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ABSTRACT 

A correlational descriptive study was conducted to describe the 

relationship among variables associated with family members acceptance of 

the caregiver role for the homebound elderly person who is chronically 

ill and requires skilled care. The major variables investigated were 

family role responsibilities, dependency of the elderly, decision for 

care and caregiver role. 

A convenience sample of 30 caregivers were administered three 

questionnaires that tested: physical, psychological and physiological 

limitations of the elderly person; physical care and activities of daily 

living the elderly person could provide and those activities the care

giver was providing; attitudes of the caregivers about the role and demo

graphic data of both the elderly person and the caregiver. Reliability 

and validity testing was performed upon all data instruments. The Care

giver Attitude Scale was found to be multidimensional. 

Findings revealed a positive correlation between dependency of 

the elderly person as measured only by their limitations and burdens of 

the caregiver. A positive correlation was also found between burdens of 

the caregiver and the caregiver role. 

xii 



CHAPTER I 

INTRODUCTION 

Social workers and nurses frequently assume that when the elderly 

person is discharged from the hospital, the caregiver will be the spouse 

or another family member. Furthermore, this assumption is made without 

proper assessment of the family, the elderly person, the home environ

ment, or most important, the potential caregiver. As care becomes more 

complex and family members are required to make nursing decisions without 

preparation, the caregiver must make a great emotional and physical 

investment with resultant personal sacrifices (Burgess, Locke, Thomes 

1963; Beck and Phillips 1983). These sacrifices interfere with the care

giver's roles and other responsibilities and over time they can erode the 

functioning family (Burgess, Locke, Thomes 1963; Stuart and Snope 1981; 

Ragan 1979). The extra work expended by caregivers to meet the elderly 

person's daily needs as well as their own produces both physical and 

emotional distress (Beck and Phillips 1983), a fact that causes concern 

among health professionals. The concern is becoming more pronounced as 

more caregivers are needed to care for the increasing elderly population. 

The number of older Americans, those over sixty-five years of 

age, is approaching twenty-five million, and the prospects of that number 

increasing is highly probable (Somers and Fabian 1981). The United 

States census bureau estimates that by the year 2035, there will be over 

fifty-five million older Americans (Somers and Fabian 1981). Of the 

1 
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27,175,000 elderly people, 13,627,000 or 59% are female and of that, 

7,110,000 or 52% are widowed. Of the 9,548,000 elderly males, 1,350,000 

or 7% are widowers (U.S,.__Bureau of Census 1980). 

Most older Americans who reach seventy years of age have some 

form of a chronic illness or disability (Dimond 1983; Somers and Fabian 

1981). In 1976, the Federal Council on Aging estimated that by 1980 

there would be approximately 9.1 million frail elderly people in the 

United States. Frail elderly was defined as those individuals over 60 

years old who can no longer independently provide for their activities of 

daily living needs due to physical and/or mental limitations (Department 

H.E.W. 1976). Ninety-six percent of the elderly population reside in the 

community, either alone or with spouses or other family members. Of this 

population, 12-14% are so impaired that they can only be left for short 

periods of time (Anderson 1976). In 1975, a national survey found among 

5755 elderly people that 3% were bedbound and 7% homebound, twice the 

percentage of institutionalized elderly people in the United States 

(Shanas 1979). In addition, Siege! (1976) reported that in the popula

tion over eighty years of age, seven out of eight people were being cared 

for in the home. Brody, Poulshock and Mascioschi (1978) reported 

significant limitations of elderly persons utilizing home health 

services: 58.1% had moderate functional impairment, 7.8% had serious 

impairments, 25.6% had severe impairment and 9.3% were totally impaired. 

Traditionally, the nonprofessional caregiver of the homebound and 

bedbound elderly person has been either the spouse or a daughter (Treas 

1977; Shanas 1979). Most families care for their elderly members without 
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health agencies (Beck and Phillips 1983; Stuart and Snope 1981). Shanas 

(1979) found that caregivers for homebound, bedfast individuals were 

spouses (38%), children outside the home [20%), and children inside the 

home (14%). For the remaining 28%, care was provided by other relatives 

and nonrelatives. 

If the elderly person is married, the spouse, even if chronically 

ill, assumes the primary responsibility and decision for the caregiver 

role (Johnson 1980; Shanas 1979; Somers and Fabian 1981; Golodetz et al. 

1969). If the spouse is absent or unable to provide the required care, 

adult children living in the community or with the elderly person become 

the caregivers (Shanas 1979; Lopata 1978; Lopata 1979). 

Little documentation is available that indicates the reasons why 

the family members are willing to assume this role of caregiver for the 

homebound elderly person. Brody, Poulshock and Mascioschi (1978) 

reported that the role of the family member was significant in determin

ing whether the elderly person would return to the community or be 

institutionalized. The decision to assume the caregiver role is often 

made while the elderly person is hospital i2ed,'and frequently that 

decision is made by the spouse or family member without a careful examin

ation of the potential caregiver's abilities, judgment and expectations 

of the role. 

The feelings voiced by caregivers to social workers and nurses 

regarding the decision to assume the role is often in one of three forms: 

1) disinterest in pursuing the caregiver role but feeling pressured by 

hospital staff (Golodetz et al. 1969); 2) accepting the role without 

second thoughts or; 3) accepting the role with ambivilant feelings. 
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Davis (1980) found that the choice of home care by the caregiver was 

frequently based on family values and ideas rather than on the quality 

or quantity of services that the caregiver could provide. 

Although little documentation exists in the literature describing 

the spouse's pressure in formulating the decision to assume the caregiver 

role, several identified pressures are associated with the decision of 

the adult child in assuming the role. One of the major pressures the 

adult child faces is society's evaluation of whether or not the adult 

child accepts the role. It is considered the family's responsibility to 

assume the care of one of its members. "Admission to a nursing home is 

widely considered the ultimate failure in one's social career" (Dimond 

1983, p. 125). In addition, role and responsibility pressures are 

frequently placed on the adult child by a spouse who feels ignored as 

well as from the elderly person and health personnel. Adult children, 

the middle generation, are caught between multiple roles and three 

competing responsibilities; those of the parents, those of the adult 

child's own family and self (Ragan 1979; Sussman 1976). 

Middle age women comprise the majority of working women (Bengtson 

and DeTerre 1980), and it is these same women who have the potential of 

being the caregiver of their parent(s), their husband's parent(s) if the 

husband has no sisters, or their husband. This situation can cause 

increasing pressures on the woman in the decision to take the caregiver 

role or maintain a much needed source of income and personal independence 

(Treas 1977). Commonly, the female caregiver chooses both roles, which 

places her in a high risk situation concerning her own well-being. 
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Treas (1977) identified the current factors that limit family 

involvement with the elderly as: 1) increasing geographic mobility; 

2) smaller families; 3) fewer unmarried children who traditionally pro

vided the care and 4) changing social roles of women that encourage more 

involvement in the work force. The increase life span accompanied by a 

steady decline in the birth rate has resulted in fewer adult children to 

care for the increasing number of aging parents (Ragan 1979). 

After accepting the caregiver role the consequences faced by 

either the spouse or another adult caregiver are the same, yet each care

giver has unique difficulties. In assuming the caregiver role, spouses of 

disabled or chronically ill elderly must make role changes. If the 

disabling illness occurred suddenly, there is less ability for the spouse 

to ease into the role. Possibly for the first time, elderly men must 

cook, shop, run errands, provide personal care, and perforin skilled care 

duties. Elderly women, also possibly for the first time, must make major 

decisions without advice and assume financial obligations in addition to 

providing the required skilled care. There is concern among health pro

fessionals when the elderly caregiver's cognitive and physical limita

tions handicaps his/her abilities to learn and carry out skilled 

activities and traditional tasks without assistance. 

On the other hand, adult children have unique burdens when 

assuming the caregiver role. The adult child caregiver may be caring for 

both her aging parents and her own children with little support and 

assistance from her siblings. She may be employed or engaged in a 

serious career. In addition, for the first time, the adult children may 

well be in their fifties or sixties with chronic illnesses and declining 
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energy and finances of their own as they provide care for their parent(s) 

who are in their seventies or eighties (Treas 1977). 

Even families that have handled stress well in the past will have 

difficulty in adjusting to the multiple problems of caring for a home-

bound person (Archbold 1980; Beck and Phillips 1983). Mechanic (1977) 

suggests that the ill and disabled elderly are frequently neglected by 

their family members because of a lack of instruction and information on 

the care needed and how to problem solve. 

Beck and Phillips (1983) suggest that burdens of caregiving on 

marginally sound family structures increase the likelihood of elder 

abuse. If the elderly person is confused, there is a greater chance of 

exposure to abusive or neglectful treatment. There is also an increased 

chance of physical or emotional neglect if the elderly person is bed-

bound and depends totally on the caregiver (Beck and Phillips 1983). In 

addition, the caregiver may voice fears, prejudices, values and expecta

tions that can activate old feelings of anger, resentment and guilt due 

to overwhelming feelings of burden (Goldoetz et al. 1969). 

A more recent problem that the caregiver has had to deal with and 

which significantly affects the homebound elderly person, is the federal 

government's implementation of the Diagnostic Related Groups (DRGs), the 

reimbursement payment plan by Medicare. This action has placed re

strictions on the number of days the patient is allowed for hospitaliza

tion based upon the admitting diagnosis. Prior to this implementation, a 

person who had Medicare could be hospitalized as many times as the family 

and/or the physician requested, which provided respite for the family or 
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the spouse caring for demanding and/or bedbound persons. The person now 

may be sent home from the hospital still recovering from major surgery or 

rehabilitation and the family must perform tasks that the nurse previous

ly performed. 

DRGs, deinstitutionalization and advanced medical technology have 

added skilled tasks and functions to the nonprofessional caregiver who is 

already juggling traditional tasks such as assisting with personal care, 

laundry, housekeeping, cooking and errands (Hausman 1979; Shanas 1960; 

Golodetz et al. 1969; Johnson and Catalano 1981; Treas 1977). Skilled 

care tasks include foley catheter irrigations, major decubitus care, 

major wound care, nasogastric feedings, tracheostomy changes and suction

ing, post cardiac and CVA rehabilitation, numerous medications and com

plex dosage schedules and bowel routines (Davis 1980; Hausman 1979; 

Golodetz et al. 1969). 

The transition of skilled and traditional care by the hospital 

staff to the caregiver will not occur smoothly unless caregivers are 

prepared by the nurses. The caregiver role and reasons for assuming the 

role need to be explored by the nurse (Hausman 1979). It is at home that 

questions and problems arise. Unknown and unfamiliar expectations and 

activities of the caregiver role clash with familiar roles, expectations 

and activities. Suddenly the feelings of being overwhelmed are 

experienced and regrets, anger and frustration commence. Unless the 

potential caregiver has been exposed or educated previously to know what 

the behaviors, activities and expectations are for this role, to 

recognize the potential problems and to problem solve, the chance for 
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role conflict, role overload and frustration is highly likely (Hausman 

1979). 

Research has been conducted on the burdens of the caregiver 

(Hausman 1979; Archbold 1980). Research has also been conducted on the 

traditional tasks of the caregiver to the elderly person (Kalish 1975; 

Brody 1981; Sussman 1959; Shanas 1960, 1961; Treas 1977; Schorr 1960). 

Research has failed to specifically explore the factors involved in the 

caregiver's decision to assume the caregiving role for the homebound 

elderly person who requires both traditional and skilled care tasks. 

Purpose of the Study 

The purpose of the study was to describe the relationships 

among variables associated with family members acceptance of the care

giver role for the homebound elderly person who is chronically ill and 

requires skilled care. The major variables investigated were family role 

responsibilities, dependency of the elderly, decision for care and 

caregiver role. Demographic data were also used to clarify conditions 

for the relationships. 

Significance of the Problem 

There is currently an emphasis on maintaining the chronically ill 

elderly person in the community by both health professionals (Grossman, 

London, Barry 1981; Davis 1980) and the family (Brody 1981; Kivett and 

Learner 1980; Davis 1980; Johnson and Catalano 1981). Health profession

als have become concerned with the quality of care that nonprofessional 

caregivers provide the homebound elderly person. Today's advanced care 
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is defined as tradition tasks and skilled nursing activities. Because 

of advances in medical technology and therapy, elderly persons with 

chronic diseases can live longer by more complex measures than were 

previously carried out by hospital or nursing home nurses. Now skilled 

activities are being increasingly performed by nonprofessional caregivers 

in the home of the elderly person. 

There is also concern when the multiple roles and caregiver 

responsibilities outweigh the physical and mental abilities of the 

elderly caregiver. The caregiver role and the elderly person are both 

dynamic and call for frequent assessment and intervention. The nonpro

fessional person in this role must know how to meet changing role re

quirements and needs without jeopardizing the health of the elderly 

person. Safety may be jeopardized because of poor judgment and/or lack 

of sufficient education or finances. 

Another important factor to consider is that as the amount of 

care required increases, the quality of life of the caregiver decreases 

(Fengler and Goodrich 1979). Neugarten (1979) identified parent caring 

as the major source of life stress — not parenthood, marriage or the 

empty nest syndrome. Fengler and Goodrich (1979) also reported spouse 

care is equally stressful as parent caring for caregivers over age sixty. 

Therefore, the decision to take the caregiver role has far 

reaching consequences for the potential caregiver, the family and the 

chronically ill elderly person. These potential problems and burdens 

are rarely addressed by the health professionals when the decision "who 

will be the caregiver?" is being made by the family. The nurse is in an 

appropriate position to provide information and support in exploring the 



decision to be the caregiver and to assist that person with the role 

transition. Nurses located in the hospital can initially explore the 

caregiver's feelings and attitudes regarding the role. Specific skilled 

activities could be taught so that self confidence could be achieved by 

the caregiver prior to discharge. Public health nurses in the community 

could then complement and support those activities and positive attitude 

of the caregiver to foster better mental and physical health. Community 

support services could be utilized to further support the caregiver in 

caring for the elderly person. Thus, hospital and community based nurses 

would be of prime importance in providing realistic goals and expect

ations of the caregiver role as well as develop problem solving 

techniques, and proficiency in the skilled care activities that will be 

required once the elderly person is home. 

In addition, decreasing numbers of adult children and an increas

ing elderly population with greater lonevity with a chronic illness will 

have a major impact upon social policy and health care of the elderly 

person. Treas (1977) proposed that if mothers were willing to delegate 

responsibility of their children to child care centers and others while 

pursuing a career, they will also delegate the care of their elderly 

parent(s) to others as well. Some of this delegation is already 

occurring with the fast movement of adult foster care centers and elderly 

boarding homes. Fengler and Goodrich (1979) suggested also that wives 

will be less willing to make the sacrifices their mothers made to care 

for their elderly husbands. The trend in women's roles will have an 

affect upon the caregiver role and who performs it in the future. What 

significance the affect will have on the caregiver role is unknown at 
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this time, however, this trend will most likely haze an affect upon the 

health care system, long term care and the community at large. 

Conceptual Framework 

The conceptual framework for this study is based on role theory. 

Within the framework of role theory is the concept of role taking, or 

the acceptance of a role. The concept of role taking has a major 

importance in this study in understanding role acceptance and role be

havior. The concepts of role and role taking are discussed first to pro

vide background theory for the model. The section on role taking 

includes a discussion of the role taking process. The conceptual model 

will then be discussed. 

Role 

Role is defined as a set of prescriptions and expectations which 

guide an individual in a particular situation to meet another's expecta

tions (Friedman 1981). Role also refers to the behavior one expresses 

when taking a role (Biddle 1979). Role is associated within a "cultural 

context" (Biddle, 1979, p. 77) and includes behaviors, values and 

attitudes dictated by society to all people occupying the status (Linton 

1945). Beliefs and values provide contingencies affecting the choice of 

behaviors and decision to take a role (Biddle 1979). 

To understand the caregiver role, one must know how roles are 

acquired. Roles are learned in pairs (Turner 1970) or they do not serve 

a function (Friedman 1981). For a role to exist, there must be another 

role or counter role to reinforce or complement it (Meleis 1975). 



Examples of a role pair include: mother and child, husband and wife, 

teacher and student. With role pairs, the expectations of each 

individual within the role is understood so that each individual knows 

what behavior is expected. Dissimilarity in expectations and perform

ances of a role potentiates a lack of role complementary (Friedman 1981). 

Through socialization family members acquire numerous role. The 

expected behavior within each role is determined by society and influ

enced by the family (Friedman 1981). The individual modifies those 

expectations through exposure to role models and their individual 

attitude and personality. The allocation of roles by the family is 

defined by culture and social class and determines who will do what. In 

addition, allocation of roles can result from the member's search for an 

important and unique position in the family in order to fulfill the 

goals of the family (Turner 1970). Families can become dependent then 

on the presence of certain roles in maintaining family homeostasis 

(Friedman 1981). When there are fewer persons in the family, more role 

demands are placed on each member. When a member vacates a role through 

illness, death or leaves home, someone else must fill the void to 

continue family functioning (Murray and Zentner 1975). 

Role Taking 

Role taking involves predictable behavior (Biddle 1979). It is 

a process whereby one images the role of another and formulates his/her 

own behavior based upon what he/she believes the role should be (Biddle 

1979). Role taking has both cognitive and affective qualities (Meleis 

1975). One can adopt the role of another by acting out the expected 
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Figure 1. Illustration of Role Taking Process 
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behavior and adopt the other's point of view, or one may choose to not 

adopt the other's point of view when acting out the expected behavior 

(Turner 1966). Turner (1966) has found when the latter situation 

occurs, the person who is role taking is less likely to become personally 

involved in the role and less committed. Turner (1966) believes there 

are other unidentified factors which motivate and assist the person in 

determining how the role will be interpreted and played. Role taking 

cannot occur without exploring the other associated concepts in the 

role taking process. 

The role taking process (See figure 1) includes role transition, 

motivations, role expectations, role clarification and role playing. 

Role transition. Role transition involves a change in a role 

relationship that produces new expectations and requires new abilities 

from the individual (Swendsen and Meleis 1978). Role transition is 

achieved through expected behavior and goals and in the costs and 

rewards of the role (Meleis 1975). Role transition occurs most smoothly 

when the roles are predictable and well defined as to the expected 

behaviors (Glaser and Strauss 1971). 

Motivations. "Role Motivation is determined by the rewards to 

be drived, the cost the role taker incurs and the balance between the 

rewards and costs" (Meleis 1975, p. 266). Motivation is also affected 

by the available resources and demands of competing roles (Pitcher 

1978). If someone chooses not to take a role, it is suggested that the 

cost outweighs the rewards (Biddle 1979). The assumption is then made 

that decisions are motivated by voluntary properties. A person simply 



chooses to take or refuse a role based upon motivations, however, the 

family may use coaxing and coercion to pressure family members to take 

or change a role (Friedman 1981), implying an involuntary decision. 

The choice has been made by someone else. 

Role Expectations and Clarifications. Role expectations refer 

to an individual's concept of that role and govern how he acts and 

expects others to act in that role. Role expectations serve as guide

lines and standards of conduct and behavior (Lum 1976); thus expectations 

are interpreted differently by each person (Duval! 1967). Biddle (1979) 

described personal and positional expectations, what a person expects 

from one's own behavior versus the behavior others expect. Personal 

expectations are likely to be cognitive whereas positional expectations 

include values or functions of a particular role. Positional roles are 

expected roles and are called obligations that can be overt and/or 

covert. Kinship systems control role expectations for obligations of 

support and personal identity. 

Role clarification refers to the cognitive process of inter

preting information and cues available to the person in order to perform 

the role. Clarification involves role expectations of new behavior 

based upon social and cultural learning and available role models. 

When an individual and society share similar expectations, the person 

has a clear idea of the expected role behavior. When there is a 

discrepancy, however, between the individual and society's expectations, 

the person is not able to identify the correct behavior in the role 
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(Johnson 1979). Role clarification assists with role taking and prevents 

role insufficiency (Meleis 1975; Lum 1976). 

Role playing. Role playing is the learning of new expectations 

from society and within the family and practicing the skills and 

behaviors required of a particular role (Biddle 1979). A person must 

develop the abilities and skills needed to enact a role in order to 

successfully change or take on a new role (Johnson 1979). Role playing 

allows the individual to imitate and master the role and the behavior 

expected before taking the role. Thus, if a role is adopted without 

role playing, clarity of expectations is lacking and role insufficiency 

develops. 

Role Dissatisfaction 

For an individual to successfully take a role, there must be 

present: motivating factors, role expectations, role clarification and 

role playing. Without any one of these variables present, role taking 

will be unsuccessful and role insufficiency, role conflict, role over

load and cognitive dissonance will occur. "Role insufficiency is any 

difficulty in the cognizance and/or performance of a role or of the 

sentiments and goals associated with the role behavior as perceived by 

the self or by significant others" (Meleis 1975, p. 266). Role 

insufficiency can occur when there are poor role relationships or a lack 

of knowledge about the role behaviors, feelings or goals. Role insuff

iciency can also occur when there is ambivilence or dissatisfaction in 
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fulfilling role obligations or expectations (Meieis 1975). Role insuf

ficiency can be manifested through "anxiety, apathy, frustration, grief, 

power!essness, unhappiness and/or aggression and hostility" (Meieis 1975, 

p. 266). 

"Role conflict occurs when the expectations or behaviors of one 

role are incongruent with the expectations or behaviors of another role" 

(Johnson 1979, p. 320). Role conflict can also occur within the same 

role when the individual and significant others have dissimilar expecta

tions of behavior (Palmer 1981). Over time this conflict can produce 

feelings of frustration, anxiety, self-blame and guilt (Palmer 1981). 

Role overload is when an individual is unable to meet expecta

tions of one or more roles because of a lack of ability, knowledge or 

motivation (Palmer 1981). Role overload can also occur when an 

individual is attempting to perform a number of different roles (new and 

old) at the same time. 

Cognitive dissonance is the interpersonal and/or intrapersonal 

disagreement about the expectations of a role (Biddle 1979). Cognitive 

dissonance involves changes in role expectations, not the role behaviors. 

Cognitive dissonance occurs in the individual who is carrying out the 

role, not the role complement (Biddle 1979). 

