 0-5,OOO/year __ 4. 15-20,000/year __ 

2. 5-10,OOO/year __ 5. 10-20, ODD/year __ 

3. 10-15,OOO/year __ 6. Over 30, ODD/year ___ 

F. Does the elderly person suffer from any of the fo 11 owi ng 
medical conditions? 

1. Diabetes 5. Arthritis 

2. Hypertens i on __ 6. Emphysema/Asthma __ 

3. Heart Problems 7. Cancer 

4. Stroke 8. Other (specify) 
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SUBJECT'S CONSENT FORM 

You are invited to participate in a study evaluating how learning 
can help family members maintain an elder in the home. Family care
givers who are over 21 years of age and are assisting an elderly person 
in the community are being asked if they would be interested in partici
pating in this study. Among caregivers we are looking for a wide range 
of caregiving situations. It is the focus of this study to include 
both ideal and difficult caregiving situations. 

If you agree to participate, you will be asked to agree to the 
following: (1) to answer some general questions about yourself and 
the elderly person for whom you care, such as age and gender; (2) to 
complete four questionnaires that will require approximately one and 
a half hours of your time; and (3) to give permission for your elderly 
relative to be contacted for in-person interviews and for a nursing 
assessment of his physical, emotional, social and environmental needs. 
Participation in this study requires one in-person interview for your
self and one observational period with your elderly relative. 

The ri sks associ ated wi th thi s study are mi nima 1. However, 
if in the opinion of the data collector there is evidence that the 
needs of the elder are not being adequately met, every effort will 
be made by the data co 11 ector to ass i st you to fi nd help from a commu
nity agency that can help you with your caregi vi ng problems. Thi s 
assistance will be offered to you during the interview sessions. 

You will receive $10.00 as an honorarium for your participation 
in this study. Also, the information gathered will provide essential 
information needed by nurses and other health professionals trying 
to help individuals who are in situations similar to your own. 

Confidentiality of the information you provide during data col
lection will be strictly maintained. You will be assigned a code number 
and your name and address will be destroyed immediately following the 
second interview session. To maintain confidentiality, you may choose 
to provide a verbal consent to participate rather than signing this 
form. Reports of this project will be written in such a way that no 
individual subject can be identified and only grouped data will be 
reported. The on ly person who wi 11 have access to the raw data wi 11 
be the principal investigator for this project, Michele Clark, M.S., 
R.N. 

The costs for your participation include only your time and 
the time of your elderly relative. Completing the questionnaires will 
take approximately one and a half hours of your time and completing 
the interview with your elderly relative which will take approximately 
one hour. 
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I have read thi s subject's consent form. The nature, demands, 
ri sks, and benefi ts of the project have been exp 1 ai ned to me. I under
stand that I may ask questions and that I am free to withdraw from 
the project at any time without incurring ill will or affecting my 
health care. I also understand that this consent form will be filed 
in an area designated by the Human Subjects Committee with access 
restricted to the principal investigator or authorized representatives 
of the particular department. A copy of this consent form will be 
given to me. 

Subject's Signature Date 

Guardian's Signature Date 
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ELDERS CONSENT FORM 

You are invited to participate in a study evaluating how learning 
can help your family members assist you in remaining in your home. 
Persons who are over 45 years of age and requi re a mi nimum of five 
hours of assistance from a friend or family member are being asked 
if they would be interested in participating in this study. A wide 
range of caregiving situations is being represented in this study. 
It is the focus of this study to include both ideal and difficult 
situations. 

If you agree to participate, you will be asked to agree to the 
following: (1) to answer some general questions about yourself such 
as age and gender; (2) to agree to allow a nurse to perform a nursing 
assessment that identifies your physical, emotional, social and environ
menta 1 needs. Part i ci pati on in thi s study requi res you to parti ci pate 
in one in-person interview and observational period with your caregiver. 

There are minimal risks associated with your participation in 
this study. However, if in the opi nion of the data collector there 
is evidence that your needs are not being adequately met, every effort 
will be made by the data collector to assist you to find help from 
a community agency. This assistance will be offered to you during 
the interview session. 

Confidentiality of the information you provide during data col
lection will be strictly maintained. You will be assigned a code number 
and your name and address will be destroyed immediately following the 
second interview and observation period. To maintain confidentiality, 
you may choose to provide a verbal consent to participate rather than 
signing this form. Reports of this project will be written in such 
a way that no individual subject can be identified and only grouped 
data will be reported. The only people who will have access to the 
raw data wi 11 be the principal investigator for the project, Michele 
C. Cl ark, M. S., R. N. 