The Conceptual Model 

The conceptual framework for this study is derived from role 

theory and entails four major variables — family role responsibility, 

dependency of elderly, decision for care and caregiver's role (See figure 

2 ) .  
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Figure 2. Conceptual Model: Family Role, Dependency of Elderly, Decision for 
Care and the Caregiver Role. 



Family Role Responsibility 

Family role responsibility is defined as those spouses and/or 

adult children who assume the activities and duties of the roles 

necessary to maintain the family structure and function. 

Spouse. The spouse of the homebound elderly person is frequently 

the first resource person considered to assume the caregiver role by 

virtue of marital responsibilities; the adult child is considered second 

(Johnson and Catalano 1981; Kivett and Learner 1980; Brody 1981). 

Adult Child. Duval! (1967) states that one of the middle age 

tasks of the adult child is to ensure life satisfaction and assist those 

behaviors the elderly person can no longer perform independently. The 

belief in filial responsibility is a major factor in whether the adult 

child will assume the caregiver role (Shorr 1960; Seelbach and Sauer 

1977). 

Dependency of Elderly 

The second major conceptual variable, dependency of elder, 

incorporates life maintenance functions and physiological limitations. 

This variable is defined as the elder's physical, psychological and/or 

cognitive need to rely on partial or total assistance from a significant 

other to fulfill life maintenance functions for existence (Lawton and 

Brody 1969). 

Life Maintenance Functions. Life maintenance functions incorpo

rate activities relating to physical self-maintenance (bathing, 

dressing), activities of daily living (shopping, housekeeping) and social 

responsibilities (interaction with friends, family, work) (Lawton and 



Brody 1969). Life maintenance functions are considered the lowest level 

of life sustaining activities. The next levels of activities reflect 

increasing complex levels of function such as "perception-cognition, 

physical self-maintenance, instrumental self-maintenance, effectance and 

social behavior" (Lawton and Brody 1969, p. 179). The higher the level 

of functioning, the more independent the elderly person. 

Physical Limitation. Physical limitations are those physio

logical restrictions secondary to the aging process -- congenital 

abnormalities or chronic disease that interfere with the individual's 

ability to carry out life maintenance functions independently. Examples 

are loss of sight, loss of hearing and neurological dysfunctions. The 

number and degree of limitations an individual has can also have a 

synergistic effect on dependency. 

Decision for Care 

The third major conceptual variable, decision for care, is 

defined as those internal emotions which motivate an individual to 

consider or not consider an idea or action/behavior. The decision to 

become the caregiver for the homebound elderly person has been suggested 

to be "individual responsibility, family life, morality and religious/ 

existential meanings" (Davis 1980, p. 478). The feelings regarding the 

decision to become the caregiver can be associated with the attitudes 

toward the role (Biddle 1979; Meieis 1975). 

Caregiver Role 

The fourth major conceptual variable is the caregiver role which 

consists of three interrelated areas: activities, attitudes and burdens. 



The caregiver role is a specific type of role in which one individual 

assists, partially or totally, another individual who is unable to pro

vide for his/her own needs due to various limitations or illnesses. 

The concept has not been defined in the literature, as such. It has only 

been described according to the activities performed. What literature is 

available refers to the mother-infant relationship. In this study, the 

caregiver role is defined as those activities, attitudes and burdens 

surrounding the individual in the caregiver role. 

Caregiver Activities. Caregiver activities are the life mainten

ance functions and roles and skilled nursing functions performed by a 

significant other because the elderly person is unable to either 

partially or totally perform them him/herself. Lawton and Brody (1969) 

devised a functional rating scale to serve as measurable criteria for 

admission into nursing homes, day care centers and adult foster care 

homes. Benoliel, McCorkle and Young (1980) developed a social dependency 

scale to assess three levels of activities: self-care competence, 

mobility competence and social competence. Within the social competence 

scale are four variables that a normal functioning adult should be able 

to perform independently: consciousness, role activity, social inter

action, and social interest. The authors found the scale to be highly 

reliable as a measure of social dependency in performing activities 

and roles as health declined. If an elderly individual is unable to 

perform certain roles or parts of roles, someone else has to fill the 

responsibility which causes an increase in role responsibility for some

one else (Murry and Zentner 1975). 
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Attitudes Toward the Caregiver Role. Attitudes toward the role 

are those feelings, values and behaviors an individual possesses which 

formulate a positive or negative position toward a role (Biddle 1979). 

Role attitudes are the internalization of a role, and the values and 

beliefs an individual has forms the motivational base in the decision to 

take a role (Biddle 1979). The decision to take a role and the attitudes 

toward the role can influence the perceived outcomes as either positive 

or negative. 

Burdens. Burdens are emotional and/or physical difficulties and 

problems. Zarit, Reeves and Bach-Peterson (1980) studied twenty-nine 

caregivers and their elderly parents with senile dementia and found feel

ings of burden inversely related to caregiver satisfaction and willing

ness to assume the caregiver role. Burdens of a role can be caused from 

role insufficiency, role conflict, role overload or cognitive dissonance. 

Caregiver burdens can have a negative effect upon the receiver of the 

care, the elderly person (Beck and Phillips 1983). 

Hypotheses. The following hypotheses were tested: 

1. A positive relationship exists between family role responsibility 

and dependency of the elderly. 

2. A positive relationship exists between family role responsibility 

and decision for care. 

3. A positive relationship exists between family role responsibility 

and caregiver role. 

4. A positive relationship exists between dependency of the elderly 

and decision for care. 
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5. A positive relationship exists between dependency of the elderly 

and the caregiver role. 

6. A positive relationship exists between decision for care and the 

caregiver role. 

Measurement of Major Variables 

The four major conceptual variables identified in the framework 

were measured utilizing the Activities Scale (AS) and the Caregiver 

Attitude Scale (CAS). Dependency of Elderly (DOE) were measured by the 

Activities Scale modified from Lawton and Brody (1969) and the 

Limitations Scale developed by the investigator. Family Role Responsi

bility (FRS), Decision for Care (DFC) and Caregiver Role (CR) were 

measured by the Caregiver Attitude Scale (CAS) developed by the 

investigator. 

In conclusion, role taking by the caregiver for the homebound 

elderly person usually occurs without prior planning, so that role 

transition frequently transpires without the role taking process. The 

role taking process includes: role motivation, role expectations, role 

clarification and role playing. Without the role taking process, the 

caregiver is often left with the role insufficiency, role conflict, role 

overload and cognitive dissonance. These feelings of inadequacy can 

produce a negative attitude toward the elderly person and the caregiver 

role. The quantity and type of activities that the caregiver must 

perform for the elderly person in addition to their normal role 

responsibilities also determine how the caregiver views the role. 

Feelings regarding the decision to be the caregiver and whose 



responsibility it is to become the caregiver in the family also has much 

impact on the attitudes toward the role and amount of perceived burdens. 

It is possible that all of these variables have importance for the 

caregiver not only in the outcomes of the decision but in the initial 

decision to take the role as well. 



CHAPTER II 

REVIEW OF THE LITERATURE 

The selected review of the literature presented in this chapter 

includes five sections: 1) theoretical background information on family 

structure and illness; 2) family role responsibilities; 3) dependency 

of elderly; 4) decision for care; and 5) the caregiver role. 

Family Structure and Illness 

To comprehend the importance and interrelationship of this 

study's four variables, background information regarding the family with 

and without illness is necessary. Family is defined by Friedman (1981) 

as "two or more people who are emotionally involved with each other and 

live in close geographical proximity" (p. 8). This definition incorpo

rates the nucler, and extend family as well as those significant others 

not included in the traditional family definition (Friedman, 1981). 

Family refers not only to the composition of the family, but also to the 

roles held by each member. In the formative years of the family, 

established priorities of responsibilities, roles, tasks and kinship 

bonds are developed and reinforced (Turner 1970; Ragan 1979). "Each 

family unit develops a set of roles in terms of its expectations of aid 

and assistance under varying conditions, mutual expectations of 

reciprocity over time which involves the whole system" (Litman 1974, p. 

506). Allocation of roles among each member is primarily decided by 

cultural definition, and cultural influence assists in determining a 

25 
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person's fitness for a role (Turner 1970). A family member may also 

acquire a desired role through sheer determination. "In working 

marriages, roles and decision of labor are likely to be determined by 

tradition whereas in middle class marriages, roles are more likely to be 

determined by choice" (Adams 1980, p. 297). 

Symbols, learned by each family member through experience, are 

attached to each role by the family and convey obligation (Turner 1970). 

Kinship bonds are also tied to obligation (Bahr 1976) and not necessarily 

related to mutual affection (Weiss 1974). Women tend to fulfill kinship 

obligations whereas men generally allow the bonds to falter (Bahr 1976). 

Nyle and Cecar (1976) found that women who work greater than or equal to 

forty hours a week have the least kinship obligations, while those who 

work part time are the most likely to fulfill kinship obligations. The 

lower socioeconomic and less educated families are more likely to main

tain kinship obligations than those people who are better educated and 

affluent (Nyle and Cecar 1976; Lieberman 1978). 

Love within the family contributes to the bondedness of kinship 

identity and obligation. Love and obligation are taught within the 

family culture and affects all processes of family life including 

decision-making, role allocation and responsibility and conflict (Turner 

1970). Lack of response to an obligation is determined largely by the 

degree of relationship that exists and is influenced by the interaction 

pattern (Bahr 1976). 

Ambivilence occurs when the family member fails to spontaneously 

cover obligations (Turner 1970). Interrole or intrarole conflict occurs 

when family members are forced to accept new roles with little 



opportunity to learn the expectations of the new role (Turner 1970). 

Conflict also occurs when the new role interferes with other responsi

bilities, especially with little time to rearrange old roles (Friedman 

1981). The family member may feel burdened, anxious or guilty if they 

feel they are not performing competently in their new role or if the 

new role is demanding and unmanageable (Friedman 1981). 

The family is the single most important social context in which 

illness occurs and is resolved (Litman 1974). The family determines and 

defines whether or not a member is ill, validates the illness role and 

seeks out medical care (Litman 1974). Women have the primary responsi

bilities for making those health care decisions and utilizing community 

resources (Litman 1974; Pratt 1976; Shanas 1979). 

The family also determines whether the member will receive care 

by the family at home or by community resources (Anderson 1968). Litman 

(1971) studied family health and health care in 210 nuclear families (70 

three-generational linkages) in a midwestern town over one year. One of 

the results of this study revealed that at least half of the families, 

regardless of generations, indicated they would have difficulty in pro

viding care for a family member for any prolonged period of time. The 

elderly people especially voiced inability to provide home health care 

to members of their family, based upon their own physical limitations. 

In a period of crisis such as illness the family structure is 

modified, depending upon whether the ill member is able to carry out his 

usual roles and activities (Litman 1974). Role transition is necessary 

to fill the vacant role of the family member during illness. Steinman 

(1979) suggested that role transition cannot occur in the family unless 



the members are flexible enough to withstand change in both the structure 

and interpersonal relationship. 

Flexibility is defined as the ability to adopt new roles and 

relinquish old roles as well as change oneself's expectations of others 

(Steinman 1979). Families with flexible role sharing in skills and tasks 

and that adjust readily to changes in those roles rely less on external 

resources (Pratt 1976). Steinman (1979) suggested that inflexibility of 

the family produces conflict. 

Acute illnesses are not likely to affect family relationships 

whereas a chronic or serious illness may have a profound impact on family 

function and role allocation (Litman 1974). Melvin and Nagi (1970) 

identified nine characteristics that influence family response to a long 

term or chronic illness: 1) point in life cycle at onset; 2) nature of 

limitations imposed by illness; 3) degree of limitation; 4) degree of 

visibility of impairment associated with illness; 5) stigma attached to 

impairment; 6) predictability of behavior on the part of the family 

member (patient); 7) type of underlying pathology; 8) relationship 

between impairment and ability to perform designated roles and functions; 

9) pain and fear. Not only do these factors affect the family unit as a 

whole, but they have impact upon who will become the caregiver for the 

ill family member. 

Family Role Responsibility 

Little research has been done in the area of the spouse's 

obligation to an elderly partner, but considerable research has been done 

in the area of filial responsibility. Older couples rely upon each other 
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(Johnson 1980; Brody 1981); widows, widowers, upon their children (Lopata 

1978); and children, upon formal community supports (Kivett and Learner 

1980). This social pattern has been called the principle of substitution 

(Shanas 1979). 

In this section, spouse and filial responsibility are discussed; 

however, the responsibility for care associated with childless elderly 

person is not. 

Spouse Responsibility 

At one time, age was a significant factor in determining who 

became the caregiver. Men in the past had a tendency to marry younger 

women (Troll, Miller and Atchley 1979) and men in their aging years were 

highly likely to suffer from one or more limitations of activity. Since 

women also tended to live longer than men (Troll, Miller and Atchley 

1979; Duvall 1967; Friedman 1981) the wife assumed the role of caregiver 

during the last years of her life in the face of her husband's failing 

health or disability (Shanas 1979; Fengler and Goodrich 1979; Klein 

1967). 

Shanas (1979) in a national survey involving 5755 men and women 

found the impaired older person required assistance with all or part of 

his/her activities and roles and looked to the spouse as the primary 

source of support. Golodetz et al. (1969) explored 59 elderly households 

in which home health care agencies were utilized and found that elderly 

spouses were primary caregivers when the patient was married. Zarit, 

Reeves and Batch-Peterson (1980) interviewed 29 caregivers of elderly 

persons with senile dementia and found that 18 were spouses. Johnson and 



Catalano (1980) in a study of 28 elderly persons also found spouses as 

the primary caregiver when a marriage was present. Couples who reach old 

age together depend upon each other either because of mutual affection 

and support or familiarity and security (Johnson and Catalano 1981; 

Weishaus 1979). 

Filial Responsibility 

Filial responsibility is a relatively new phrase that infers an 

adult's obligation to meet a parent's basic needs (Shorr 1960). This 

responsibility is not taught but passed on from generation to generation 

in a set of implicit assumptions (Seelbach and Sauer 1977). Golodetz et 

al. (1969) reported in his study of 59 caregivers, that 23 were adult 

children. Shanas (1961) in an interview sample of 1,734 persons, found 

that as parental needs increase, including the need for nursing care, the 

responsibility of that care was commonly assumed by the adult children. 

Litman (1971) found in his study (n=210) that 80% of all respondants felt 

care should be provided by the family in the comfort of the home and that 

75% of the younger generation respondants also endorsed that belief. 

Historically, land and money inheritance motivated the adult 

child to assume the obligation of caregiver for the chronically ill 

elderly parent(s). The family had a responsibility for the socialization 

of their children and providing security for adults in later life 

(Parsons 1955, 1965). Adult children depended upon their parents for 

economic doweries, financial support (Treas 1977) and kinship functions 

(Turner 1970), while transfer of property was the parents' guarantee that 

he/she would be taken care of by the child (Treas 1977). The parent, 
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while living, often had the final say over the child and frequently pro

vided for the daughter's spouse in the will as well. Disinheritance from 

the will occurred when provisions by the child were not implemented 

(Treas 1977). 

Today, the adult children are independent early and learn to rely 

on their own resources, which does not put them into a dependent and 

indebted position to their parents (Treas 1977). What mutual assistance 

does occur is in the form of companionship in maintaining family ties and 

in monetary loans to the children (Turner 1970). "Financial support of 

the aged no longer belongs to the children, but to medicare and social 

security" (Treas 1977, p. 490). Therefore, the aging parent has little 

control over the children. 

Nevertheless, when the elderly person is widowed or the spouse is 

unable to provide the care needed for the ill elderly person, first the 

daughter and then the son are looked to for assistance by society and the 

health profession (Litman 1971; Brody 1977; Shanas 1979; Lopata 1973; 

Golodetz et al. 1969). The daughter is seen as a caregiver because of 

culturally assigned roles (Lopata 1973). Litman (1971) found in his 

three generation study (n=210), that parents were more likely to turn to 

a daughter first, a son second and community resources third for assist

ance in acute or chronic illnesses. Brody (1981) also found agreement 

among middle aged women (n=172) that the responsibility of parent care 

should be theirs. It is of interest to note the demographic data of this 

study. The mean age was 49; four-fifths were married; 8% were widows; 

11%, separated or divorced; 84% had one or more children living in the 
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home and 20% had a parent living with them. Three-fifths of the women 

were employed while providing caregiving activities. 

In addition, it is significant that Golodetz et al. (1969) (n=59) 

found that the health of both spouses and adult child caregivers was not 

related to individual fulfilling their responsibility to ill elderly 

individual. Golodetz et al. (1969) found that 31 out of 59 caregivers, 

regardless of age, had severe health problems with 18 requiring 

consistent medical supervision for chronic illness. Family help to the 

elderly during illness indicates mutual expectations of each generation 

for each other (Shanas 1979). 

Dependency of Elderly 

Little research specifically addresses the level and amount of 

dependency of the chronically ill elderly person on the caregiver, and 

no literature addresses skilled care tasks of the bedbound or homebound 

elderly. Most research addresses only the elderly person's limitations 

and the need for a caregiver to assist with activities (Johnson and 

Catalano 1980; Golodetz et al. 1969; Crossman, London and Barry 1981). 

Since the available literature is inconsistent in separating the limita

tions due to physiological handicaps and life maintenance functions, this 

section will address both causes of the elderly person's limitations as a 

unit, rather than individually. 

Chronic illness leads to physiological changes that limit the 

elderly person's ability to meet the needs for life existence and which 

over time, frequently affect the psychological well being of the elderly 



person (Benoliel, McCorkle, Young 1980). Physiological or Psychological 

limitations of the elderly "leads to a state of enforced social 

dependence" (p. 3) that continues to progress as the chronic illness 

and/or aging process progresses. 

Two research works specifically addressed the type and level of 

activity of the elderly person. Benoliel, McCorkle and Young (1980) 

developed a social dependency scale (n=60) that was used to compare the 

activities of a patient with progressive disease to those activities of 

independent healthy adults. Three areas of activities were each scored 

according to the level of assistance needed to perform the task. The 

social dependency scale was found to be reliable as a measure of social 

dependency. The study found increasing dependency upon other people for 

activities of daily living and personal care tasks as a chronic disease 

process progressed. 

Lawton and Brody (1969) developed an assessment scale of older 

persons (n=265) in order to identify and describe the activities the 

elderly person could normally perform independently. The activities 

were divided into two major categories: physical self-maintenance and 

activities of daily living. The categories were scored according to how 

much assistance was needed to perform each task. The lower the score, 

the more dependent the elderly person. The data could then be used as 

a reliable objective measure of dependency and appropriate community 

resources could be utilized for support. 

Several research studies have identified physical and psycho

logical limitations of the elderly person that increase dependency and 
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act as a source of burdens for the caregiver, resulting in role 

dissatisfaction and frustration. Worcester and Quayhagen (1983), in 

their study of 48 past and present caregivers, found caregiver 

satisfaction negatively correlated to psychological problems due to 

cognitive limitations. Of those elderly persons presently receiving care 

at home, 11% had cognitive limitations; of those elderly persons 

receiving home care in the past, 24% had cognitive limitations. The 

number of elderly persons who had physical limitations that necessitated 

assistance from others were 89% for the present group and 76% for the 

past group. 

Zarit, Reeves and Bach-Peterson (1980), in their study of 58 

elderly persons with senile dementia and their caregivers, found that 

two-thirds of the elderly persons required assistance with activities of 

daily living. In addition, 96.1% had impaired cognitive ability and 

30.2% had behavior problems. These limitations were expressed by the 

caregiver as excessive dependency of the elderly person on the caregiver 

and a major source of burden. 

Poulshock and Deimling (1984) in their survey of 614 families in 

which impaired elders were cared for by family members, found elder's 

cognitive and some psychological impairments impacted upon the burden 

level of the caregivers and their families. The researcher found 30% of 

the subjects were dependent on the caregivers in at least five out of six 

areas of activities of daily living. The remaining 70% of elderly 

subjects required assistance from caregivers in at least three of the six 

areas of activities of daily living. Activities of daily living 

demonstrated a strong correlation with feelings of caregiver burden. 



Decision for Care 

Treas (1977) suggested that some type of unidentified selection 

process was used by family members to decide who the caregiver would be 

before one was needed. It has also been suggested that the family member 

with the fewest competing responsibilities becomes the caregiver (Shanas 

et al. 1968; Lang and Brody 1980). On the other hand, Hausman (1979) 

counseled a group of caregivers (n=48) for the elderly person and found 

"none of them had spent any time planning for the part they would play in 

their parents' old age" (p. 104). Golodetz et al. (1969), studied 59 

households where home care agencies were utilized and found in that 42 

the caregiver assumed the role because no one else was available. Their 

research suggested there was little choice in taking the caregiver role. 

Davis (1980) in her exploratory study of 10 home care patients, 

reported the reasons for families' decision to take the caregiver role 

included: 1) life purpose or meaning; 2) inability of the elderly to 

provide own physical care; and 3) inability of the elderly person to 

provide own psychological/social needs. In addition, the caregivers 

stated that institutionalization was an acceptable alternative because 

it fostered dependency, depersonalization, lack of privacy and lack of 

individual care. Davis also found the nature and stage of the disability, 

coupled with the age and health status of the caregiver were significant 

determinants to assure the caregiver role. She identified two reactions 

to the caregiver decision: rational careful thinking and weighing 

alternatives and one of automatic response "referred to as blind 

nurture or instinctive reaction" (p. 478). 



Eggert, Granger, Morris and Pendleton (1977) studied 173 disabled 

patients who were sent home rather than to institutions for post 

hospitalization rehabilitation and found that although most families were 

willing to provide the care for the elderly person, the willingness and 

capacity significantly decreased over time. During their study, it was 

noted that of those elderly individuals who were sent to institutions 

following the hospitalization, 70% had been cared for in the home by the 

family. Only 38% were again willing to provide care for the homebound 

disabled elderly person. 

Worcester and Quayhagen (1983) studied 48 past and current care

givers for satisfaction within the caregiving role of the homebound 

elderly person and found the decision to assume the role included: 37% 

did so because they were part of the family; 26% out of loving and 

caring; 21% because there was no one else to provide the care. When 

asked if the caregivers felt caregiving was a duty, 5% said no, whereas 

38% felt it was a duty. None of the caregivers studied found advantages 

in the caregiver role. 