Although you will receive no personal benefits from your partici
pation in this study, the information gathered will provide essential 
information needed by nurses and other health professionals attempting 
to help individuals who are in situations similar to your own. 

The costs for your participation include only your time and 
the time of your caregiver. Completing the nursing assessment interview 
and observation will take approximately one hour of your time. Comple
ting the questionnaires will take approximately one and a half hours 
of your caregiver's time. 
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have read this elders consent form. The nature. demands. 
risks. and benefits of the project have been explained to me. I under
stand that I may ask questions and that I am free to withdraw from 
the project at any time without i ncurri ng i 11 wi 11 or affecting my 
health cal'e. I also understand that this consent form will be filed 
in an area designated by the Human Subjects Committee with access 
restricted to the principal investigator or authorized representatives 
of the particular department. A copy of this consent form will be 
given to me. 

Elder's Signature Date 

Guardian's Signature Date 
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APPENDIX L 

HUMAN SUBJECTS APPROVAL 



7 April 1988 

The University of Arizona 
Human SUbteCti Comminee 
11!O9 N. Warren (Building 220), Room 112 

Tucaon. Arizona 85724 

(802) 62tHi721 or 626-7575 

Michele C. Clark, M.S., R.N. 
2142 E. Hawthorne 
Tucson, Arizona 85719 

Dear Ms. Clark: 
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We have received your project, -Model Testing the Clark Caregiving Functional 
Learning Model". The procedures to be followed in this study pose no more 
than minimal risk to participating subjects. Regulations issued by the u.S. 
DepartJl'lent of Health and Human Services [45 CPR Part 46.110(b) 1 authorize 
approval of this type project through the expedited review procedures, with 
the condition (s) that subjects' anonymity be maintained. Although full COllllllittee 
review is not required, a brief summary of the project procedures is submitted 
to the Committee for their endorse~nt and/or comment, if any, after adminis
trative approval is granted. This project is approved effective 7 April 1988. 

The H~n Subjects Committee (Institutional Review Board) of the University of 
Arizona has a current assurance of compliance, number M-1233, which is on file 
wi th the Department of Health and Human Services and covers this acti vi ty. 

Approval is granted with the understanding that no changes or additions will 
be made either to the procedures followed or to the consent form (s) used 
(copies of which we have on file) without the knowledge and approval of the 
HUlIllIn Subjects Committee and your College or DepartJl'lental Review Committee. 
Any research related physical or psychological harm to any subject must also 
be reported to each committee. 

A university policy requires that all signed subject consent forms be kept in 
a permanent file in an area designated for that purpose by the Department Head 
or comparable authority. This will assure their accessibility in the event 
that university officials require the information and the principal investigator 
is unavailable for some reason. 

Sincerely yours, 

Milan Novak, M.D., Ph.D. 
Chairman 
Human Subjects Committee 

MN/ms 

ee; Departmental/College Review Committee 
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APPENDIX M 

RESIDUAL ANALYSIS 
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Paq. 21 
on RVAX:: VMS VS.1 

- No~l Curv.) 

Figure M-1. Histogram of standardized residuals with aggregated 
data (N=70): Learning State. (Equation 4.11) 
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VMS V5.1 

Figure M-2. Normal probabil1ty plot of observed standardized residuals 
by expected residuals with aggregated data (N=70): 
Learning State (Equation 4.11). 



* 

5-Jun-U cn our or SCHOOL 
16:47:07 U of A CCIT VAXelu.ter on RVAX:: 

Stlndardized Seatterplot 
Aero .. - epR£D Down - eR£SID 
Out ++----+---+---+----+---+-----++ 

3 + + Syaboh: 
I I 
I I Mia N 

2 + 
I 
I 

1 + 
I 
I 

o + 

-1 + 
I 
I 

-2 + 
I 
I 

+ 
I 
I 

-3 + + 
Out ++-----+-----+-----+-----+-----t-----++ 

-3 -2 -1 0 1 2 3 Out 

Stlndardized Seltterplot 
Acro •• - £LD£RADL Dovn - eRESID 
Out ++-----+-----+-----+-----t-----t-----++ 

3 + + 
I 
I 

2 • 

1 + 
I 
I 

o + 
I 
I 

-1 • • •••• 
I •• 
I 

-2 + 
I 
I 

-3 + 
Out ++-----t-----t-----+-----t-----+-----++ 

-3 -2 -1 0 1 2 3 Out 

1.0 
2.0 
3.0 

Syaboh: 

Mu N 

1.0 
2.0 
3.0 

301 

Ploe 23 
VMS V5.1 

*Figure M-3. Scatter plot of predicted learning state by the standar
dized residuals of learning state with aggregated aata. 
(N=70) (Equation 4.11). 