There is little research into the area of spouse motivation for 

the caregiver role. Johnson and Catalano (1981) in their study of elderly 

couples (n=167), found married spouses felt the caregiver role was a 

"natural extension of the marital relationship" (p. 614). 

In contrast, quite a number of studies address the motivating 

factors for the adult children. "Adult children view their mother as 

the pivotal member of the family who always kept things together and may 

expect her to continue in the same role despite the change in circum

stances" (Crossman, London and Barry 1981). Crossman and others also 



suggested that society expects and encourages the role of mother as care

giver throughout her life. 

Duvall (1967) wrote of the adult child caregiver: "There are 

strong social pressures for being nice to one's aging parents with much 

social criticism from those who woefully neglect their parents" (p. 426). 

She added that those children who had conflicting relationships with 

their parents in the past found it increasingly difficult to care for 

their aging parent, especially if the parent required constant super

vision and skilled/technical care and was unable to perform most 

activities of daily living. "Some families find older parents a burden 

and assume the caregiver role reluctantly as a last resort" (p. 465). 

Robinson and Thurnher (1979) studied 49 adult child caregivers of 

aged parents and found obligations to the parent and the family as the 

motivating factor to assume the caregiver role. Indebtedness (Blau 1973; 

Burgess, Lock and Thomes 1963; Sussman 1965) acceptance and approval of 

adult children from their parents has also been suggested as motivating 

factors for assuming the caregiver role (Treas 1977; Ragan 1979). The 

caregiver role occurred even after a long history of interpersonal con

flict. "Rather than being motivated by economic coersion, assistance to 

aging kin rests on delicate sentiments such as affection, gratitude, 

guilt or a desire for parental approval" (Treas 1977, p. 490). 

Distant relatives' decisions to accept the caregiver was also 

addressed in one study. Johnson and Catalano (1981) found 167 nieces and 

nephews providing caregiving activities to the elderly in response to a 

promise made to a deceased parent. The caregivers wanted only to provide 



intermittant care and considered themselves intermediaries between com

munity services and the elderly person. They expressed ambivilence about 

the effect the caregiving role would have on their family. 

On the other hand, in some families the caregiver role is unful

filled either by choice or capability. Some family members are involved 

in careers and the care of young children while other members just prefer 

to decline the role (Ragan 1979). For those adult children who feel they 

cannot afford the mental and physical strain, a nursing home for the 

parent becomes the answer; however, even that choice is not without guilt 

and implied rejection by both the elderly parents and society (Duval 1 

1967). The sense of obligation to the elderly parent remains, and guilt 

becomes the offspring of conflicting values (Ragan 1979). 

Caregiver Role 

To review the caregiver role, one must describe the three com

ponents that make up the role: activities, attitudes and burdens. All 

three components will be discussed. 

Activities 

Although no research looks specifically at skilled care 

activities, Duvall (1967) described traditional caregiving activities as 

emotional, physical and financial assistance that allowed the elderly 

person to "live out their years happy" (p. 398). Shanas (1979) wrote 

that emotional activities provided by caregivers included socialization, 

conversation and making the individual feel respected and a part of the 

family, and Brody (1981) noted that physical activities caregivers per

form included errands, shopping, personal care and household tasks. In 
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addition, Brody stated that financial management was often the 

responsibility of the son. 

Robinson and Thurnher (1979), in their study of 49 adult child

ren caregivers; found 45% of the caregivers assisting with physical 

and/or psychological tasks of their parent(s). All assisted primarily 

in tasks of daily living such as transportation, personal finances, 

household chores, errands, emotional support or total care. As the 

adult child became more involved in the activities, the situation 

became more problematic. Shanas (1979) in her national study of 5755 

elderly persons, found that those persons who were homebound and bed-

bound, depended on spouses, adult children and others to provide meal 

preparation, shopping and housework. 

Attitudes 

Several research studies have indirectly addressed the attitudes 

of the spouse and adult children as caregivers when identifying other 

issues, such as burdens. Caution is suggested by Brody (1981). In her 

study of 172 caregivers she found attitudes predictive of behavior, over 

time, were subject to shift in response to income, declining health, 

social pressures and trends. 

Less information is available on spouse attitudes than on adult 

children. Worcester and Ouayhagen (1983) in their study of current and 

past caregivers (n=48), found as problems became apparent and increased 

in frequency, responsibility and duty replaced caring and love. The 

authors, however, suggested that older caregivers were more comfortable 

in the role than younger ones primarily because there was no child-to-

parent relationship. 



Davis (1980) in her study of ten caregivers, found those that 

were women perceived the caregiver role as "the essence of mothering, 

nurture, and an aspect of dependency which was viewed as positive" (p. 

480). The author felt the older female caregiver would not be left alone 

as long as the disabled individual stayed at home. Initial feelings of 

caregivers found in this study identified "disorganization, panic, self-

blame, rationalization, business and over work" (p. 481) as predominate 

themes. Those feelings were especially voiced if the caregiver had 

little or no family and/or community support. 

Shanas (1979) in a national survey of 5,755 people over 65, found 

wives expressed feelings of worry, frustration, sadness, resignation 

and impatience over two major factors concerning the caregiver role. 

The most important factor was the uncertainty and helplessness felt over 

their husband's illness process. The second factor was resentment over 

the inability to plan for the future and being unable to carry out the 

couple's original retirement plans. 

The wife accepts her husband's chronic illness and her increased 

responsibilities and roles more readily if the situation occurs slowly so 

that she can ease into the change. When a chronic illness is exacerbat

ed, however, or when a serious acute illness or prolonged rehabilitation 

occurs suddenly, the ability to accept and cope with multiple roles and 

role changes are not easily mastered (Turner, 1970). Crossman, London 

and Barry (1981) in their caregiver respite study program (n=101), found 

that as the elderly wife assumed the caregiver role in addition to those 

roles lost by her ill husband, role ambiguity occurred. The study also 
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found that both the caregiver and the ill elderly spouse felt confused, 

frustrated and angry over added roles and those roles relinquished. 

Davis (1980) in her study of 10 caregivers, found those that were 

men had an attitude of defensiveness, denial, withdrawal and feelings of 

helplessness. Duvall (1967)mentioned in general that when a wife's 

illness caused the husband to assume the roles and tasks of the wife/ 

mother, he was usually unfamiliar with the expectancies and activities of 

the role. 

"Whether a parent is institutionalized, lives in the adult 

child's home or lives out of town, involved and caring adult children 

often find themselves in the unexpected and unfamiliar role of decision 

maker and caretaker" (Hausman 1979, p. 102). Blenkner (1965) identified 

the term "filial crisis" to describe the point at which the adult child 

achieves filial maturity and acknowledges their own strengths and limit

ations and accepts that the parents are no longer able to provide for all 

their own needs. Hausman (1979) addressed the issue of filial crisis in 

her study (n=48) and found the unpreparedness of the adult child care

giver produced feelings of entrapment and resentment. The author also 

found that those families who had unsuccessful relationships prior to the 

elderly's declining health found the relationship was only made worse, 

especially if they were living together. "Evolution of patterns of 

relationships established earlier in life do not change suddenly when a 

person grows old, but grows out of the structure and dynamics of the 

family constellation over time (Stuart and Snope 1981, p. 137). 

Brody (1981) found in her study of middle-generation women 

(n=172) that they experienced pressures of two potentially competing 



values, that of traditional family responsibility to the elderly and that 

of the independent working woman. Feelings of conflicting responsibility 

can result from inconsistent expectations from either the adult child 

and/or the elderly person or from inconsistent beliefs, practices and 

demands (Seelbach and Sauer 1977). 

Johnson and Bursk (1977) explored the quality of relationships of 

adult children and elderly people (n=54) and found as the health of the 

elderly person decreased, the greater the dependency of the elderly 

person on the adult child. Frustration was the result and.an over-all 

poorer relationship between the elderly person and the adult child. 

The quality of care provided by caregivers has also been alluded 

to in the literature as a reflection of the attitude toward the caregiver 

tool. Johnson and Catalano (1980) reported in their study (n=28), that 

spouses were more likely than adult offspring to provide comprehensive 

and indefinite support. In their study, spouses were also less likely to 

seek community support even when both spouses had severe impairments and 

were unable to perform activities of daily living. 

Davis (1980), interviewed 10 caregivers who had performed 

activities for at least one year, and found that among those male care

givers, there was: 1) a lower level of support, activities and 

responsibilities; and 2) less emotional involvement. Robinson and 

Thurnher (1979) (n=114) found that men had a greater ability to physical

ly and emotionally distance themselves from their parents. The men care

givers also felt little responsibility for the emotional well being of 

the parent. No specific data has been sought on the adult female child's 

quality of care as a reflection of attitude toward the caregiver role. 



43 

Burdens 

Recently, attention has been focused from the elderly person to 

the caregiver as the hidden client who experiences physical, emotional, 

personal and financial duress in executing the caregiver role. Archbold 

(1980) found in her longitudinal study of six caregivers that dis

satisfaction toward the role and family disruption in the caregivers' 

lives had occurred since taking the role. Feelings of depression, 

deprivation and anger were expressed in the study. 

Worcester and Quayhagen (1983) found that psychological problems 

of the elderly person had a negative influence on caregiver satisfaction 

(n=48). Major psychological problems included: depression, doing un

safe things, forgetfulness, inability to handle finances and refusal to 

do certain activities that the caregiver felt the elderly person could 

do. Positive influences were the ages of the caregiver and the elderly 

person, medical problems of the elderly person and environmental con

cerns. The authors found major concerns of the caregiver were: having 

no one else to help with the care, caring for other people in addition to 

the elderly person, and worry that the elderly person would get hurt and 

die. There was also expressed concern that the caregiver would not be 

able to handle the situation if the elderly person did die. As problems 

and care increased for the elderly person, the morale of the caregiver 

decreased. 

Fengler and Goodrich (1979) in a study of 34 elderly caregivers 

also found low moral as an indicator of role satisfaction. Low 

satisfaction was associated with decreased health and increased problems. 
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Isolation, role overload, economic hardship and loneliness were also 

identified as correlates of low role satisfaction. 

Poulshock and Deimling (1984) in a study of 614 families with 

caregivers of impaired elderly persons, found elder's cognitive and some 

psychological impairments impacted upon the burden level of the 

caregiver. It was found that the elder's impairments in cognitive 

function produced much restriction in the caregivers activites for the 

elderly person. The restriction impacted upon the burden felt by the 

caregiver. Impairment in activities of daily living was also shown to be 

amounted with the level of caregiver burden. 

Middle-aged caregivers in Robinson and Thurnher's (1979) study 

(n=114) found that rather than the physical care, the confinement and 

routines of the care constituted the burden. During their five year 

study, the authors found an increase in anxiety and tension of the care

givers. Davis (1980) in her study of 10 caregivers also identified a 

loss of freedom as the major burden of caring for the ill elderly person. 

Hausman (1979) (n=48) found middle-aged caregivers burdened not 

only because they felt unprepared for the role, but also because they 

felt the loss of independence and self-esteem, resented siblings not 

sharing the caregiving role, and were upset over the self-centeredness of 

elderly parents and the lack of communication with the elderly parent and 

medical professional people. The author suggested that twenty-four hour 

care, whether or not offered willingly, could not provide the best 

quality of care. 

Only one study showed different findings with respect to the 

cause of caregiver burden. Zarit, Reeves and Bach-Peterson (1980) 
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studied 29 caregivers of ill elderly spouses and found that the frequency 

of family visits was the only significant variable that correlated with 

feelings of burden — the more visits, the less the caregiver burden. 

One study explored physical illness as a correlate of caregiver 

burden. Klein, Dean and Bogdonoff (1967), studied the impact of chronic 

illness on wives (n=73) and found that when chronic illness was present 

with role insufficiency, cognitive dissonance, interpersonal tension and 

somatic symptoms were experienced by both spouses. The tension and 

somatic symptoms produced an inability of the caregiver to perform her 

roles adequately. 

Role conflict, role insufficiency and cognitive dissonance can 

occur in both spouse and adult caregivers as a result of assuming the 

caregiver role (Johnson and Bursk 1977). Family members have other 

obligations and constraints which compete for the caregiver role (Treas 

1977), and this competition can produce role overload and role conflict. 

Hausman (1979) (n=48) found different expectations between the caregiver 

and the elderly person's perceived idea of the role produced cognitive 

dissonance which could lead to role conflict and role insufficiency. 

Roles that are especially new to an individual, for example, the 

husband who assumes the caregiver role, finds much role conflict and role 

insufficiency (Friedman 1981). Crossman, London and Barry (1981) studied 

101 caregivers and found that husbands in female roles of caretaker, 

nurturant and homemaker had difficulty, especially with already existing 

roles and responsibilities. The husband caregiver becomes easily over

whelmed, over burdened and conflict results (Crossman, London and Barry 

1981). 
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In conclusion, elderly persons turn first to their families for 

assistance, then to neighbors and finally to community supports in time 

of illness. The amount of family involvement depends upon "economic 

resources, family structure, quality of relationships and other competing 

demands on family time and energy" (Brody, Poulshock and Mascioschi 1978, 

p. 557). The decision to assume the caregiver role by both the spouse 

and adult children is complex and involves much consideration and intra-

spective evaluation in order to avoid emotional, physical and economic 

burdens. The caregiver role has impact upon the lives of the caregiver, 

the elderly person and the family members. The assessment of the care

giver role is especially important now as care becomes more complex. 



CHAPTER III 

METHODOLOGY 

Introduction 

This chapter describes the study design, setting and sample, 

development and testing of the instruments, protection of human subjects, 

data collection, data analysis, assumptions and limitations of the study 

as well as presenting the hypotheses to be tested. 

Study Design 

The purpose of the study was to describe the relationship among 

variables associated with family members acceptance of the caregiver role 

of the homebound elderly person who is chronically ill and requires 

skilled care. 

A correlational descriptive design was used to investigate 

relationships between the following variables: 1) family role 

responsibility; 2) dependency of the elderly; 3) decision for care and 

4) the caregiver role according to the purpose of the study. Demographic 

characteristics of the caregiver and the elderly person were also obtained 

for descriptive purposes. 

Setting and Sample 

The setting for this study was in the homes of the participants. 

A convenience sample of thirty current caregivers voluntarily partici

pated in the study. The subjects were referred to the investigator 

47 



through Public Health Nurses in the Home Health Division of the local 

county health department. All informants met the following criteria for 

acceptability: 

1) The caregiver had to be providing some degree of traditional 

and skilled tasks/activities for an elderly homebound person. 

2) The caregiver could read and understand English. 

3) The caregiver did not have to be living in the same house as 

the homebound elderly person. 

4) The caregiver was considered a "family member". Family was 

defined by the elderly person and included both nuclear, 

extended types as well as significant others. 

5) The elderly individual could not be suffering from a terminal 

illness and be receiving care in a hospice program. 

6) The elderly individual was greater than sixty years of age. 

Development of the Study Instruments 

Two scales, the Activities Scale and the Caregiver Attitude 

Scale, were developed by the investigator to facilitate measurement of 

the variables. The Activities Scale measured the variable dependency of 

elderly whereas the Caregiver Attitude scale measured family role 

responsibility, decision for care, and the caregiver role. Demographic 

data was also collected for descriptive purposes and to help clarify 

the conditions under which relationships between variables occurred. The 

The Demographic data tool also included areas related to the elderly 

persons physical and psychological/mental limitations, another form of 

measuring for the dependency of the elderly person upon the caregiver. 



Activities Scale 

The Activities Scale (AS) (See Appendix A), was modified from 

Lawton and Brody's Assessment of Older People: Self Maintaining and 

Instrumental Activities of Daily Living (1969). Their assessment scale 

is divided into two subscales, Physical Self-Maintenance and Instrumental 

Activities of Daily Living, and scaled according to Guttman criteria. 

The Physical Self-Maintenance subscale is composed of six areas of basic 

activities considered key functions of an individual: toileting, feed

ing, dressing, grooming, physical ambulation and bathing. The Instru

mental Activities of Daily Living subscale is composed of eight areas of 

higher level functions that every independent adult should be able to 

perform: telephoning, shopping, food preparation, housekeeping, laundry, 

mode of transportation, self-medicating and handling of finances. 

The Physical Self-Maintenance subscale is scored with a one if 

the individual is capable of performing the activity independently and 

zero if he/she requires any assistance. The Instrumental Activities of 

Daily Living Scale is scored differently. For those activities the 

elderly individual is able to perform independently or with little 

assistance, he/she receives a one. On the other hand, if the individual 

is severely limited and relies on others to perform the majority of the 

task, a score of zero is given. Scores from each of the subscales are 

summed. The two scores are then treated independently of each other and 

are not totaled. Lawton and Brody (1969) determined that a score of 6 on 

the Physical Self-Maintenance Scale and 8 on the Instrumental Activities 

of Daily Living Scale would be the acceptable score for independence. 



50 

Based upon sample size of 265 elderly individuals, reliability 

and validity were obtained. A reliability coefficient of 0.96 was 

obtained. Interrater reliability was performed by Licensed Practical 

Nurses on 36 of the elderly subjects. The interrater reliability on both 

subscales included a correlation range of 0.87 to 0.91 for the Physical 

Self-Maintenance subscale and a correlation of 0.85 on the Instrumental 

Activities of Daily Living subscale as separate but interrelated 

competencies. Both scales were found to be invalid measures of functions 

that are necessary for an independent adult. 

The AS had two sections, activities a well elderly person can 

perform and activities the caregiver must partially or totally perform 

for the elderly person, in a Likert-type format. The first section, 

activities a well elderly person can perform, consisted of two subscales, 

physical care functions (8 items) and activities of daily living (8 

items). The physical care functions were adapted from Lawton & Brody 

(1969) and consisted of toileting, feeding, dressing, grooming, physical 

ambulation, and bathing. In this scale toileting was modified further to 

include: go to bathroom, controlling urine and stool. This was done to 

more clearly quantify the activities being studied. The activities of 

daily living were also adapted from Lawton & Brody (1969) and included 

the areas of: telephoning, shopping, food preparation, housekeeping, 

laundry, model of transportation, self-medicating and handling finances. 

These activities/tasks were referred to as traditional caregiver tasks in 

the literature (Treas 1977; Johnson and Catalano 1981; Shanas 1960; 

Golodetz et al. 1969; Crossman, London and Barry 1981; Davis 1980 and 
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Hausman 1979). The measurement scoring model was changed from the 

Guttman format used in the original tool to a Likert format. 

The second section of the A.S., activities the caregiver must 

perform for the elderly person, consisted of 3 subscales totaling 31 

items. The first and second subscales repeated the sixteen items of the 

first section that measured physical care and activities of daily living 

functions. This was done for reliability measure. Reliability of the 

dependency level of the elderly was present when the caregiver had the 

same corresponding answer for activity on both sections of the A.S. For 

example, if in section one, the elderly person was almost never able to 

bathe himself, the corresponding answer on section two, was that the 

caregiver almost always had to bathe the elderly individual. The third 

subscale had fifteen items that described skilled care activities, for 

example, emptying a catheter drainage bag. Two spaces entitled "other" 

permitted the caregiver to include skilled activities not listed. There 

is no documentation in the literature for the skilled activities, rather 

the second was based upon the author's clinical experience. 

The scoring for the scale items ranged from almost never to 

almost always with three intermediate points, seldom, sometimes and 

often; however, the scores were ranked differently. For the first 

section, activities the elderly person can perform independently, the 

range was from one (almost always) to five (almost never). For the 

second section, activities the caregiver must perform, reverse order 

scoring was used, ranging from five (almost always), and decreased to one 

(almost never). Reverse scoring allowed consistent answers; the higher 



the score, the greater the dependency of the elderly person on the 

caregiver. 
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The items within each subscale were summed for subscore totals. 

The subscale totals formed the three independent criteria for dependency. 

Physical functions are at a lower level of functioning than activities of 

daily living, and are considered essential for independence and life 

existence. Activities of daily living are higher level functions and do 

not necessarily indicate dependency. A person who lives alone can meet 

all of his physical needs and obtain activities of daily living from 

outside sources and still be considered independent whereas the reverse 

is not true. If one cannot care for his basic needs, he cannot also 

provide activities of daily living. 

The acceptable score for level of independency on the AS for 

section one was physical care = 8; activities of daily living = 16; for 

section two, physical care= 16; activities of daily living= 16 and 

skilled care = 30. The criteria was based upon Lawton and Brody's (1969) 

acceptable levels of independence. Lawton & Brody (1969) established 

acceptable scores of six on the physical self-maintenance scale and 

eight on the Instrumental Activities Daily Living scale as the measures 

of independence. The authors did not measure skilled care activities. 

The fact that this investigator used five levels of responses, as opposed 

to Lawton & Brody's (1969) two levels of responses produced the 

difference in criteria of acceptance. For example, any score above two 

(often) on section one and any score above three (sometimes) on section 

two connoted assistance frequently and did not represent independence. 
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All scores above the acceptance level of the independence scores were 

considered varying levels of dependency. 

The basis for quantifying the levels of dependency was important 

in describing just how dependent the elderly individual was upon the 

caregiver. This information would assist in describing dependency of the 

elderly in relationship to the other three variables. For example, a 

score of 24 on section one of physical care describes a level of 

dependency, if a score of 8 defines an independent person. Likewise, if 

a score of 40 on section one of physical care is measured, where a score 

of 8 defines an independent person, a degree of dependency can be implied 

and roughly quantitated. 

Data from the AS provided significant measurable information as 

to the quantity and variety of traditional and skilled tasks the care

giver performed for the elderly person. This information assisted the 

investigator in determining the relationship to the other three 

variables: responsibility for care, decision for care and caregiver 

attitudes. 

Caregiver Attitude Scale 

The Caregiver Attitude Scale (CAS) (See Appendix B), was 

developed by this investigator and the format was modified from Kogan's 

Attitudes Toward Old People Scale (1961) which was modified from Tuckman 

and Lorge's Attitudes Toward Old People Scale (1953). The CAS measures 

the variables family role responsibility decision for care and caregiver 

role. Kogan's Attitude Scale was devised to find correlations between 

the attitudes toward old age and the major variables of authoritarianism, 
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anomie, ethnic prejudice, various physical disabilities and mental 

illness. 

Kogan's scale had seventeen paired negative/positive items, in a 

Likert format. The six responses ranged from strongly disagree to 

strongly agree. The positively worded statements were scored from 

strongly disagree (1) to strongly agree (6) whereas the negatively worded 

statements were reversely scored 5 to 1 respectively. 

Kogan's scale was given to two male samples (n=128 and 186) and 

one female sample (n=168) in two university settings to obtain reli

ability and validity. Reliability coefficients and interscale correla

tions ranged from 0.66 to 0.85 and 0.73 to 0.83 (positive items) and 0.46 

to 0.52 (negative items) respectively, using Spearman-Brown coefficients. 

Although the negatively worded items were less reliable than the positive 

items, all were significant beyond the 0.01 level. Factor analysis of 

the scores supported the predicted direction.of the variables. Face and 

content validity was obtained only through expert samples of elderly and 

college age individuals taking a gerontology course, and reviewing the 

literature (Kogan 1961). Kogan suggested that subjects tended to be 

either positively or negatively biased toward a particular topic, even 

when various subscales and variables were arranged throughout the scale. 

CAS (See Appendix B), consisted of 50 items arranged in four sub-

scales which measured: 1) family role responsibility (spouse and adult 

child); 2) decision for care; 3) caregiver role (attitudes) and 4) care

giver role (burdens). Burdens was isolated as a separate subscale because 

there has been so much research done in this area in reference to care

givers and the care of the elderly person. Because of this research, the 
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investigator wanted to see the relationship burdens would have with the 

other variables. All four subscales were identified in the literature as 

significant variables of the caregiver role (Hausman 1979; Davis 1980; 

Crossman, London and Barry 1981; Fengler and Goodrich 1979; Johnson and 

Catalano 1981; Seelbach and Sauer 1977). 

The CAS was modified from Kogan's format (1961) using a Likert 

scale, paired statements and six response sets. The fifty items were 

expressed as statements. The statements were developed by the investiga

tor and based on clinic experience since there has been no documentation 

of research in this particular area. Twenty-five statements were 

positively worded (See Appendix B) and twenty-five statements were 

negatively worded (See Appendix B). Among the four subscales, ten items 

reflected family role (item #4,5,6,7,10,16,40,46,48); nine items, 

decision for care (item #1, 8,9,11,13,22,32,38,41,43); thirteen items, 

attitudes toward the role (items #3,12,15,23,24,28,31,33,35,39,42,45,50); 

and eighteen items, burdens of the role (items #2,14,17,18,19,20,21,25,26, 

27,29,30,34,36,37, 44,47,49). The statements were randomly assigned so 

as not to establish a pattern of responses. 

The six responses were: strongly agree, moderately agree, agree, 

disagree, moderately disagree and strongly disagree. Scoring for the 

positively worded items ranged from six (strongly agree), decreasing to 

one (strongly disagree). To maintain consistency in the answers, 

negatively worded items were reversed scored, ranging from six (strongly 

disagree), decreasing to one (strongly agree). The responses for each 

subscale were summed. This scale has not been tested for reliability. 
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CAS was given to two public health nurses in a home health agency 

to test for face validity. The questionnaire was found to represent the 

intended variables; no major changes were requested. 

The CAS was based upon role theory, the conceptual framework for 

this study. Attitudes and behaviors are components of a role and thus 

are learned (Linton 1945). Attitudes are assumed to guide role behaviors 

and are inferred from expressed opinions and actions (Hinshaw 1978). 

Attitude scales are concerned with the individual's own concept 

concerning the role in question (Biddle 1979). Asking people to talk 

about their roles, provides the investigator with descriptions of their 

role behavior and is assumed to be a reflection of the behaviors that 

actually occurred (Biddle 1979). Attitude scales assist the investigator 

in identifying and quantifying a subject's current attitude and their 

formation toward a situation or an object (Hinshaw 1978). 

Demographic Data 

The Demographic Data Collection Tool (See Appendix C), consisted 

of three sections. The first two sections contained descriptive data 

about the caregiver and the homebound elderly person. The third section 

described specific physical/physiological limitations of the elderly 

person. This is forever known as the Limitations Scale. The third 

section assisted with supporting the variable, dependency of the elderly 

person. 

The descriptive data collected included information about the 

relationship of the caregiver to the elderly person, length of time in 

the role, medical condition of both the caregiver and elderly person, 



sources of assistance and support, and whether or not the caregiver knew 

about the role prior to taking it. 

The Limitation Scale included six areas of physical disability; 

sight, hearing, speech, movement, safe to be left alone for short and/or 

long perdiods of time and five areas of physiological disabilities; 

ability to understand questions, cooperation with requests confusion, 

poor memory and unable to recognize own basic needs. These areas have 

have been generally addressed in the literature as possible sources of 

caregiver burden (Worcester and Quayhagen 1983; Poulshock and Deimling 

1984). Based upon clinical experience this author has found that when 

physical or physiological limitations are also present, it causes the 

caregiver to have added concerns and increases the dependency level. 

The Limitations Scale assisted in describing the elderly person 

more clearly in relationship to the identified variables. Six items 

concerned physical disabilities and five items concerned physiological 

disabilities with two items for "other". The five response scores ranged 

from one (never a problem) to five (always a problem), similar to a 

Likert scale. The scores were summed. The higher the score, the more 

severe the limitations of the elderly person. Limitations of the elderly 

person should correspond to the dependency level of the elderly person on 

the caregiver. 

Pilot Study 

A pilot study was conducted on five subjects who were caregivers 

for a homebound elderly person. The pilot study allowed the investigator 

to determine the length of time necessary to complete the three question

naires and determine whether the questions are understandable. 



During the pilot study, the caregiver and four clinical experts 

in the field were asked to Q-sort the fifty statements of the CAS into 

the four subscale categories. Because this was a newly developed scale, 

it was necessary to determine if the clinical nurse experts and the care

givers categorized the items within subscales in a manner similar to the 

catagorization generated by the intestigator. This information would 

further support the subscale categories as discrete items and assist in 

the development of the instrument. There was similar but not identical 

identification by the caregivers and little similarity between the care

givers and the clinical nurse experts with the investigator. It was 

decided by the investigator that the caregivers were the true "experts" 

and their categorization would be utilized in the instrument development 

of subscales. 

Instrumentation Modification 

Based upon the pilot study, modifications were made to both the 

Demographic Data Collection Tool and the Caregiver Attitude Scale (CAS). 

No revisions or modifications were necessary on the Activities Scale or 

the Limitations Scale. Both the clinical nurse experts in the field and 

the five caregivers found the items of the Activities Scale 

representative of activities performed daily both the elderly person and 

the caregiver. In addition all items were assessed as relevent to the 

concept. All modifications of each scale will be discussed. 

Demographic Data Collection Tool 

Minor grammatical changes were required on the Demographic Data 

Collection Tool so that the reader could understand what the question was 
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asking more clearly. The question, "Number of people in your family" was 

added to differentiate between the question "Number of people living in 

the house." During the pilot, it was found that the investigator had no 

way of identifying the relationship the family played in the elderly 

person's care without discovering the potential pool of caregivers within 

the family. This necessitated inquiring about the number in the family 

as perceived by the caregiver and elderly person. 

Caregiver Attitude Scale 

Based upon the Q-sort during the pilot study, 32 statements were 

found to correlate to the investigator's four category subscales of the 

CAS. Those 32 statements included (item #1,3,4,6,8,9,11,14,16,19,21,23, 

24,25,27,28,31,32,33,34,35,36,38,39,41,42,43,44,46,47,49,50). There were 

sixteen paired statements representing all four subscale categories: 5 

items representing family responsibility; 10 items representing Attitudes 

Toward the Role; 7 items representing Decision for Care and 10 items 

representing Burdens. The remaining items not chosen through the Q-sort, 

were deleted from the scale. However, the investigator felt those items 

not chosen by the Q-sort were important for describing the attitudes of 

the caregivers. As a result, the investigator chose to test both the 50 

50 item scale and the 32 item scale for reliability. 

Protection of Human Subjects 

The proposal was reviewed and approved by the Human Subjects 

Review Committee at the University of Arizona (See Appendix D). Informed 

voluntary consent was obtained prior to completing the questionnaires. 
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Each individual was assured of confidentiality and anonymity with respect 

to collection of data and reporting the findings. 

Data Collection 

Each volunteer subject was contacted by phone to set up a con

venient time to explain the study and administer the questionnaires. 

Before initiating the questionnaire, the study was explained and a copy 

of the informed consent was given to read (See Appendix E). Verbal 

clarification was reiterated concerning the lack of association of the 

investigator and the study with the Public Health Department, so that 

failure to participate or withdrawal from the study would not correlate 

with that agency's present responsibility. The investigator was present 

during all questionnaire completions to clarify instructions. Time to 

complete the questionnaires ranged from 15 to 35 minutes. 

Data Analysis 

Following coding of data, analyses using descriptive and correla

tional statistics were computed on all tools, including the demographic 

information. Scales and subscales of the Limitations Scale, Activities 

Scale, and the Caregiver Attitude Scale were tested for internal con

sistency using Cronbach's Alpha. Summated ratings for the subscales and 

scales of the AS and the CAS were performed. Pearson Correlations were 

used to test the six hypotheses and the relationships between the 

instruments and the demographic information. 

Reliability and Validity 

Reliability was tested using Cronbach's Alpha for internal 

consistency for both the Limitations Scale, Activities Scale and the 



Caregiver Attitude Scale. In addition, theta coefficients were cal

culated for the Caregiver Attitude Scale. Construct validity was 

estimated by principle components and orthogonal rotation factor analysis 

for the Caregiver Attitude Scale. 

Instrument Testing 

Limitations Scale 

Reliability testing was conducted on the Limitations Scale using 

Cronbach's Alpha for internal consistency and Pearsons Correlation Coef

ficients for item to item, item to total, subscale to subscale and sub-

scale to total scale correlations. The item to item correlations for 

this scale are presented in Appendix F. The mean for the item to item 

correlation was .28; the range was between -.23 to .78. Item to total 

correlations are presented in Appendix G. The reliability coefficient 

alpha for the total scale was .81. 

Subscale correlations for the Limitations Scale were also 

computed. The mean for the item to item correlations for the Physical 

Limitations subscale was .14 and ranged between -.23 to .66. The item to 

item and the item to total correlations for the Physical Limitations 

subscale are presented in Appendices H and I. The coefficient alpha for 

the Physical Limitations subscale was .49 (See Appendix I). It can be 

seen in Appendix I that only one item, sight, would have improved the 

subscale total alpha to 0.5. The investigator decided to retain all 

items for purposes of describing the caregiver's perception of the 

elderly person's physical limitations rather than to delete the subscale, 
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recognizing the low reliabiliy outcome for the total scale value. 

The mean for the item to item correlations for the Physiological/ 

Psychological Limitations subscale was .54 and ranged between .21 to .79. 

The item to item and the item to total correlations for the Physio

logical/Psychological Limitations subscale are presented in Appendices J 

and K. The coefficient alpha was .86. 

Subscale to subscale and subscale to scale correlations for the 

Limitations Scale are presented in Table 1. 

Table 1. Limitations Scale; Pearson Correlations for Scale/Subscale 
(N=30) 

Physiological/ 
Subscale Physical Psychological Total 

Physical - - - ___ - - -

Physiological/ 
Psychological * .62 - - - — -

Total * .88 * .92 

* p ^ .05 

Activities Scale 

Reliability testing was conducted on the Activities Scale using 

Cronbach's Alpha for internal consistency and Pearsons Correlation Coef

ficients for item to item, item to total correlations, subscale to sub-

scale and subscale to total scale correlations. The item to item cor

relations for this scale are presented in Appendices L and M. The mean 
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for the item to item correlation for the Elderly and Caregiver Section 

were .32 and .21 respectively; the range was between -.23 to .94 and 

-.41 to .98 respectively. Item to total correlations for the Elderly 

and the Caregiver section are presented in Appendices N and 0. The 

reliability coefficient alpha for the total scale for the Elderly Section 

was .86 and .87 for the Caregiver Section. 

Subscale correlations for the Elderly and Caregiver Sections of 

the tool were also computed. The Elderly Section consisted of two sub-

scales; Physical Care and Activities of Daily Living. The mean for the 

item to item correlations for the Physical Care was .48 and ranged 

between .30 to .94. Theo'tern to item and the item to total correlations 

for the Physical Care subscale are presented in Appendices P and Q. The 

coefficient alpha for the Physical Care subscale was .87 (See Appendix 

Q ) .  

The mean for the item to item correlations for the Activities of 

Daily Living was .26 and ranged between -.09 to .76. The item to item 

and the item to total correlations for the Activities of Daily Living 

subscale are presented in Appendices R and S. The coefficient alpha for 

the Activities of Daily Living was .63. Criteria level of .70 is con

sider satisfactory for a new scale (Nunnally, 1978). However, in 

Appendix S, it can be seen that only one item in the Activities of Daily 

Living subscale would have resulted in improving the alpha to .67. The 

item questioned if the person could drive or used any public type of 

transportation. The investigator felt that this question was essential 

to activities of daily living and to the issue of dependency and being 
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homebound. The question was therefore left in the subscale despite the 

lower alpha. 

The Caregiver Section consisted of three subscales; Physical 

Care, Activities of Daily Living and Skilled Care. The mean for the 

item to item correlations for Physical Care was .30 and ranged between 

-.10 to .63 (See Appendix T). Item to total correlations are presented 

in Appendix U. The coefficient alpha for the Physical Care subscale was 

.74. The mean for the item to item correlations for the Activities of 

Daily Living .41 and ranged between .03 to .84 (See Appendix V). Item 

to total correlations are presented in Appendix W. The coefficient alpha 

for the Activities of Daily Living subscale was .83. The mean for the 

item to item correlations for Skilled Care was .19 and ranged between 

-.31 to .91 (See Appendix X). Item to total correlations for Skilled 

Care are presented in Appendix Y. The coefficient alpha for the Skilled 

Care subscale was .79. 

Subscale to subscale and subscale to total scale correlations for 

the Elderly Section are presented in Table 2. 

Table 2. Activities Subscale Correlations (Elderly Section) (N=30) 

Subscale Physical Care 
Activities of 
Daily Living Total 

Physical Care 

Activities of 
Daily Living 

*.59 

Total Scale *.96 *.78 

*  p <  0.05 



65 

Subscale to subscale and subscale to total scale correlation for 

the Caregiver Section are presented in Table 3. 

Table 3. Activities Subscale Correlations (Caregiver Section) (N=30) 

Subscale 
Physical 

Care 
Activities of 
Daily Living 

Skilled 
Care Total 

Physical Care - - - - - - - - - - - -

Activities of 
Daily Living * .64 - - - - - - - - -

Skilled Care * .62 * .33 - - - - - -

Total * .89 * .66 * .88 

* p < 0.05 

Subscale to subscale correlations between the Elderly Section and 

the Caregiver Section are presented in Table 4. 

Table 4. Activities Subscale Correlations Between the Elderly and 
Caregiver Sections (N=30) 

Physical Activities of Total 
Subscale Care Daily Living Activities Scale 

(Elderly Section) (Elderly Section) (Elderly Section) (Elderly Section) 

Physical Care 
(Caregiver Section) 

* .80 * .53 * .79 

Activities of 
Daily Living 

(Caregiver Section) 
* .48 * .53 * .54 

Skilled Care 
(Caregiver Section) 

* .67 _ _ _ * .60 

Total Activities Scale 
(Caregiver Section) 

* .80 * .48 * .78 

*  p <  0.05 
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Caregiver Attitude Scale 

Reliability and validity were conducted on the Caregiver Attitude 

Scale using Cronbach's Alpha, theta coefficients, Pearson Correlation 

coefficients, factor analysis with principle components and orthogonal 

rotation. Six scale and two subscale revisions including the Q-sort 

resulted in the final Revised Caregiver Attitude Scale (Revised CAS). 

These revisions were based upon the results of the orthogonal rotation 

factor analysis. 

The scale revisions entailed looking at the factor analysis 

loading of the original scale and deleting all items greater than .4 and 

less than .8. Those items meeting the criteria were then evaluated for 

their correlation matrix. Those items also meeting the criteria of 

greater than .3 and less than.8 for the correlation matrix were left in 

the scale and the items not meeting this criteria were deleted. This 

process was repeated four times including the Q-sort. The Q-sort 

information was soon dropped all together because the reliability alpha 

was lower than the original CAS. At the same time, specific attention 

was paid to the subscale corrected alphas and alpha if item deleted 

column. Efforts were made to pick those items which would improve the 

subscale reliability. 

The factor analysis was performed for both known and unknown 

factors. The known factors did not match up to the items in the proposed 

subscales. The factor loading of unknown factors produced fourteen 

factors. Even with orthogonal rotation, the unknown factors ranged from 

eight to ten factors and known factor categories were not improved or 

simplified. The cluster of items from the unknown factors also did not 
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make logical sense. All attempts to improve the Cronbach alpha and 

clarify the subscale variables failed through use of factor analysis. 

Zeller and Carmines (1980) state that factor analysis is but a tool for 

determining whether items are measuring the same or different concepts. 

They continue to say that factor analysis "provides no evidence for 

differentiating between factors that represent true score variance and 

those representing systematrix error" (p. 16). "Factor analysis provides 

a technical answer to the theoretical question and is not necessarily 

related to assignment of validity" (Zeller and Carmines, 1980, p. 16). 

Theta coefficients were then performed on the original scale to 

test for multidimensionality. The theta coefficient on the original 

scale was .88. The Revised CAS theta coefficient was .93. It was felt by 

the investigator that the theta coefficient was a more appropriate 

measure of reliability than the Cronbach Alpha because of the small 

sample size (N=30) and because the scale items were heterogenous. Zeller 

and Carmines (1980) state that alpha understates the true reliability 

when the items are heterogenous to each other and the number of items are 

small compared to the sample size, and theta should be employed as the 

truer reliability measure. 

The Revised CAS was composed of twenty-six items and two sub-

scales: Burdens (12), item # 17,18,19,20,21,25,34,36,37,44,47,49; and 

Caregiver Role (14), item # 6,15,22,23,216,27,32,33,38,39,41,43,46,48. 

The subscale, Caregiver Role (ARFCAS) consisted of a combination of items 

from the original subscales; Decision for Care, Attitude Toward the Role 

and Family Responsibility. 
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Item to item, item to total correlations, subscale to subscale 

and subscale to total scale correlations were performed on the Revised 

CAS. The item to item correlations for this scale are presented in 

Appendix Z. The mean for the item to item correlation was .10 and ranged 

between -.54 to .70. Item to total correlations are presented in Appendix 

AA. The reliability coefficient alpha for the total scale was .72. 

Subscale to subscale correlations for Burdens and Caregiver Role 

were calculated. The item to item correlation mean for the Burdens sub-

scale was .15 and ranged from -.23 to .56 (See Appendix BB). Item to 

total correlations for the Burdens subscale are presented in Appendix DD. 

The coefficient alpha for Burdens subscale was .67. The item to item 

correlation mean for the Caregiver Role subscale was -10 and ranged from 

-.31 to .70. Item to item correlations are presented in Appendix CC. 

Item to total correlations are presented in Appendix DD. The coefficient 

alpha for the Caregiver Role subscale was .53. Deletions of items in 

either subscale would not have improved the subscale alpha correlations 

and would have further decreased the sensitivity of the scale as a whole. 

Subscale to subscale and subscale to total scale correlations 

were calculated using Pearson Correlation Coefficients. Table 5 

presented the subscale to subscale and subscale to scale correlation 

coefficients for the Revised CAS. 

Table 5. Revised Caregiver Attitude Scale; Pearson Correlations for 
Scale/Subscale (N=30) 

Caregiver 
Subscale Burdens Role Total 
Burdens 

Caregiver 
Role 

Total 
* Ps 0.05 

* .40 

* .87 .81 
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Content validity testing for the Revised CAS was not necessary 

since all items came from the original CAS and no new items were added. 

Content validity was established during the pilot testing with the four 

clinical nurse experts. 

Factor analysis again suggested that the Revised CAS was a multi

dimensional scale when it produced six and eight factor loadings for the 

twenty-six item scale. Even when orthogonal rotation was used and the 

items forced into two factors, the results did not produce two consistent 

groupings of items for the two variables. There were also so few factor 

loadings with such a small number of items even recatorization would not 

have helped. 

Assumptions 

1. The sample subjects answered the questionnaires truthfully. 

2. The sample was composed of caregivers from a homogeneous group. 

3. The caregivers were not functioning as boarding home operators and 

thus might have had different motives for this decision (economic). 

Limitations 

1) The sample was a convenience sample. 

2) Reliability and validity were not established for the two question

naires prior to implementation. 

3) The length of time in the caregiver role could vary and such could 

alter the person's initial feelings and attitudes at the time of the 

decision. 

4) Social desirability in answering the questions may occur and thus 

not reflect accurate views and attitudes of the individual. 
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Hypotheses 

The following hypotheses were tested. 

1. A positive relationship exists between family role responsibility 

and dependency of the elderly. 

2. A positive relationship exists between family responsibility and 

decision for care. 

3. A positive relationship exists between family role responsibility 

and caregiver role. 

4. A positive relationship exists between dependency of the elderly and 

decision for care. 

5. A positive relationship exists between dependency of the elderly and 

the caregiver role. 

6. A positive relationship exists between decision for care and the 

caregiver role. 



CHAPTER IV 

ANALYSIS OF DATA 

This chapter includes the demographic description of the sample, 

the findings from analyses of the major variables, hypotheses testing and 

results of the correlations between the data collection tools. 

Demographic Description of the Sample 

Descriptive statistics were used to analyze and organize the 

demographic characteristics of the convenience sample of subjects (N=30). 

Information gathered was from both the caregivers of the elderly person 

(See Table 6) and the elderly person himself/herself (See Table 7). The 

characteristics of both the caregivers and the elderly people will be 

discussed. 