HFigure M_4. Scatterplot of predicted seriousness of illness by 
standardized residuals for learning state with aggregated 
data. (N=70). (Equation 4.11) 
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Figure M-S. Histogram of standardized residuals with individual 
data. (N=70). Caregiver Overload. (Equation 4.12) 
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VMS V5.1 

Figure M-6. Normal probability plot of observed standardized residuals 
by expected residual with individual data. (N=70): 
Caregiver Overload. (Equation 4.12) 
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* Figure M-7. Scatterplot of predicted expected caregiver overload 
by the standardized residuals of caregiver overload 
with individual data. (N=70) (Equation 4.12) 

** Figure M-8 .. Scatterplot of caregivers perception of power by 
standardized residuals for caregiver overload. (N=70) 
(Equation 4.12) 
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Figure M-9. Scatterplot of the elder's seriousness of illness by 
standardized residuals for caregiver overload. (N=70) 
(Equation 4. 12) 
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- N01'1Lll Curve) 

Figure M-10. Histogram of standardized residuals with aggregated data 
N=N: Acceptance of Maintenance Role (Equation 4.13) 
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Figure M-l1. Normal probability plot of observed standard residuals 
by expected residuals with aggregated data (N=70): 
Acceptance of Maintenance Role (Equation 4.13). 
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Figure M-12. Scatterplot of predicted acceptance of the 
, maintenance role by the standardized residuals of 

Acceptance of the Maintenance Role. (N=70) 
(Equation 4.13) 
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**Fi gure M-13. Scatterplot of caregiver overload by standardized 
residuals Acceptance of the Maintenance Role. (N=70) 
(Equation 4.13) 
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Figure M-l~ Scatterplot learning state by standardized residuals 
Acceptance of the Maintenance Role (N=70) 
(Equation 4.13) 

309 



5-Jun-89 CET OUT or SCHOOL 
16:47:10 U at A CCIT VAXclu.ter on RVAX:: 

PLOT or RESH.\IN IIITH RESBURD 

P&Qe 27 
VMS V5.1 

++----t----t----t----t----+----+----+----t----t----t----+----+----++ 
20-

I 
I 1 
I 1 1 
I 

15. 
I 
I 
I 
I 

10+ 
I 
I 
I 1 1 
I 

5+ 
R I 
e I 11 11 
• I 
1 R 1 1 
d 0+ + 
u I 11 R 
.. I 2 1 1 1 I 
1 I 11 2 111 1 I 

I 1 1111 I 
-5+ 1 

I 
I 
I 
I 1 

-10+ 1 
I 
I 1 
I 2 
I 

-15+ 
I 
I 
I 
I 

-20+ 
++----+----+----+----+----t----+----+----t----t----t----+----+----++ 

-3 -2 -1 0 1 2 3 

llae1 c:lUoI I 

70 e ..... plott.d. ReQre •• lon .tatl.tle. c! RESMAIN on RESBURD: 
Corr.latlon -.03365 R Squlr.d .00113 S.E. of Elt 7.32673 SlQ •• 7821 
Intere.ptIS.E.) .000001 .87571) $lopeIS.E.) -.2897111.04348) 

/ 

Figure M-15. Scatterplot of standardized residuals of acceptance of 
maintenance role with the standardized residuals of caregiver 
overload with aggregated data. (N=70) (Equations 4.13, 4.12) 
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FigureM-16 .• Scatterplot of standardized residuals of acceptance of 
maintenance role by the standardized residuals of learning 
state with aggregated data. (N=70) (Equations 4.13, 4.11) 
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Figure M-17. Scatterplot of standardized residuals of learning state 
by the standardized residuals of caregiver overload with 
aggregated data. (N=70) (Equations 4.11, 4.12) 
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Role with aggregated data. (N=70) 
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Figure M-19. Scatterplot of seriousness of illness by standardized 
residuals for acceptance of the maintenance role with 
aggregated data. (N=70) 
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