The caregiver's age ranged from 20 to 89; where 2 were between 

20-29; 2 between 30-39; 1 between 40-49; 4 between 50-59; 10 between 

60-69; 8 between 70-79 and 3 between 80-89 years of age. The mean age 

was 59. There were 4 males and 26 female caregivers. The ethnic back

ground of the caregivers were as follows: 1 completed grade school, 6 

completed junior high, 12 completed senior high, 3 completed technical/ 

trade school and 8 completed college. 
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Table 6. Demographic Characteristics of the Caregiver Sample (N=30) 

Age Frequency Percent 

20-29 2 7% 
30-39 2 7% 
40-49 1 3% 
50-59 4 13% 
60-69 10 33% 
70-79 8 27% 
80-89 3 10% 
90+ - -

Mean Age 59 

Sex 

Male 4 13% 
Female 26 87% 

Race 

Caucasian 26 87% 
Mexican-American 3 10% 
American Indian - -

Asian - -

Black 1 3% 
Other - — 

Educational Background 
* 

Grade School 1 3% 
Junior High 6 20% 
Senior High 12 40% 
Technical/Trade School 3 10% 
College Degree 8 27% 

Income 

0 - $ 5,000/year 6 20% 
$ 5 - $10,000/year 11 37% 
$10 - $15,000/year 6 20% 
$15 - $20,000/year 4 13% 
$20 - $30,000/year 1 3% 
Over $30,000/year 2 7% 



Table 6. Demographic Characteristics of the Caregiver Sample (N=30) 
(Continued) 

Relationship to the 
Elder Person 

Frequency Percent 

Daughter 7 23% 
Son 2 7% 
Spouse 14 47% 
Nephew 
Daughter-In-Law 2 7% 
Cousin 
Other Sister/Brother 5 17% 

Number of People Living 
in Your Family 

1-2 
3-4 16 67% 
5-6 5 21% 
greater than 6 3 13% 

Number of People Living 
in The House 

1-2 14 47% 
3-4 13 43% 
5-6 2 7% 
greater than 6 1 3% 

Length of Time Been 
Caregiver 

1- 3 months 3 10% 
4- 6 months 1 3% 
7- 9 months 1 3% 

10-12 months 2 7% 
13-15 months 3 10% 
16-18 months 
19-20 months 1 3% 
22-24 months 3 10% 
greater than 24 months 16 53% 
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Table 6. Demographic Characteristics of the Caregiver Sample (N=30) 
(Continued) 

Frequency Percent 

Medical Condition You 
Suffer From (N=37) 

diabetes 3 8% 
Hypertension 10 27% 
Heart Problems 5 14% 
Emphysema/Asthma 2 5% 
Arthritis 9 24% 
Other PVD 

Parkinson 8 22% 
Hypothyroidism 

Sources of Assistance 
Public Health Nurse 22 73.3% 
Home Health Aides 17 56.6% 
Neighbors 
Brothers/Sisters 3 10% 
Friends 2 6.7% 
Children 8 26.7% 
Other Homemakers 8 26.7% 

Are you Employed 
Yes 2 7% 
No 28 93% 

Did You Have to Quit 
Your Job to Become the 

Careqiver 
Yes 6 20% 
No 24 80% 

Did You Know You Would 
Be the Caregiver Before 
It Actually Happened 

Yes 20 67% 
No 10 33% 

Was There a Selection 
Process Among the Family 
As to Who Would be the 

Caregiver 
Yes 6 20% 
No 24 80% 



Income levels of the caregiver included: 6 less than $5,000/ 

year, 11 between $5-$10,000/year, 6 between $10-$15,000/year, 4 between 

$15-$20,000/year, 1 between $20-$30,000/year, and 2 over $30,000/year. 

The relationship of the caregiver to the elderly person included: 7 

daughters, 2 sons, 14 spouses, 2 daughter-in-laws and 5 brother/sisters. 

Number of people living in the family included: 16 with 3-4 

members, 5 with 5-6 members and 3 with greater than 6 members. Number of 

people living in the house included: 14 with 1-2 people, 13 with 3-4 

people, 2 with 5-6 people and 1 with greater than 6 people. 

Length of time the person had been the caregiver included: 3 

between 1-3 months, 1 between 4-6 months, 1 between 7-9 months, 2 between 

10-12 months, 3 between 13-15 months, 1 between 19-20 months, 3 between 

22-24 months, 16 greater than 24 months. Medical conditions the 

caregiver had included: 3 with diabetes, 10 with hypertension, 5 with 

heart problems, 2 with emphysema/asthma, 9 with arthritis, 8 with other 

(Peripherial Vascular Disease, Parkinsons Disease and Hypothyroidism). 

Some of the caregivers reported having more than one illness and thus 

resulted in a larger number for this category of 37. Ten caregivers 

reported no known medical problems and considered themselves in excellent 

health. 

Sources of assistance reported by the caregivers included: 22 

from Public Health Nurses, 17 from Home Health Aides, 3 from 

brothers/sisters, 2 from friends, 8 from children, 8 from others 

(Homemaker Program). Questions regarding employment resulted with the 

following: 2 employed and 28 unemployed/retired. Six caregivers said 



yes and 24 said no when asked if they had to quit their job to become the 

caregiver. It must be addressed that between 11-15 caregivers were 

beyond the employment age. 

Two questions inquired as to the decision to become the care

giver. The subjects responded to knowing if they would be the caregiver 

before it happened as follows: 20 said yes and 10 said no. When asked 

if there was a selection process among the family as to who would be the 

caregiver the answers included: 6 yes and 24 no. 

The elderly persons' demographic characteristics are found in 

Table 5 and include age, sex, race, educational background, income and 

medical condition. The age of the elders ranged from 60 to greater than 

90 years of age and the distribution included: 3 between 60-64, 3 

between 65-69, 3 between 70-74, 7 between 75-79, 7 between 80-84, 5 

between 85-89, 2 greater than 90. The mean age was 77. 

The sex of the elders included: 18 males and 12 females. The 

ethnic background of the elderly person included: 25 caucasian, 3 

Mexican-American, 1 Black and 1 Mexican Nationalist. 

The educational background of the elderly person included: 6 

completed grade school, 2 completed junior high, 14 completed senior 

high, 4 completed technical/trade school and 4 completed college. The 

income level of the elderly person as a whole was lower due to relying on 

social security as sole income. The income levels included: 11 less 

than $5,000/year, 13 between $5-$10,000/year, 1 between $10-$15,000/year, 

2 between $15-$20,000/year, 2 between $20-$30,000/year and 1 over 

$30,000/year. 
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Table 7. Demographic Characteristics of The Elderly Sample (N=30) 

Age Frequency Percent 

60-64 3 10% 
65-69 3 10% 
70-74 3 10% 
75-79 7 23% 
80-84 7 23% 
85-89 5 17% 
greater than 90 2 7% 

Mean Age Range 77 

Sex 

Male 18 60% 
Female 12 40% 

Race 

Caucasian 25 83% 
Mexican-American 3 10% 
American Indian - -

Asian - -

Black 1 3% 
Other Mexican 1 3% 

Educational Background 

Grade School 6 20% 
Junior High 2 7% 
Senior High 14 47% 
Technical/Trade School 4 13% 
College Degree 4 13% 

Income 

0 - $ 5,000/year 11 37% 
$ 5 - $10,000/year 13 43% 
$10 - $15,000/year 1 3% 
$15 - $20,000/year 2 7% 
$20 - $30,000/year 2 7% 
Over $30,000/year 1 3% 
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Table 7. Demographic Characteristics of The Elderly Sample (N=30) 
(Continued) 

Frequency Percent 

Medical Conditions You 
Suffer From (N=97) 

Diabetes 11 11% 
Hypertension 12 12% 
Heart Problems 16 17% 
Stroke 20 21% 
Arthritis 17 18% 
Emphysema/Asthma 8 8% 
Cancer 5 5% 
Other Parkinsons 8 8% 



Last, the medical conditions from which the elderly person 

suffered included: 11 with diabetes, 12 with hypertension, 16 with heart 

problems, 20 with stroke, 17 with arthritis, 8 with emphysema/asthma, 5 

with cancer and 8 with other (Parkinsons Disease). The majority of the 

elderly subjects suffered from more than two of these diseases or 

illnesses. 

Limitations Scale 

In addition to the demographic characteristics of the elderly 

subjects, the caregivers were asked to describe any physical and/or 

psychological limitations the elderly person had. The responses were 

never a problem to always a problem. Frequencies and percentages are 

described with regards to each item in Appendix EE. Physical limitations 

that occured often to always included: 40% hearing, 47% sight, 34% 

speech, 83% movement, 45% unsafe to leave alone for short periods of time 

and 86% unsafe to leave alone for long periods of time due to limita

tions. Except for movement and unsafe to be left alone for long periods 

of time, the remaining 58.5% of elderly subjects either had none or 

infrequent problems with physical limitations according to the caregiver. 

With respect to psychological/physiological limitations; 40% had 

problems often to always with cooperating with requests, 27% had problems 

often to always with ability to understand what was being asked, 33% had 

problems often to always with confusion, 40% had problems often to always 

with poor memory and 47% had problems often to always with inability to 

recognize own basic needs. The remainder of the elderly subjects (60%) 

had none or infrequent psychological/physiological limitations. 



Activities Scale 

The Activities Scale consisted of two sections; Elderly and 

Caregiver Activities. There were two subscales; Physical and Activities 

of Daily Living for the Elderly Section and three subscales; Physical, 

Activities of Daily Living and Skilled Care for the Caregiver Section. 

Both sections had five responses from almost never to almost always. 

The scoring on the Elderly Section ranged from almost never (5) to almost 

always (1). The scoring on the Caregiver Section ranged from almost 

never (1) to almost always (5) to maintain consistence scoring. The 

acceptable score level for independence for section one (Elderly 

Activities) was Physical Care = 8, Activities of Daily Living = 16; for 

section two (Caregiver Activities), Physical Care = 16, Activities of 

Daily Living = 16, and Skilled Care = 30. The frequency and percentages 

of each response per item for each subscale for the Elderly Section is 

presented in Appendix FF. The frequency and percentages of each response 

per item for each subscale for the Caregiver Section is presented in 

Appendix GG. 

Summation of scores for both sections ranged from 81 to 212. 

Scores for section one, Elderly Activities, ranged from 34 to 80 with the 

majority of all subjects having scores twice to three times greater than 

the acceptable independence level of 24. Scores for section one sub-

scales included: Physical Care between 8-40 with a mean of 31.9, 

Activities of Daily Living between 26-40 with a mean of 38.1. Sixty-

eight percent of the elderly subjects were unable to perform any physical 

care and 84% unable to carry out activities of daily living according to 

the caregivers. 
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Scores for section two, Caregiver Activities ranged from 47 to 

136 with 97% having scores greater than the acceptable independence level 

of 62. Scores for section two subscales included: Physical Care between 

8-40 with a mean of 29.9; Activities of Daily Living between 23-40 with a 

mean of 38.3; and Skilled Care activities between 16-56 with a mean of 

31.4. Fifty-nine percent of the caregivers reported skilled care 

activities scores beyond the independence criteria. Sixty-one percent of 

the caregivers reported that they performed all the physical care, 91% of 

the activities of daily living and 31% of the skilled care for the 

elderly person. 

Revised Caregiver Attitude Scale 

Descriptive findings are discussed based upon the revised twenty-

six item scale which had two subscales and five responses from strongly 

agree to strongly disagree. The paired statements were scored from 

strongly agree (6) to strongly disagree (1) for positively worded items 

and strongly agree (1) to strongly disagree (6) for negatively worded 

items to maintain consistency of scoring. There was no criterion score 

of acceptance, but it was felt by the investigator that the higher the 

score the more positive the attitude. 

The summation of scores were presented on the original fifty item 

CAS in order to better describe the sample. However, only the Revised 

CAS findings will be discussed in length, concluding with significant 

findings from those items on the original scale which did not meet 

reliability testing. The summation of scores ranged between 142 to 237 

with a mean score of 164. It is interesting to note that if a subject 
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had answered all positively worded statements with strongly agree and all 

negatively worded statements with strongly disagree, the total score 

would have been 300. If the subject had answered all positively worded 

statements with agree and all negatively worded statements with disagree, 

the total score would have been 200. 

The Revised CAS response frequencies for each item are presented 

in Appendix HH. Most of the caregiver subjects choose the less radical 

response agree/disagree rather than commit themselves to strongly agree/ 

disagree. 

The findings from both subscales will be described. The Burdens 

subscale will be first, followed by the Caregiver Role subscale. The 

Burdens subscale described the caregiver sample as follows: 1) 73.3% of 

the sample felt frustrated (item 17) and 70% felt angry with the elderly 

at time (item 18); 2) 46.7% of the sample stated they knew about the 

caregiving responsibilities beforehand (item 19); 3) 53.4% of the sample 

felt the elderly person knew what he/she was doing when they refused to 

cooperate (item 20); 4) 43.3% felt the elderly person could be doing 

more than they were doing (item 21); 5) only 43.3% of the sample felt 

that the relationship had gotten worse (item 25); 6) 66.7% of the sample 

felt that the elderly person made excessive demands upon the caregiver 

(item 34); 7) 96.7% felt the elderly person appreciated what the care

giver was doing (item 36); 8) 63.9% of the caregivers felt confined 

because of the caregiver responsibilities and unable to do those 

activities they would like to do (item 37); 9) 80% of the caregivers 

felt their personal life had been changed significantly with the care

giver role responsibilities (item 47); 10) 50% of the caregiver sample 



felt they received no support from their families in carrying out the 

role responsibilities (item 49). 

The Caregiver Role subscale described the caregiver sample as 

follows: 1) 73.4% of the caregivers felt it should be the family's 

responsibility to care for the elderly person (item 6); 2) 50% of the 

caregivers stated they had become the caregiver because no one else would 

do it (item 32); 3) 100% of the caregivers felt caring for the elderly 

person was the right thing to do (item 38); 4} 80.7% felt he/she was 

expected to become the caregiver because they had no choice (item 43); 

6) 96.7% felt you should help family members when they are unable to help 

themselves because they are family (item 46); 7) 60.7% of the caregivers 

believed the caregiver role would have been easier than it turned out to 

be (item 5); 8) 33.3% of the caregivers believed no one should be put in 

a nursing home (item 22) whereas 79.9% of the caregivers felt the elderly 

should go to a nursing home if they were no longer able to handle them at 

home (item 48); 9) 36.6% of the caregivers wished they had never become 

the caregiver (item 23); 10) 63.4% of the caregivers felt they were 

under a lot of pressure with the caregiver role (item 26); 11) 63.5% of 

the caregivers expressed difficulty in caring for the homebound elderly 

person (item 27); 12) 96.7% of the caregivers felt they were doing the 

best possible job (item 33). 

The findings of both subscales for the Revised CAS showed the 

caregivers performing their role and responsibilities with much regret 

but unable to find other alternatives. As a whole the caregivers did not 

assume the role duties, but were forced or pressured into assuming the 

responsibilities either by family, economics, society or other unknown 
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variables. This has much bearing on the outcomes of the caregiver's and 

possibly the elderly person's health and welfare. 

Important responses from the original CAS that describe the care

giver sample's attitude but were not included in the Revised CAS due to 

reliability factors included the following items: # 1,4,9,11,14,16,24,25, 

29,30,31,40 and 50. The caregivers agreed 56.7% that the family has a 

right to refuse the caregiver role (item 1). Eighty-seven percent of the 

caregivers felt the family has an obligation to care for the elderly 

person (item 4). Eighty percent of the caregivers would have felt guilty 

if they had not become the caregiver (item 9). Fifty-six percent of the 

caregivers did not have mixed feelings about becoming the caregiver (item 

11). Fifty-three percent of the caregivers did not feel the elderly are 

set in their ways and therefore make it difficult to care for them (item 

14). Seventy percent of the caregivers felt it should be the spouse of 

the elderly person who should be responsible for the caregiver duties 

(item 16). Fifty-three percent of the caregivers stated that tasks and 

skills were not taught to them by hospital personnel regarding skilled 

care activities (item 24). Fifty-seven percent of the caregivers 

believed their health had suffered since becoming the caregiver (item 

25). Eighty-seven percent of the caregivers did not feel caring for the 

elderly person required a lot of money (item 29). Eighty-six percent of 

the caregivers did feel caring for the elderly person required a lot of 

time (item 30). Seventy percent of the caregivers wished someone else 

would take over the care of the elderly person (item 31). Fifty percent 

of the caregivers stated they received help from their families with the 
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caregiving activities (item 40). Sixty-three percent of the caregivers 

with 10 subjects not choosing to answer, believed their life would be 

better when the elderly person dies (item 50). 

Findings Related to Hypotheses 

None of the six hypotheses used in the study were supported due 

to the major revisions of the CAS which contained three of the four major 

variables to be tested. The original conceptual model is presented in 

Figure 3. The hypotheses originally included the following: 

1. A positive relationship exists between family role responsibility 

and dependency of the elderly. 

2. A positive relationship exists between family role responsibility 

and decision for care. 

3. A positive relationship exists between family role responsibility 

and caregiver role. 

4. A positive relationship exists between dependency of the elderly and 

decision for care. 

5. A positive relationship exists between dependency of the elderly and 

caregiver role. 

6. A positive relationship exists between decision for care and the 

caregiver role. 

The Revised CAS combined three of the major variables; family 

responsibility, decision for care and caregiver role (attitude toward the 

role) into one subscale, caregiver role. This was done in order to in

crease the reliability of the subscales. The Burden subscale, on the 

other hand, emerged as a separate subscale. If the original CAS had been 
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retained, it would have been possible to discuss the hypotheses since all 

of the subscales representing three of the variables in the conceptual 

model did correlate with each other positively as predicted. 

The major scale revision necessitated a revised conceptual model 

based upon the data analyses and findings (See figure 4). Data did 

support a positive relationship (.40) between elderly person's physical 

dependency with the caregiver's level of burden. The data also support

ed a positive relationship (.90) between the caregiver's level of burden 

and the caregiver role. 

The investigator is unsure why the Activities Scale showed such 

positive correlations with the original CAS and not the Revised CAS. It 

is the investigator's feeling that the CAS is more reflective of the true 

correlations of the variables despite the low reliabilities, than the 

Revised CAS. More concerning this is found in the next section on 

discussions and recommendations. 

Pearson Correlations Between All 
Date Collection Tools 

Pearson Correlations were performed on all data collection 

instruments to look at the associations among and between the variables 

since the findings were not supportive of the original conceptual frame

work. Pearson Correlations were computed on the Demographic data informa

tion, both caregiver and elderly subjects, the Limitations Scale, the 

Activities Scale, both caregiver and elderly subjects and the Revised 

CAS. 



Demographic Data 

Pearson correlations were performed on both the caregiver and 

the elderly person's demographic information. Pearson correlations 

were then performed between the caregivers and elderly persons to 

determine statistically significant relations. 

Statistically significant correlations (.05 level) for the Care

giver demographic data included: 1) a positive correlation (.63) between 

age and length of time the person had been the caregiver; between age and 

hypertension (.52) and between age and use of Home Health Aides (.40); 

2) an inverse correlation (-.4) between age and income and age and number 

living in household (-.50); 3) an inverse correlation (-.40) between sex 

of caregiver and knowing you would become the caregiver beforehand; 4) a 

positive correlation (.41) between education and income; 5) a positive 

correlation (.40) between income and number in house; 6) an inverse 

correlation (-.44) between income and length of time as caregiver; 7) a 

positive correlation (.40) between relationship of caregiver to number in 

household; 8) an inverse correlation (-.44) between relationship of 

caregiver and length of time as the caregiver; between relationship of 

caregiver and having hypertension (-.89); between relationship of 

caregiver and use of Home Health Aides (-.70); between relationship of 

caregiver to a selection process in the family for the caregiver role 

(-.40); 9) a positive correlation (.40) between number in the family and 

family income; and between number in family and if the caregiver was 

employed (-.47); 10) a negative correlation (-.41) was found between 

number in family and time as the caregiver; between number in family and 
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having hypertension (-.73); and between number in family and use of Home 

Health Aides (-.63). 

Statistically significant correlations for the Elderly 

demographic data included: 1) a positive correlation (.41) between 

income and education; and 2) an inverse correlation (-.32) between sex 

and education and between race and education (-.6). 

Statistically significant correlations between the Caregiver and 

the Elderly person demographic data included: 1) a positive correlation 

(.66) between ages and employment; and between ages and caregiver needing 

to quit job for the role (.33); 2) an inverse correlation (-.63) between 

elderly person's age and caregiver relationship to elderly person; 3) a 

positive correlation (.34) between sex of elderly and relationship of 

caregiver; and between sex of elderly and number in house of caregiver; 

(.46); 4) an inverse correlation (-.88) between race of the elderly 

person and caregiver having hypertension; and between race of the elderly 

person and use of Home Health Aides for assistance (-.8); 5) a positive 

correlation (.7) between income of elderly and caregiver having hyper

tension; 6) a positive correlation (.6) between income of elderly and 

income of the caregiver. 

Limitations Scale 

Pearson correlation coefficients were computed on the Limitations 

Scale and then correlated with the Caregiver and the Elderly person's 

demographic information for statistically significant relationships. 



Statistically signification correlations for the limitations scale were 

all positive and included: 1) correlations (.7) between sight and 

hearing; 2) between ability to understand requests and hearing (.32); 

ability to understand requests and sight (.35); ability to understand 

requests and speech (.65); ability to understand requests and movement 

(.40); ability to understand requests and cooperation (.32); ability to 

understand requests and confusion (.80); ability to understand requests 

and memory (.70); and ability to understand requests and ability to 

recognize own basic needs (.70); 3) between confusion and speech (.61); 

confusion and cooperation (.32); and confusion and understanding requests 

(.80); 4) between memory and hearing (.33), memory and speech (.60); 

memory and understanding requests (.80); memory and confusion (.80); and 

memory and ability to recognize own basic needs (.50); and 5) between 

ability to recognize own basic needs and speech (.50); ability to 

recognize own basic needs and movement (.50); ability to recognize own 

basic needs and cooperation (.50); ability to recognize own basic needs 

and understanding requests (.70); ability to recognize own basic needs 

and confusion (.60); and ability to recognize own basic needs and memory 

(.50). 

There were statistically significant correlations between Elderly 

demographic data and the Limitation Scale. However, the correlations 

were all low when items were looked at individually. However, when the 

demographic data was compared to the subscales of Physical Care and 

Psychological/Physiological items, the correlations were higher and 

included: 1) a positive correlation (.50) between age and physical 

limitations; and 2) an inverse correlation (-.53) between sex and 



physical limitations. There was no significant correlations with Psycho

logical/Physiological Limitations and the Elderly demographic data. 

Statistically significant correlations between Caregiver demo

graphic data and the Limitation Scale included: 1) an inverse correla

tion (-.40) between relationship of caregiver and hearing; relationship 

of caregiver and speech (-.33); relationship of caregiver and ability to 

leave for short periods of time safely (-.40); relationship of caregiver 

to ability to understand request (-.40); and relationship of caregiver 

and memory of the elderly person (-.53); 2) an inverse relationship 

(-.50) between sex of caregiver and cooperation; and sex of caregiver and 

ability to understand requests of the elderly person (-.34); 3) a 

positive correlation (.32) between employment of caregiver and coopera

tion with requests; employment of caregiver and age of elderly person 

(.70); and employment of caregiver with ability to leave elderly person 

alone safely for long periods of time (-.50); 4) a positive correlation 

(.40) between caregiver having to quit a job and confusion of the elderly 

person; and 5) an inverse correlation (-.53) between relationship of the 

caregiver to physical and psychological limitations of the elderly person 

(-.40). 

Activities Scale 

The Activities Scale and subscales for both sections, Elderly and 

Caregiver, had significant positive correlations. Correlations between 

the Elderly and Caregiver Sections, and between the subscales of both 

sections also had significant positive correlations. Those findings are 

presented in Appendix II because they are so numerous. 



In addition, the Activities Scale, both sections and subscales 

had positive correlations with the Limitations Scale and subscales. 

Those findings are presented in Appendix JJ. Only the Skilled Care 

subscale of the Caregiver section did not share a significant relation

ship with the Physical Limitations subscale. 

Significant Caregiver demographic correlations to the Activities 

Scale included: 1) an inverse relationship (-.40) with Elderly's 

Activities of Daily Living subscale with the caregiver relationship to 

the elderly person; and Elderly's Activities of Daily Living subscale 

with use of Homemaker Assistance; 2) positive correlations of care

giver's age (.40) and education (.31) to the Elderly's Activities of 

Daily Living subscale; 3) lower positive correlations (.35) between 

income of caregiver and Caregiver Activities of Daily Living subscale and 

between age and Physical Care subscale of Caregiver (.31); and 4) 

positive correlations (.32) between the caregiver selection process and 

Activities of Daily Living subscale; and knowledge of becoming the care

giver with the Skilled Care subscale (.31). Again, with the Elderly 

demographic data, there was a positive correlation between age and both 

Physical Care (.50) and Activities of Daily Living subscale (.60) and an 

inverse correlation (-.53) between sex and Physical Care subscale. 

Revised Caregiver Attitude Scale 

The Revised CAS had significantly less correlations between all 

instruments (See Appendix KK), than the original CAS. The Burden 

subscale of the Revised CAS had a positive correlation (.40) with the 

Physical Care subscale of the Limitations Scale and with the Limitations 
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Scale as a whole (.31). Although there were no correlations to the 

Psychological/Physiological subscale of the Limitations Scale, two 

specific items showed positive correlations to the Burdens subscale. 

Those two items included: ability of the elderly person to understand 

requests (.31) and ability of the elderly person to recognize own basic 

needs (.32). There were no significant correlations between the Revised 

CAS and the Activities Scale, including both Elderly and Caregiver 

Sections, and the subscales. This was quite different than the 

original fifty item CAS which showed significant inverse relations with 

the Activities subscales of both the Elderly and Caregiver Sections and 

the Decision for Care subscale. 

Demographic correlations included: 1) positive relationship 

(.34) between the Burdens subscale and education of the caregiver; and 

the Revised CAS with education of the caregiver (.35); and 2) an inverse 

relationship (-.63) between the Revised CAS and the caregiver's use of 

the Homemakers for assistance/respite. There were no correlations found 

between the demographic data of the Elderly person and the Revised CAS. 



CHAPTER V 

DISCUSSION, IMPLICATIONS AND RECOMMENDATIONS 

This chapter includes a discussion of the findings relative to 

the Revised Caregiver Attitude Scale, the relationship between the 

revised conceptual framework and the findings of the study, implications 

for nursing practice and recommendations for future study. 

Findings Related to the Revised Caregiver 
Attitude Scale Performance" 

Despite having an acceptable criterion level for the Revised CAS, 

neither of the two subscales, Burdens and Caregiver Role, reached the 

internal level of 70. This raised a question as to the reliability of 

the scale. Deleting twenty-four items of the original fifty item scale 

concerned the investigator as possible loss of sensitivity. This is 

shown, with a lack of correlation to all other subscales except Physical 

Limitation subscale. This is also the question of reliability criterion 

levels justifying what is clinically relevant and significant. More than 

sixty percent of the sample agreed with questions on the original CAS 

that represented family role responsibility and decision for care. Yet 

these two subscales had to be combined and significant items depleted to 

where there could not be equal representation and poor subscale 

reliability. 

95 
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Zeller and Carmines (1980 p. 60) suggest three situations where 

the alpha may not provide a good estimate of reliability: 1) if the 

items in the scale measure a single concept unequally; 2) if the items 

in a scale measure more than one concept equally; or 3) if items in a 

scale measure more than one concept unequally. Nunnally (1967) states 

that a test is either too short or the items are heterogenous when a 

coefficient alpha is very low. 

This would again support the belief that the original CAS indeed 

was multidimensional, as atested by the high theta coefficient level and 

the items were heterogenous as seen by the factor analysis results. 

There was much cross over of items between the four original subscales 

meaning more than one concept was being measured unequally. Trying to 

improve the alpha only led to depleting the items in the concepts. 

Poulshock and Deimling (1984) found the variable burden alone was multi

dimensional. This was based upon the assumption that burdens caregivers 

experience are highly personal and individual. The same level of burdens 

affects people differently. What may be role overload to one person may 

not be to another. All of the concepts that measured attitude are also 

individualist. 

Relationship Between the Revised Conceptual Framework 
and the Findings of the Study 

The purpose of this study was to describe the relationships among 

variables associated with the family members acceptance of the caregiver 

role of the homebound elderly person who is chronically ill and requires 
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skilled care. The variables of the revised conceptual model included: 

1) dependency of the elderly, 2) burdens of the caregiver role; and 

3) caregiver role. 

The findings of the study indicated that there is a positive re

lationship betwen dependency of the elderly person based upon his/her 

physiological limitations and caregiver burden. There is also a positive 

relationship between caregiver burden and the caregiver role. Research 

supports both of the study's findings and the revised conceptual model. 

Although their study did not measure caregiver satisfaction, it has been 

associated with the caregiver and a reflection of caregiver burden. 

Dependency of the elderly person as measured by physical and 

medical limitations in carrying out activities of daily living was found 

by Worcester and Quayhagen (1983) to be positively correlated to care

giver satisfaction. The researchers also found that as the care of the 

elderly increased, the morale of the caregiver decreased. Johnson and 

Bursk (1977) found as the health decreased in the elderly person, 

dependency increased upon the caregiver. Although psychological limita

tions of the elderly as a whole was not associated with the burden level, 

cooperation with requests and inability to recognize own basic needs did 

correlate to burden of the caregiver as supported by Worcester and 

Quayhagen (1983). 

Activities of the caregiver and the elderly person did not sign

ificantly affect the level of burdens as initially believed. This was 

also found by Robinson and Thurnher (1979), Zarit, Reeves, Bach-Peterson 

(1980) and Hausman (1979). Poulshock and Deimling (1984) also found low 
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correlations among mental impairment, Activities of Daily Living impair

ments and burden. In contrast, the researchers did find significant 

correlations among cognitive incapacity, Activities of Daily Living 

impairment and burdens. This investigator feels logically there exists 

some relationship between level of care and the level of burden on the 

caregiver. The investigator feels the findings may be questionable and 

replication of the study with the Activities Scale is necessary. There 

were clearly high correlations between the Activities Scale and the 

original CAS, however, there was no correlation later with the revised 

CAS. It is probable that the revised scale is at fault. The Activities 

Scale containing Physical Care, Activities of Daily Living and Skilled 

Care duties did correlate with the Limitation Scale as a measure of 

dependency of the elderly person upon the caregiver as indicated by 

Benoliel, McCorkle and Young (1980) and Lawton and Brody (1969). 

The relationship burdens has on the caregiver role has not been 

supported in the literature but rather has been found to be associated 

with caregiver satisfaction (Zarit, Reeves, Bach-Peterson 1980) and feel

ings of confinement or loss of freedom (Robinson and Thurnher 1979; Davis 

1980). Caregiver satisfaction was not addressed specifically in this 

study but feelings of confinement were addressed and perceived by the 

caregivers as a source of burden. 

Attitudes toward a role are those feelings, values and behaviors 

an individual possesses which formulate a positive or negative position 

toward a role (Biddle 197S). The caregiver's own mental and physical 
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well being can also play into how the person perceives a role. The level 

of burden a caregiver experiences has been documented in the literature 

as a positive relationship upon the caregiver (Zarit, Reeves, Bach-Peter-

son 1980; Worcester and Quayhagen 1983). In this study 70% of the care

givers felt angry and frustrated over assuming the caregiver role and 

wished someone else would take over the role. 

The caregiver role when measured by one's attitude can be 

associated with several variables. Two of the variables are the decision 

to take the caregiver role (motivating factors) (Biddle 1979 and Meieis 

1975) and family obligation or responsibility (Ragan 1979; Bahr 1976; 

Shanas 1979). Both variables affect how one perceives the role and 

therefore one's attitude. If the role is perceived as burdensome, the 

attitude toward the role and the situation will be negative. As the 

elderly person becomes more dependent upon the caregiver, the level of 

burden felt is increased and frustration occurs. 

Eighty percent of the caregivers would have felt guilty if they 

had not taken the role. Eighty percent of the caregivers felt they had 

no choice in the role. Eighty-seven percent of the caregivers felt the 

family is obligated to care for the elderly person. Seventy-three 

percent of the caregivers felt the care of the elderly is the families 

responsibility and seventy percent of the caregivers felt it was the 
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spouses responsibility. However, only 33.6% stated they wished they had 

never become the caregiver. 

Unlike Lieberman (1978) and Worcester and Quayhagen (1983), the 

income level of the caregiver was not found significantly related to 

burden level. However, the educational level was found significantly 

related to the caregiver's burden level. This is especially significant 

with respect to other cultural and ethnic groups where educational 

attainment may be very low or very high as compared to the low middle 

income caucasian population of this study. 

Descriptive and significant findings related to the conceptual 

framework included those items pertaining to the decision to become the 

caregiver. The majority of caregivers did not know they would have that 

role beforehand. This is also supported by Hausman (1979) in her study 

of adult children caregivers. In contrast, Johnson and Catalano (1981); 

Kivett and Learner (1980) and Brody (1981) found the spouse responded 

that she knew she would be the caregiver by virtue of marital responsi

bilities. Forty-seven percent of caregivers from this study were 

spouses and indicated although they never consciously thought about who 

would be the caregiver, they automatically assumed the role by virtue of 

martial commitment. In contrast to Treas (1977) suggestion that there was 

a selection process among family members as to who would be the care

giver, 24 subjects from this study stated there was no selection process. 

This leads one to question, how or why then did the caregivers 

assume the caregiver role. The majority of caregivers in the study 

became caregivers unwillingly due to no one else to do it, family 

obligation, guilt and pressure from other sources. Golodetz et al (1969) 
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found 42 out of 59 caregivers assumed the role because no one else would. 

Davis (1980) found the decisions to assume the caregiver role was because 

the elderly person could not provide his/her own physical care. 

Worcester and Quayhagen (1983) found 37% of caregivers assumed the role 

because there was no one else to do it. 

Biddle (1979) stated that beliefs and values provide contingencies 

affecting the choice of behaviors and decisions to take a role. This was 

evident in the caregiver's responses to acceptance of the caregiver role, 

although beliefs and values were not directly addressed. Lack of 

acceptable alternatives, family obligations and social pressures are 

providing the rational for taking the caregiver role. What then can be 

done to assist the caregiver into the role more easily was the motivating 

force for this study. 

Nursing Implications and Recommendations 

Care for the elderly person who is chronically ill is rapidly 

becoming an important and cost concerning issue for everyone responsible 

for health care delivery and the community at large. The health care 

delivery system is quick now to place the responsibility of the 

chronically ill and the homebound ill elderly person back onto the family 

and to the community even when there is no family present. Society has 

changed over the last several decades and the future of the family's 

ability to provide for it's own needs and the needs of their ill elderly 

members rests with those health care professionals who can assess, plan, 

evaluate, and respond appropriately and quickly. 
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The caregiver role has an impact upon the lives of the caregiver, 

the elderly person and the family members. This is evident by the 

positive relationship between level of burden and caregiver role. This 

in turn affects the family of the caregiver and the care received by the 

elderly person. The community health nurse whether a discharge planner, 

public health or home health nurse can provide the appropriate assessment 

skills, intervention, education and community resource background 

necessary for a positive role transition into the caregiver role and thus 

hopefully prevent role insufficiency in new caregivers and decrease the 

level of burden of the caregiver where it already exists. The community 

health nurse can be predictive of acute or chronic set backs and refer 

and support appropriately in order to prevent crisis. 

Results of the study shows a sudden increase in the level of 

elderly person's dependency upon the caregiver would have adverse effects 

and inability of the caregiver to cope with the role. Educating the 

caregiver regarding his/her feelings about the caregiver role and sharing 

research information about how others feel about the role can make them 

feel more acceptable. Allowing the caregiver to ventilate frustrations, 

anger and what they consider unacceptable feelings of guilt, (death wish 

of the elderly person) is an important function of the community health 

nurse. In order for the community health nurse to channel those feelings 

appropriately, understanding through research into the decision to accept 

the caregiver role and the feelings about being the caregiver are 

necessary. The investigator found sharing of knowledge to caregivers 

about how other caregivers feel provided positive reassurance that they 

were not "the only ones". This led to discussion of problem solving 
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techniques initiated by the caregiver. This also led the caregivers into 

discussions about their true feelings about being the caregiver. Just 

being able to talk with someone about how they felt without being judged, 

ignored or put down appeared to be a great emotional/psychological 

benefit. Talking with someone provided the hope and motivation that they 

were O.K. and could continue. As shown in the findings of this study, 

the attitude of the caregiver toward the role are formed by the burdens 

of the caregiver role. 

Equally important is being sensitive to the educational level and 

cultural background of the caregiver, as this affects not only the 

decision to become the caregiver but also what constitutes a burden. The 

assessment of the caregiver and what the caregiver role means for him/her 

is individually unique, and can be a simple and yet valuable exploration 

of feelings, values and beliefs that can provide clues. 

While the results from this study are far from being conclusive, 

further research is needed by community health nurses to refine the Care

giver Attitude Scale, as it is not ready to be used as a measurement 

tool. The outcome from a refined tool, will hopefully be to predict 

patterns of behavior during various phases of the caregiver role. This 

would greatly benefit the caregiver, the homebound ill elderly person and 

the health professionals. Health care policies and long term care 

services could be altered to provide short term and long term support to 

families where the level of burden is high and role overload exists. 

This can only be done with facts, supported by research. 

Findings from this study encourage the need for nurses to learn 

more about the caregiver role in order to assist the caregiver and the 
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elderly person. Nursing diagnosis and intervention in the caregiver role 

transition could prevent burdens of the role. Education and ventilation 

of attitudes and emotions, could increase caregiver satisfaction by 

decreasing the burden level. Findings from this study encourage the need 

for nurses. 

The recommendations based on the findings of this study support 

further need for the Caregiver Attitude Scale testing. The descriptive 

findings were statistically significant. Although the sample size was 

small and the Caregiver Attitude subscale correlations low, the data 

support part of the conceptual model. In order to investigate support 

for the entire conceptual model as originally predicted, the following 

recommendations are encouraged: 

1. Use the original fifty item Caregiver Attitude Scale. 

2. Add significantly more items to the decision for care, attitude 

toward the role and family responsibility subscales to improve the 

item pool probability. 

3. Perform inductive research based upon findings from this study 

in order to clarify and better catagorize the variables and their 

i terns. 

4. Give the Caregiver Attitude Scale to a significantly larger 

population based upon number of response sets and number of items. 

5. Use multidimensional statistics for testing reliability. 
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ACTIVITIES SCALE 

DIRECTIONS: The following are activities that elderly people can perform 

and those that you the caregiver must perform for him/her. There is a 

scale that ranges from almost never to almost always. Read each activity 

and put an "X" under the column that best describes the frequency of the 

activity and who does it. 

I. Activities the elderly person can do by him/herself 

(5) (4) (3) (2) (1) 
Almost Almost 
Never Seldom Sometimes Often Always 

1. Get out of bed or chair 

2. Bathe 

3. Dress 

4. Walk 

5. Feed self 

6. Go to bathroom 

7. Control urine 

8. Control stool (bowel 
movement) 

9. Take care of the house 

10. Do laundry 

11. Use telephone 

12. Prepare own meals 

13. Do shopping/errands 

14. Be responsible for own 
medications 

15. Drive a care or use 
handicar 

16. Manage own finances (bills) 
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II. Activities the caregiver must do for the elderly person 

(1) (2) (3) (4) (5) 
Almost Almost 
Never Seldom Sometimes Often Always 

1. Help out of bed or chair 

2. Bathe 

3. Dress ; 

4. Assist with walking 

5. Feed elderly person 

6. Take to bathroom or 
commode chair 

7. Clean up uncontrolled 
urine 

8. Clean up uncontrolled 
stool (bowel movements) 

9. Perform housekeeping chores 

10. Do laundry 

11. Telephone communications 
(make physician appoint
ments, call drug store) 

12. Prepare meals 

13. Do shopping/errands 

14. Administer medications 

15. Provide transportation 

16. Manage finances (bills, 
bank) 

17. Empty catheter drainage 
bag 

18. Irrigate catheter 

19. Insert foley catheter 

20. Care for catheter 
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(1) (2) (3) (4) (5) 
Almost Almost 
Never Seldom Sometimes Often Always 

21. Care for bed sores 

22. Care for open wound 
following operation 

23. Care for tracheostomy 

24. Care for nasogastric 
tube (NG tube) 

25. Care for gastrostomy, 
jejunostomy.colostomy 

26. Exercise part of the 
body (hands, arms, 
legs) 

27. Frequently turn person 
in bed 

28. Transfer bedbound person 
from wheelchair/chair 

29. Suction 

30. Other (Specify) 

31. Other (Specify) 
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CAREGIVER ATTITUDE SCALE 

DIRECTIONS: The statements below describe different ways people feel 
about being a caregiver, about the family and about the elderly person. 
Beside each statement is a scale which ranges from strongly agree to 
strongly disagree. Read each statement and answer how you personally 
feel about the statement by circling one of the responses. Remember, 
circle only one answer for each statement and do not leave any statement 
unanswered. There are no right or wrong answers, so please answer 
according to how YOU feel, not how you think you should feel or how 
others think you should feel. 

Strongly Agree (SA) 
Moderately Agree (MA) 
Agree (A) 
Disagree (D) 
Moderately Disagree (MD) 
Strongly Disagree (SD) 

1. The family has a right to refuse the care
giver role. 

2. I sacrificed everything in my personal 
life to be the caregiver. 

3. I find being the caregiver a burden to 
myself and my family. 

4. The family has an obligation to care for 
the elderly person. 

5. The government should provide financial 
help to a family that takes the respon
sibility of caring for the elderly person. 

6. It should be the responsibility of the 
family members to care for the elderly 
person. 

7. It is perfectly all right to pay others 
to care for the elderly person if you don't 
have the time. 

8. I was pressured into the caregiver role 
by my family. 

9. I would have felt guilty if I had not 
become the caregiver for my family. 

10. It is all right to pay others to care 
for the elderly person if you don't 
want to. 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 
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12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 ,  

23, 

24, 

25, 

26 

27 

I had mixed feelings about becoming the 
caregiver for the elderly person. 

The family believes I am doing the 
best possible job. 

The elderly have much to contribute 
to the family. 

The elderly are set in their ways of 
thinking which makes it difficult to 
care for them. 

I believed the caregiver role would 
be easier than it is. 

The responsibility of caregiving should 
be that of the spouse of the elderly 
person. 

Sometimes I feel frustrated with the 
elderly person. 

Sometimes I feel angry with the elderly 
person. 

I had a good idea about the caregiver 
responsibilities before hand. 

I believe the elderly person knows what 
he/she is doing when they refuse to 
cooperate with me. 

I believe the elderly person could do 
more than they are doing. 

No one should be put in a nursing home. 

Sometimes I wish I had never become 
the caregiver. 

Specific tasks and skills were taught 
to me by hospital personnel that I 
would be expected to do at home. 

Since I have become the caregiver, I 
feel my health has suffered. 

I feel I am under a lot of pressure 
as a caregiver. 

I do not find it difficult to care 
for the homebound elderly person. 

I l l  

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 
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29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39, 

40. 

41. 

42, 

43, 

44, 

I do not find performing the caregiver 
activities stressful. 

Caring for the elderly person in the 
home requires a lot of money. 

Caring for the elderly person requires 
a lot of time. 

Sometimes I wish someone else would take 
over the care of the elderly person. 

I became the caregiver because no one 
else would do it. 

I believe I am doing the best possible 
job. 

The relationship between me and the 
elderly person has gotten worse since 
I became the caregiver. 

I feel more comfortable now with the 
caregiver role than in the beginning. 

The elderly person almost never makes 
excessive demands or requests from me. 

I believe the elderly person appreciates 
what I am doing for him/her. 

Caring for the elderly person is the 
right thing to do. 

I am satisfied with the caregiver 
situation. 

My family helps me with the caregiving 
activities. 

I was expected to become the caregiver. 

It is important for me to take care of 
myself so I won't get ill. 

I became the caregiver because I had no 
choice. 

I feel confined and unable to do those 
activities I would like to do because 
I am the caregiver. 
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SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 



45. The caregiver role requires me to adapt 
to new situations and problems which I 
find challenging. 

46. I believe you should help other family 
members when they are unable to help 
themselves because they are family. 

47. My personal life has not changed since 
becoming the caregiver. 

48. Elderly people should be put in nursing 
homes when the family is no longer able 
to handle them at home. 

49. My family does not provide me with 
support. 

50. My life will be better when the ill 
elderly person dies. 
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SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 

SA MA A D MD SD 



APPENDIX C 

DEMOGRAPHIC DATA COLLECTION TOOL 

114 



DEMOGRAPHIC DATA COLLECTION TOOL 

115 

DIRECTIONS: Please check the appropriate blank. Answer all questions, 
Any time the word "other" is used, please write in your answer. 

I. CAREGIVER INFORMATION 

A. Age: 1. 20-29 _ 

2. 30-39 _ 

3. 40-49 _ 

B. Sex: 1. Male 

4. 50-59 

5. 60-69 

6. 70-79 

C. Race: 1. Caucasian 

2. Mexican-American 

3. American Indian 

7. 

8 .  

80-89 

90 + 

Female 

4. Asian 

5. Black 

6. Other 

D. Highest level of education completed: 

1. Grade School 4. Technical/Trade School 

2. Junior High 5. College Degree 

3. Senior High 

Income: 
1. 

2 .  

3. 

0- 5,000/year 

5- 10,000/year 

10-15,000/year 

4. 15-20,000/year _ 

5. 20-30,000/year _ 

6. over 30,000/year 

Relationship to the elderly person: 

1. Daughter 5. Daughter-in-law 

2. Son 6. Cousin 

3. Spouse 

4. Nephew 

7. Other (specify) 
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G. Number of people living in your family: 

1. 1-2 3. 5-6 

2. 3-4 4. greater than 6 

H. Number of people living in the house: 

1. 1-2 3. 5-6 

2. 3-4 4. greater than 6 

I. Length of time you have been the caregiver: 

1. 1-3 months 4. 10-12 months 7. 19-20 months 

2. 4-6 months 5. 13-15 months 8. 22-24 months 

3. 7-9 months 6. 16-18 months 9. greater than 6 

J. Do you suffer from any medical conditions or are you under a 
physician's care for any of the following: 

1. Diabetes 4. Emphysema/Asthma 

2. Hypertension 5. Arthritis 

3. Heart Problems 6. Other (Specify) 

K. What sources of assistance do you receive from the community/ 
family in caring for your family member? 

1. Public Health Nurse 5. Friends 

2. Home Health Aides 6. Children 

3. Neighbors 7. Others 

4. Brothers/Sisters 

L. Are you also employed elsewhere? 1. Yes No 

M. Did you have to quit your job to become the caregiver? 

1. Yes 2. No 

N. Did you know that you would be the caregiver before it actually 
happened? 1. Yes 2. No 

0. Was there a selection process among the family as to who would 
be the caregiver? 1. Yes 2. No 



HOMEBOUND ELDERLY PERSON INFORMATION 

A. 

D. 

E. 

Age: 1. 

2. 

3. 

60-64 

65-69 

70-74 

4. 

5. 

6 .  

7. 

75-79 

80-84 

85-89 

greater than 90 

B. Sex: 1. Male 2. Female 

Race: 1. Caucasian 

2. Mexican-American 

3. American Indian 

4. Asian 

5. Black 

6. Other 

Highest level of education completed: 

1. Grade School 4. Technical/Trade School 

2. Junior High 

3. Senior High 

5. College Degree 

Income: 

1. 0 • 

2. 5 • 

3. 10 • 

5,000/year 

10,000/year 

15,000/year 

4. 15-20,000/year 

5. 20-30,000/year 

6. over 30,000/year 

Does the elderly person suffer from any of the following 
medical conditions? 

1. Diabetes Arthritis 

2. Hypertension 

3. Heart problems 

4. Stroke 

6. Emphysema/Asthma 

7. Cancer 

8. Other (Specify) 
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III. LIMITATIONS OF THE ELDERLY PERSON: 

Never A Seldom A Sometimes Often A Always A 
Problem Problem A Problem Problem Problem 

1. Hearing 

2. Sight 

3. Speech 

4. Movement 

5. Safe to be left 
alone for short 
periods of time. 

6. Safe to be left 
alone for long 
periods of time. 

7. Cooperation with 
your requests. 

8. Ability to under
stand what you 
are asking. 

9. Confusion. 

10. Poor memory. 

11. Unable to recognize 
own basic needs. 

12. Other (specify) 

13. Other (specify) 
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THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Michele Davenport-Toczko 
1335 N. Highland Ave 
Tucson, AZ 85719 

# FROM: Ada Sue Hinshaw, PhD, RN 
Director of Research 

(Catherine J. Young, PhD, RN 
Chairman, Research Committee 

DATE: April 30, 1984 

RE: Human Subjects Review: ^ 

homebound elderly person 

Acceptance of the caregiver role of the 

Your project has been reviewed and approved as exempt from University review 
by the College of Nursing Ethical Review Subcommittee of the Research Com
mittee and the Director of Research. A consent form with subject signature 
is not required for projects exempt from full University review. Please use 
only a disclaimer format for subjects to read before giving their oral consent 
to the research. The Human Subjects Project Approval form is filed in the 
office of the Director of Research if you need access to it. 

We wish you a valuablt and stimulating experience with your research. 

ASH/fp 
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Subject Informed Consent Form 

Dear Caregiver, 

I am a graduate student in nursing at the University of Arizona and 
would like your participation in a research study entitled "The decision 
to become the caregiver for the homebound elderly". The purpose of the 
study is to explore and validate the various reasons why family members, 
neighbors or friends choose to become caregivers. 

This study will be conducted by asking you to check or write your 
answers to questions on three questionnaires. The questions include how 
you feel about the caregiver role, how you came to be the caregiver and 
the problems associated with the role. You will also be asked general 
information about yourself and the elderly person. It is hoped that this 
important information can assist nurses and other health professionals in 
educating and providing assistance to the potential caregiver so as to 
decrease the many problems and concerns that so frequently arise in the 
role. 

The questionnaire will be performed in your home and at your con
venience. The time needed to complete the questionnaire will vary from 
30 minutes to 1 hour. Your name will not appear on the questionnaire nor 
in the research study. This activity is voluntary and you may choose to 
answer any or all of the questions as you desire. By responding to the 
questions, you will be giving your consent to participate in the study, 
however, you may withdraw from the study at any time without fear of 
losing assistance with the Public Health Department Home Health Division. 
There are no risks to participating in the study. You will receive no 
direct benefit in the study but your participation will help other 
potential caregivers. Confidentiality will be enforced at all times. 

I will be available to answer any questions that you have concerning 
the questionnaires or the research study. Thank you for your cooperation 
and participation. 

Michele Davenport-Toczko 
1335 N. Highland 
Tucson, Arizona 85719 
623-5336 
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Pearson Correlation Coefficients: Item to Item Correlation for Limitations Scale 

Item 1 2 3 4 5 6 7 8 9 10 11 

1 1.00000 

2 .65504 1.00000 

3 -.02942 -.08351 1.00000 

4 -.01350 .04191 .40935 1.00000 

5 -.06699 -.05750 .39082 .21496 1.00000 

6 .00665 -.22502 .20661 .19033 .43351 1.00000 

7 -.09389 -.10073 .21205 .48843 -.04311 .19409 1.00000 

8 .32051 .34748 .64749 .36184 .17766 .09599 .31718 1.00000 

9 .28100 .27004 .61464 .27436 .18058 .20861 .32436 .78974 1.00000 

10 .32772 .25566 .57695 .24883 .29485 .07935 .21385 .68767 .77565 1.00000 

11 .05451 .13938 .45791 .49400 .44116 .22013 .49272 .67591 .57876 .50298 1.00000 
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Item to Total Correlations for Limitations Scale With Corresponding 
Alphas 

Corrected 
Item - Total Alpha if 

Item Correlation Item Deleted 

1 .21790 .81864 

2 .19751 .81718 

3 .58920 .78129 

4 .45723 .79819 

5 .33468 .81291 

6 .24629 .81591 

7 .31138 .80834 

8 .77508 .76180 

9 .75654 .76525 

10 .69870 .77172 

11 .70556 .76755 

Alpha for Limitations Scale = .81 
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Pearson Correlation Coefficients: Item to Item Correlation for Physical Limitations Subscale 

Item 1 2 3 4 5 6 

1 1.00000 

2 .65504 1.00000 

3 -.02942 -.08351 1.00000 

4 -.01350 .04191 .40935 1.00000 

5 -.06699 -.05750 .39082 .21496 1.00000 

6 .00665 -.22502 .20661 .19033 .43351 
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Item to Total Correlations for Physical Limitation Subscale With 
Corresponding Alphas 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

1 .15637 .48879 

2 .10092 .50663 

3 .32723 .39333 

4 .32046 .42628 

5 .35397 .37124 

6 .25656 .43586 

Alpha for Physical Limitation Subscale = .49 
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Pearson Correlation Coefficients: Item to Item Correlation for Physiological/Psychological 
Limitations Subscale 

Item 7 8 9 10 11 

7 1.00000 

8 .31718 1.00000 

9 .32436 .78974 1.00000 

10 .21385 .68767 .50298 1.00000 

11 .49272 .67591 .57876 .50298 1.00000 
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Item to Total Correlations for Physiological/Psychological Limitations 
Subscale With Corresponding Alphas 

Corrected Item - Alpha if 
Item Total Correlation Item Deleted 

7 .39572 .88663 

8 .79517 .79047 

9 .78996 .79344 

10 .68075 .82230 

11 .70317 .81691 

Alpha for Physical Limitations Subscale = .86 
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Pearson Correlation Coefficient: Item to Item Correlation for Activities Scale: 
Elderly Activities Section 

Item 1 2 3 4 5 6 7 8 

1 1.00000 
2 .36290 1.00000 
3 .32696 .94268 1.00000 
4 .75800 .43713 .48551 1.00000 
5 .50315 .32010 .30151 .35551 1.00000 
6 .84704 .41129 .36358 .83928 .48909 1.00000 
7 .39495 .39013 .33645 .35734 .39283 .43899 1.00000 
8 .40724 .36507 .31824 .46298 .68002 .56056 .56766 1.00000 
9 .46411 .65250 .61715 .49327 .18608 .46411 .31318 .21222 
10 .12119 .24211 .21769 .12880 .25317 .12119 .03428 .09940 
11 .32059 .33250 .29042 .09868 .48675 .16295 .11972 .24312 
12 .67374 .43145 .39557 .41614 .32670 .46209 .33316 .16317 
13 .46411 .65250 .61715 .49327 .18608 .46411 .31318 .21222 
14 .04994 .40020 .36524 -.02654 .33037 .04994 .32595 .32119 
15 -.09845 -.05932 -.06857 -.10463 -.22743 -.09845 -.20526 -.20526 
16 .46411 .65250 .61715 .49327 .18608 .46411 .31318 .21222 



Pearson Correlation Coefficient: Item to Item Correlation for Activities Scale: 
Elderly Activities Section (Continued) 

Item 9 10 11 12 13 14 15 16 

n 
C 

3 
4 
5 
6 
7 
8 
9 1.00000 
10 .42231 1.00000 
11 -.09020 .11104 
12 .71784 .27064 
13 1.00000 .42224 
14 -.06122 -.08329 
15 -.03448 -.04692 
16 1.00000 .42224 

1.00000 
.35875 1.00000 

-.09020 .71784 1.00000 
.75498 .16891 -.06122 

-.09020 -.06054 -.03448 
-.09020 .71784 1.00000 

1.00000 
-.06122 1.00000 
-.06122 -.03448 1.00000 
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Pearson Correlation Coefficient: Item to Item Correlation for Activities Scale: 
Caregiver Activities Section 

Item 1 2 3 4 5 6 7 8 9 10 11 

1 1.00000 
2 .60899 1.00000 
3 .32685 .63406 1.00000 
4 1.00000 .38421 .44066 1.00000 
5 .47408 .27664 .19892 .23998 1.00000 
6 .14460 .23744 .29357 .41320 -.10202 1.00000 
7 .25421 .33315 .21272 .39400 .36179 .17277 1.00000 
8 .54502 .32053 .10030 .05775 .56296 .08139 .31364 1.00000 
9 .12712 .31565 .17096 .31077 .19996 .05153 .34038 .33128 1.00000 
10 .12712 .31565 .17096 .31077 .19996 .05153 .34038 .33128 1.00000 1.00000 
11 .33240 .67062 .40232 .40631 .28407 .16758 .44502 .33041 .22001 .22001 1.00000 
12 .38136 .71022 .44449 .31077 .29518 .28574 .34038 .33128 .36170 .36170 .82694 
13 .42138 .77658 .48877 .32193 .12823 -.00485 .35260 .16413 .19836 .19836 .71515 
14 -.02087 .10367 .01684 .35723 .22203 .03615 .39126 .28619 .13626 .13626 .72630 
15 .22962 .49242 .28634 .35723 -.03596 .01308 .39126 .00239 .03144 .03144 .50205 
16 .43409 .78006 .49776 .27927 .26526 .27362 .30588 .29771 .40152 .40152 .74312 
17 .31489 .08959 .00706 -.04151 .40687 -.05125 .25763 .54801 .12737 .12737 .25527 
18 .33064 .23766 .30892 .19019 .28416 .19109 .37277 .57970 .19223 .19233 .25133 
19 .16772 .10412 .13533 .31355 .36433 .05562 .04990 .32306 .08422 .08422 .11010 
20 .23533 .02087 -.05425 .06285 .33744 .04212 .36007 .50282 .27009 .27009 .17255 
21 .15171 .26571 .01749 -.23998 .08360 .06309 -.10639 .28731 .01088 .01088 .03363 
22 .03549 -.17625 -.02864 -.25008 -.09836 -.03531 -.29565 .15683 -.05346 -.05346 -.34524 
24 .19073 .11840 .06596 .06269 .35309 .10342 .34047 .18215 .09577 .09577 .12521 
25 .13447 .08348 .10851 .25140 .29211 -.05451 -.06001 .25903 .06752 .06752 .08828 
26 .33618 .30708 .04650 .20996 .20577 .10477 .46509 .21549 .16398 .16398 .10548 
27 .55471 .30058 .04552 .08383 .40213 .20648 .46523 .55183 .25493 .25493 .30524 
28 .70559 .45706 .18989 .20735 .36997 .43070 .56132 .43914 .03594 .03594 .47426 
29 .22263 .17093 .11346 .14828 .38091 -.02418 .43924 .33456 .09414 .09414 .18601 
30 .13019 .08082 .10505 .24338 .19137 .23506 -.03994 -.02581 .06537 .06537 .08546 



Pearson Correlation Coefficient: Item to Item Correlation for Activities Scale: 
Caregiver Activities Section 

Item 12 13 14 15 16 17 18 19 20 21 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 1.00000 
13 .46284 1.00000 
14 .34589 .31487 1.00000 
15 .13626 .83604 .32874 1.00000 
16 .97512 .51100 .16013 .16013 1.00000 
17 .30305 .06834 .17525 -.08438 .27233 1.00000 
18 .19223 .19913 .22097 .22097 .17225 .67459 1.00000 
19 .08420 .08724 .09680 .09680 .07568 .29553 .43809 1.00000 
20 .27009 -.03497 .14414 -.02218 .24271 .91296 .71174 .31180 1.00000 
21 .17412 .04509 -.17512 -.04110 .21514 .31898 .36945 .41639 .29931 1.00000 
22 -.40987 -.09230 -.20776 .05566 -.36832 .14346 .35617 .38402 .17909 .38888 
24 .09577 .09921 .11009 .11009 .08606 -.22876 -.06368 -.12636 -.18815 -.15628 
25 .06752 .06995 .07762 .07762 .06068 .23695 .35125 .80178 .25000 .33384 
26 .21221 .09992 -.06494 .12513 .24271 .14235 .31164 .29271 .25000 .17350 
27 .34935 .09781 .23877 .02946 .31391 .47556 .42136 .16194 .50689 .23019 
28 .44672 .27127 .31113 .20995 .40144 .31692 .34161 -.04742 .30961 -.03677 
29 .09414 .20722 .16617 .22414 .08459 .05101 .24807 .41917 .06846 .05918 
30 .06537 .06771 .07514 .02514 .05874 -.10795 -.19687 -.08625 -.08212 -.22011 
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Item to Total Correlations for Activities Scale With Corresponding 
Alphas: Elderly Activities Section 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

1 .69690 .84376 

2 .68347 .84675 

3 .63081 .84871 

4 .64280 .84710 

5 .61463 .84967 

6 .70251 .84344 

7 .53331 .85482 

8 .59832 .85073 

9 .59759 .85917 

10 .24347 .86387 

11 .37655 .86200 

12 .61487 .85320 

13 .58652 .85642 

14 .34945 .86075 

15 -.16806 .87478 

16 .57511 .85432 

Alpha for Activities Scale: Elderly Activities Section = .86263 
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Item to Total Correlations for Activities Scale With Corresponding 
Alphas: Caregiver Activities Section 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

1 .59457 .86587 

2 .58106 .86843 

3 .35616 .87143 

4 .36800 .87211 

5 .54077 .86648 

6 .23790 .85799 

7 .57134 .86550 

8 .65789 .86276 

9 .37198 .87170 

10 .37198 .87170 

11 .55455 .86759 

12 .57036 .87173 

13 .42516 .87157 

14 .32425 .87234 

15 .29517 .87274 

16 .53934 .86971 

17 .50582 .86772 

18 .66387 .86221 

19 .43850 .86970 

20 .53886 .86666 
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Item to Total Correlations for Activities Scale With Corresponding 
Alphas: Caregiver Activities Section (Continued) 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

21 .23300 .87500 

22 -.00334 .88018 

24 .16155 .87555 

25 .33642 .87191 

26 .46001 .86906 

27 .67175 .86223 

28 .61353 .86440 

29 .38715 .87077 

30 -.01653 .87808 

Alpha for Activities Scale: Caregiver Activities Section = .87411 
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Pearson Correlations Coefficients: Item to Item Correlation for Physical 
Care Subscale (Elderly Section) 

Item 1 2 3 4 5 6 7 8 

1 1 .00000 

2 .36290 1.00000 

3 .31697 .94368 1.00000 

4 .75800 .43713 .48551 1.00000 

5 .50315 .32010 .30151 .35551 1.00000 

6. .84704 .41129 .36358 .83928 .48909 1.00000 

7. .39495 .39013 .33645 .35734 .39283 .43899 1.00000 

8. .40724 .36507 .31824 .46298 .68002 .50656 .56766 1.00000 
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Item to Total Correlations For Physical Care Subscale (Elderly Section) 
With Corresponding Alphas 

Corrected Item - Alpha if 
Item Total Correlation Item Deleted 

1 .69192 .84544 

2 .58437 .85833 

3 .54290 .86120 

4 .69742 .84587 

5 .60404 .85752 

6 .75825 .83836 

7 .55667 .86237 

8 .66953 .84830 

Alpha for Physical Care Subscale (Elderly Section) = .87 
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Pearson Correlation Coefficient: Item to Item Correlations for Activities 
of Daily Living Subscale (Elderly Section) 

Item 9 10 11 12 13 14 15 16 

9 1.00000 

10 .42224 1.00000 

l'l -.09020 .11104 1.00000 

12 .71784 .27064 .35875 1.00000 

13 1.00000 .42224 -.09020 .71784 1.00000 

14 -.06122 -.08329 .75498 .16891 -.06122 1.00000 

15 -.03448 -.04692 -.09020 -.06054 -.03448 .06122 1.00000 

16 1.00000 .42224 -.09020 .71784 1.00000 -.06122 -.03448 1.00000 
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Item to Total Correlations for Activities of Daily Living Subscale 
(Elderly Section) With Corresponding Alphas 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

9 .56566 .58444 

10 .28270 .60663 

11 .31811 .63740 

12 .66459 .51193 

13 .52739 .56653 

14 .32312 .59812 

15 -.09250 .68695 

16 .48561 .55740 

Alpha for Activities of Daily Living Subscale (Elderly Section) = .63 
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Pearson Correlation Coefficent: Item to Item Correlation for Physical Care 
Subscale (Caregiver Section) 

Item 1 2 3 4 5 6 7 8 

1 1.00000 

2 .60899 1.00000 

3 .32685 .63406 1.00000 

4 .10012 .38421 .44066 1.00000 

5 .47400 .27664 .19892 .23998 1.00000 

6 .14460 .23744 .29357 .41320 -.10202 1.00000 

7 .25421 .33315 .21272 .39400 .36179 .17271 1.00000 

8 .54502 .32053 .10030 .05775 .56296 .08139 .31364 1.00000 
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Item to Item Correlations for Physical Care Subscale (Caregiver Section) 
With Corresponding Alpha 

Corrected Item - Alpha if 
Item Total Correlation Item Deleted 

1 .53388 .70205 

2 .62409 .70745 

3 .46628 .71455 

4 .45452 .71395 

5 .45527 .71318 

6 .25932 .75469 

7 .47475 .70898 

8 .44209 .71591 

Alpha for Physical Care Subscale (Caregiver Section) = .74 



APPENDIX V 

PEARSON CORRELATION COEFFICIENT: ITEM TO ITEM CORRELATION 
HOR ACTIVITIES OF DAILY LIVING SUBSCALE 
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Pearson Correlation Coefficient: Item to Item Correlation For Activities 
of Daily Living Subscale (Caregiver Section) 

Item 9 10 11 12 13 14 15 16 

9 1.00000 

10 1.00000 1.00000 

11 .22001 .22002 1.00000 

12 .36170 .36170 .82694 1.00000 

13 .19836 .19836 .71515 .46284 1.00000 

14 .13626 .13626 .72630 .24589 .31487 1.00000 

15 .03144 .03144 .50205 .13626 .83604 .32874 1.00000 

16 .40252 .40152 .74312 .97512 .51100 .16013 .16013 1.00000 



APPENDIX W 

ITEM TO ITEM CORRELATIONS FOR ACTIVITIES OF 
DAILY LIVING SUBSCALE (CAREGIVER SECTION) 

WITH CORRESPONDING ALPHAS 

160 



161 

Item to Item Correlations for Activities of Daily Living Subscale 
(Caregiver Section) With Corresponding Alphas 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

9 .45639 .82341 

10 .45639 .82341 

11 .81515 .76831 

12 .73658 .80852 

13 .68959 .79706 

14 .45915 .82327 

15 .41159 .82953 

16 .65593 .79762 

Alpha for Activities of Daily Living Subscale (Caregiver Section) = .83 
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Pearson Correlation Coefficient: Item to Item Correlation for Skilled Subscale 
(Caregiver Section) 

Item 17 18 19 20 21 22 24 

17 1.00000 
18 .67459 1.00000 
19 .29553 .43809 1.00000 
20 .91296 .71174 .31180 I.00000 
21 .31898 .36945 .41637 .29931 1.00000 
22 .14346 .35617 .38402 .17909 .38888 1.00000 
24 -.22876 -.06368 -.12636 -.18815 -.15628 -.18716 1.00000 
25 .23695 .35125 .80178 .25000 .33384 .52783 -.10131 
26 .14735 .31164 .29271 .25000 .17350 .01616 .33288 
27 .47556 .42136 .16194 .50689 .23019 .00264 .32583 
28 .31692 .34161 -.04742 .30961 -.03677 -.24227 .25424 
29 .05101 .24807 .41917 .06845 .05918 -.05256 .23708 
30 -.10795 -.19687 -.08625 -.08212 -.22011 -.12775 -.09808 



Pearson Correlation Coefficient: Item to Item Correlation for Skilled Subscale 
(Caregiver Section) (Continued) 

Item 25 26 27 28 29 30 

17 
18 
19 
20 
21 
22 
24 
25 1.00000 
26 .23469 1.00000 
27 .07990 .66848 1.00000 
28 -.14666 .41204 .72231 
29 .18049 .34053 .35943 
30 -.06919 -.30994 -.14021 
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Item to Total Correlations For Skilled Care Subscale With Corresponding 
Alphas 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

17 .60101 .75215 

18 .70765 .73880 

19 .50407 .76775 

20 .65052 .74551 

21 .35806 .77814 

22 .20265 .79054 

24 .01132 .80205 

25 .40984 .77606 

26 .47880 .76652 

27 .68554 .74331 

28 .42731 .77177 

29 .35200 .78009 

30 1 ro
 

o
 

ro
 

.81073 

Alpha for Skilled Care Subscale (Caregiver Section) = .79 
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Pearson Correlation Coefficients: Item to Item Correlation for Revised Caregiver 
Attitude Scale 

Item 6 15 17 18 19 20 21 22 

6 1 .00000 
15 - .02625 1.00000 
17 .25552 .03797 1.00000 
18 1 .4910 -.12934 .51630 1.00000 
19 1 .8261 .47269 .19123 .08348 1.00000 
20 .23788 .30788 .22749 .17245 .55931 1.00000 
21 .15583 .33937 .32773 .35084 .18345 .52308 1.00000 
22 - .03862 .00924 -.10630 -.12685 .07351 -.00264 .16289 1.00000 
23 - .03053 .19668 .43907 -.00235 .07628 .07788 .02389 .05341 
25 - .24165 .42002 .17259 .38193 .20520 .23323 .16461 -.07174 
26 - .30760 .44396 .07739 -.17082 .10773 .26914 .00249 -.16830 
27 .03550 .29761 -.34457 -.19013 .11990 -.03684 -.12185 -.12837 
32 - .00990 .47836 .26588 .11829 .32539 .25909 .33507 -.24906 
33 - .07891 0 -.45873 -.00938 -.01417 -.14051 -.06073 .25441 
34 - .07277 .57290 -.01801 .06510 .21189 .33223 .48403 -.04053 
36 .17647 .23885 .05948 .19599 .24932 .05575 .48418 .14327 
37 - .13721 .41694 -.17415 -.06493 .16382 -.07184 .23311 .30238 
38 .17090 .07141 -.18737 .14929 .00984 .22622 .34382 .14555 
39 .04352 .39632 -.04025 .04943 .38125 .21657 .24758 .09146 
41 - .07713 .11592 -.11695 .38874 .18189 .13228 .26478 .12951 
43 - .01926 .39560 -.24909 -.24871 .14154 -.01179 -.24315 -.44351 
44 - .11209 .10624 .31889 .26847 -.19448 .04876 .39526 -.18642 
46 .18645 .11520 -.08284 .16508 -.16389 -.20745 .13138 .23346 
47 .23817 .17093 .48073 .30380 .25250 .43073 .25992 -.34557 
48 - .2989 .11400 -.31220 .00868 .12794 -.05575 -.1205 .46727 
49 -.12033 .10271 -.11586 -.17128 -.17472 .16605 -.10479 -.06859 



Pearson Correlation Coefficients: Item to Item Correlation for Revised Caregiver 
Attitude Scale (Continued) 

Item 23 25 26 27 32 33 34 3b 

6 
15 
17 
18 
19 
20 
21 
22 
23 1.00000 
25 .36025 1.00000 
26 .41283 .48919 1.00000 
27 -.28968 .00213 .29757 1.00000 
32 .06783 .29673 .13071 -.11992 1.00000 
33 .21904 .21320 -.12548 -.04988 -.19707 1.00000 
34 .26314 .39842 .37925 .20241 .10029 .19188 1.00000 
36 -.21244 .06345 -.20390 -.01583 .20200 .09920 .05738 1.00000 
37 .03305 .00313 -.16197 -.07492 .21390 .27869 .29760 .30652 
38 .10362 .12527 -.16852 -.18757 .23947 .66768 .21033 .32144 
39 -.10268 .18021 .26561 .02778 .23761 .06215 .17588 .61487 
41 .08682 .30734 .08704 -.12284 .13243 .43355 .34144 .32112 
43 -.24683 .06486 .38661 .50565 .25013 -.10490 .18623 -.03885 
44 .09039 -.02450 .17418 -.06159 .09452 -.04103 .11721 .11722 
46 .12167 .01909 -.24580 -.05921 -.01764 .55002 .25440 .23008 
47 -.15203 .08632 .25403 .16157 .30918 -.53648 -.13511 .13388 
48 -.27038 -.06785 -.15766 .19396 -.10833 .31825 .10813 .22449 
49 -.12718 -.14341 .28529 .00914 .04795 -.15743 .04967 -.43726 



Pearson Correlation Coefficients: Item to Item Correlation for Revised Caregiver 
Attitude Scale (Continued) 

Item 37 38 39 41 43 44 46 47 48 49 

6 
15 
17 
18 
19 
20 
21 
22 
23 
25 
26 
27 
32 
33 
34 
36 
37 1.00000 
38 .40584 1.00000 
39 .41279 .26160 1.00000 
41 .50620 .58126 .26299 1.00000 
43 -.03200 -.07172 .34632 -.17100 1.00000 
44 .14060 .05611 .07182 -.05835 -.01791 1.00000 
46 .40826 .69416 .13483 .52795 -.00215 .00168 1.00000 
47 -.22568 -.18383 .28184 -.40374 .31429 .39209 -.35217 1.00000 
48 .31913 .08036 .23592 .05519 .08740 .06458 .02368 -.09371 
49 -.07473 -.04663 -.11172 -.15016 .35070 .23303 -.02783 .11010 

1.00000 
.10600 1.00000 
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Item to Total Correlations for Revised Caregiver Attitude Scale 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

6 .06682 .72912 

15 .63235 .68681 

17 .16649 .71682 

18 .24218 .71087 

19 .40811 .69559 

20 .49097 .69292 

21 .55055 .68507 

22 -.01691 .73281 

23 .12289 .71878 

25 .39545 .70320 

26 .23885 .71122 

27 .01616 .72639 

32 .36306 .70417 

33 .08446 .71990 

34 .50297 .68846 

36 .33560 .70488 

37 .33398 .70729 

38 .38905 .70357 

39 .50291 .69611 

41 .32871 .70521 
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Item to Total Correlation For Revised Caregiver Attitude Scale 
(Continued) 

Item 
Corrected Item -
Total Correlation 

Alpha if 
Item Deleted 

43 .11901 .71899 

44 .21679 .71347 

46 .23906 .71148 

47 .24748 .71046 

48 .15942 .71683 

49 -.05405 .74027 

Alpha for Revised Caregiver Attitude Scale = .71815 
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Pearson Correlation Coefficients: Item to Item Correlations for Burdens Subscale 

Item 17 18 19 20 21 25 34 36 37 44 47 49 

17 1.00000 

18 .51630 1.00000 

19 .19123 .08348 1.00000 

20 .22749 .17245 .55931 1.00000 

21 .32773 .35084 .18345 .52308 1.00000 

25 .17259 .38193 .30520 .23323 .16461 1.00000 

34 -.01801 .06510 .32289 .33223 .48403 .39842 1.00000 

36 .05948 .19599 .24932 .05575 .48418 .06345 .05738 1.00000 

37 -.17415 .06493 .16382 -.07184 .23311 .00313 .29760 .30652 1.00000 

44 .31889 .26847 -.19448 .04876 .39526 -.02450 .11721 .11722 .14060 1.00000 

47 .48073 .30380 .25250 .43073 .25992 .08632 -.13511 .13388 -.22568 .39209 1.00000 

49 -.11586 -.17128 -.17972 .16605 -.10479 -.14341 .04967 -.43726 -.07473 .23303 .11010 1.00000 
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Pearson Correlation Coefficients: Item to Item Correlation for Caregiver Role 

Item 6 15 22 23 26 27 32 

6 1.00000 
15 -.02625 1.00000 
22 -.03862 .00924 1.00000 
23 -.03053 .19668 .05341 1.00000 
26 -.30760 .44396 -.16830 .41283 1.00000 
27 .03550 .29761 -.12837 -.28968 .29757 1.00000 
32 -.00990 .47836 -.24906 .06783 .13071 -.11992 1.00000 
33 -.07891 0 .25441 .21904 -.12548 -.04988 -.19707 
38 .17090 .07141 .14553 .10362 .16852 -.18757 .23947 
39 .03452 .39532 .09140 -.10268 .26561 .02778 .23761 
41 -.07713 .11592 .12951 .08704 -.12284 .13284 .43355 
43 -.01926 .39560 -.44351 -.24683 .38661 .50565 .25013 
46 .18645 .11520 .23346 .12167 -.24586 -.24580 -.05921 
48 .02989 .11400 .46727 -.27038 -.15766 .19396 -.10833 



Pearson Correlation Coefficients: Item to Item Correlation for Caregiver Role 
(Continued) 

Item 33 38 39 41 43 46 

6 
15 
22 
23 
26 
27 
32 
33 1.00000 
38 .66768 1.00000 
39 .06215 .26160 1.00000 
41 .43355 .28126 .26299 1.00000 
43 -.10490 -.07172 .34632 -.17100 1.00000 
46 -.01764 .55002 .69416 .52795 -.00215 1.00000 
48 .31825 .08036 .23592 .05519 .08740 .02368 
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Item to Total Correlations For Revised Caregiver Attitude Subscales 

Subscale/Items 
Corrected Item -
Total Correlations 

Alpha if 
Item Deleted 

BCAS (Burdens) 

17 .38678 .64021 

18 .38205 .64155 

19 .29745 .65826 

20 .56686 .61391 

21 .64115 .59292 

25 .31539 .65529 

34 .33266 .64924 

36 .20951 .66712 

37 .10750 .67667 

44 .34054 .64784 

47 .43425 .63485 

49 - .10206 .73343 
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Item to Total Correlations for Revised Caregiver Attitude Subscales 
(Continued) 

Subscale/Item 
Corrected Item -
Total Correlations 

Alpha if 
Item Deleted 

ARFCAS 
(Caregiver Role) 

6 -.04538 .59365 

15 .51898 .45238 

22 .04792 .55811 

23 .04907 .54770 

26 .09464 .54251 

27 .09493 .53931 

32 .12648 .53000 

33 .34767 .48996 

38 .47091 .47050 

39 .44326 .47153 

41 .2967? .49580 

43 .15229 .52623 

46 .41786 .47786 

48 .21507 .51253 

Total Alpha = 0.53498 



APPENDIX EE 

LIMITATIONS OF THE ELDERLY SAMPLE 

182 



Limitations of the Elderly Sample (N=30) 

NEVER A SELDOM A SOMETIMES OFTEN A ALWAYS A 
PROBLEM PROBLEM A PROBLEM PROBLEM PROBLEM 

PHYSICAL 

Hearing 7 

CO CV
J 

11 (37%) 3 (10%) 9 U
> O
 

Sight 3 (10%) 2 (7%) 11 

<3̂ r-
. 

CO 

5 (17%) 9 (30%) 

Speech 10 (33%) 2 (7%) 8 (27%) 2 (7%) 8 (27%) 

Movement 1 (3%) 4 (13%) 7 (23%) 18 (60%) Movement 1 (3%) 4 (13%) 7 (23%) 18 (60%) 

Safe to be left for 
short periods of time 

10 

CO 

1 (3%) 5 (17%) 13 (45%) 

Safe to be left for 
long periods of time 

3 (10%) 1 (3%) 25 (83%) Safe to be left for 
long periods of time 

3 (10%) 1 (3%) 25 (83%) 

PSYCHOLOGICAL/MENTAL 

Cooperation with your requests 5 (17%) 5 (17%) 8 (27%) 7 (23%) 5 (17%) 

Ability to understand what 
you are asking 

10 (23%) 3 (10%) 9 (30%) 2 (7%) 6 

o
 

C\
J 

Confusion 7 (23%) 5 (17%) 8 ro
 

-•-
j 

4 (13%) 6 (20%) 

Poor memory 5 (17%) 6 (20%) 7 (23%) 5 (17%) 7 (23%) 

Unable to recognize own 7 (23%) 3 (10%) 6 (20%) 2 (7%) 12 (40%) 
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Activities Scale Characteristics of the Elderly Activities Section (N=30) 

ALMOST 
NEVER SELDOM SOMETIMES OFTEN 

ALMOST 
ALWAYS 

PHYSICAL 

Get out of bed/chair 23 (77%) 2 (7%) 3 (10%) 2 (7%) 

Bathe 27 (90%) 1 (3%) 2 (7%) 

Dress 26 00
 

--
j 

2 (7%) 2 (7%) 

Walk 22 (73%) 5 (17%) 1 (3%) 2 (7%) 

Feed self 11 (37%) 4 (13%) 2 (7%) 13 (43%) 

Go to bathroom 23 (77%) 2 (7%) 3 (10%) 2 (7%) 

Control urine 21 (70%) 1 (3%) 1 (3%) 7 (23%) 

Control stool 12 (40%) 1 (3%) 4 (13%) 2 (7%) 11 (37%) 

ACTIVITIES OF DAILY LIVING 

Take care of house 29 (97%) 1 (3%) 

Do laundry 5 (28%) 1 (3%) 1 (3%) 

Use telephone 24 (80%) 1 (3%) 1 (3%) 4 (13%) 

Prepare own meals 27 (90%) 2 (7%) 1 (3%) 

Do shopping/errands 29 (97%) 1 (3%) 

Be responsible for own medications 27 (90%) 2 (7%) 1 (3%) 

Drive a car or use handicar 29 (97%) 1 (3%) 

Manage own finances (bills) 29 (97%) 1 (3%) 



Activities Scale Characteristics of the Elderly Activities Section (N=30) (Continued) 

ALMOST 
NEVER SELDOM SOMETIMES OFTEN 

ALMOST 
ALWAYS 

ACTIVITIES OF DAILY LIVING (Continued) 

Care for nasogastric tube 26 (87%) 1 (3%) 3 (10%) 

Care for gastrostomy 28 (93%) 2 (7%) 

Exercise part of the body 9 (30%) 1 (3%) 1 (3%) 5 (17%) 14 (47%) 

Frequently turn person in bed 9 (30%) 1 (3%) 3 (10%) 1 (3%) 16 (53%) 

Transfer bedbound person 6 (20%) 1 (3%) 3 (10%) 20 (67%) 
from wheelchair/chair 

Suction 23 (82%) 1 (4%) 4 (14%) 

Other - Rash to groin 1 (50%) 1 (50%) 
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Activities Scale Characteristics of the Caregiver Activities Section 

Almost Almost 
Never Seldom Sometimes Often Always 

Physical Activities 

Help out of bed/chair 3( 10%) 1( 3%) 2( 7%) 1( 3%) 23(77%) 
Bathe H 3%) - 2( 7%) 

1( 3%) 
27(90%) 

Dress K 3%) - 3(10%) - 25(86%) 
Assist in walking n( 37%) - 4(13%) - 15(50%) 
Feed elderly person IK 37%) 1( 3%) 5(17%) 1( 3%) 12(40%) 
Take to bathroom or 

comode chair 9( 30%) 3(10%) 1( 3%) 2( 7%) 15(50%) 
Clean up uncontrolled 

urine 9( 30%) 2( 7%) 2( 7%) 2( 7%) 15(50%) 
Clean up uncontrolled 

stool 9( 30%) 2( 7%) 4(13%) 1( 3%) 14(47%) 

:tivities of Daily Living 

Perform housekeeping 
chores K 3%) - 1( 3%) - 28(93%) 

Do laundry 1( 3%) - 1( 3%) - 28(93%) 
Telephone communications 2( 7%) 1( 3%) - - 27(90%) 
Prepare meals - - 1( 3%) 1( 3%) 28(93%) 
Do shopping/errands - 1( 3%) 1( 3%) - 28(93%) 
Administer medications K 3%) - 1( 3%) 1( 3%) 27(90%) 
Provide transportation 1( 3%) - 1( 3%) 1( 3%) 27(90%) 
Manage finances 1( 3%) - - 1( 3%) 28(93%) 

billed Care Activities 

Empty catheter drainage 
bag 12( 40%) - 1( 3%) 1( 3%) 16(53%) 

Irrigate catheter 19( 63%) - - - 11(37%) 
Insert foley catheter 27 ( 90%) - - - 3(10%) 
Care for catheter 14 ( 47%) - - - 16(53%) 
Care for bed sores 9( 30%) 1( 3%) 6(20%) 7(23%) 7(23%) 
Care for open wound 

following operation 24 ( 80%) - - 3(10%) 3(10%) 
Care for tracheostomy 30(100%) - - - -
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Revised Caregiver Attitude Subscale Characteristics (N=30) 

Subscale/Item Agree Agree Agree Disagree Disagree Disagree 

BCAS 

17 5(16.7%) 7(23.3%) 10(33.3%) 5(16.7%) - 1( 3.3%) 
18 3(10.0%) 4(13.3%) 14(46.7%) 6(20 %) - 1( 3.3%) 
19 2( 6.7%) 3(10 %) 9(30 %) 6(20 %) 2( 6.7%) 6(20 %) 
20 2( 6.7%) 2( 6.7%) 12(40 %) 11(36.7%) 1( 3.3%) 1( 3.3%) 
21 3(10 %) 3(10 %) 7(23.3%) 11(36.7%) 3(10 %) 3(10 %) 
25 - 4(13.3%) 9(30 %) 15(50 %) 1( 3.3%) 1( 3.3%) 
34 1( 3.3%) 2( 6.7%) 1( 3.3%) 17(56.7%) 2( 6.7%) 6(20 %) 
36 2( 6.7%) 2( 6.7%) 16(53.3%) 6(20 %) 3(10 %) 1( 3.3%) 
37 5(16.7%) 4(13.3%) 20(66.7%) 1( 3.3%) 
44 7(23.3%) 4(13.3%) 8(26.7%) 8(26.7%) 1( 3.3%) 2( 6.7%) 
47 - 6(20 %) 9(30 %) 4(13.3%) 11(36.7%) 
49 2( 6.7%) 3(10 %) 7(23.3%) 8(26.7%) 2( 6.7%) 7(23.3%) 

ARFCAS 

6 8(26.7%) 2( 6.7%) 12(40 %) 3(10 %) 3(10 %) 
15 2( 6.7%) 2( 6.7%) 14(46.7%) 10(33.3%) 1( 3.3%) 1( 3.3%) 
22 2( 6.7%) 1( 3.3%) 7(23.3%) 12(40 %) 3(10 %) 4(13.3%) 
23 1( 3.3%) 3(10 %) 7(23.3%) 15 50 %) 1( 3.3%) 3(10 %) 
26 5(16.7%) 2( 6.7%) 12(40 %) 8(26.7%) 1( 3.3%) 1( 3.3%) 
27 - 2( 6.7%) 9(30 %) 9(30 %) 5(16.7%) 5(16.7%) 
32 2( 6.7%) - 13(43.3%) 13(43.3%) 1( 3.3%) 1( 3.3%) 
33 9(30 %) 3(10 %) 17(56.7%) 1( 3.3%) 
38 8(26.7%) 1( 3.3%) 21(70 %) 
39 2( 6.7% 4(13.3%) 18(60 %) 3(10 %) 3(10 %) 
41 5(16.7%) 2( 6.7%) 17(56.7%) 5(16.7%) - 1( 3.3%) 
43 2( 6.7%) 5(16.7%) 9(30 %) 12(40 %) 1( 3.3%) 1( 3.3%) 
46 8(26.7%) 1( 3.3%) 20(66.7%) 1( 3.3%) 
48 7(23.3%) 1( 3.3%) 16(53.3%) 4(13.3%) 1( 3.3%) 1( 3.3%) 
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Activities Subscale Correlations: Elderly and Caregiver Sections 
(N=30) 

Elderly Caregivers 

Elderly 

Physical Care 

Activities of 
Daily Living 

Total Activities 

Physical ADL Total 

.5887 .9640 

.5887 - .7824 

.9640 .7824 

Physical ADL Skilled Total 

.7986 .4809 .6689 .8016 

.5337 .5356 0 .4810 

.7908 .5466 .6029 .7757 

Caregivers 

Physical Care 

Activities of 
Daily Living 

Skilled Care 
Activities 

Total Activities 

.7986 .5337 .7908 

.4809 .5356 .5466 

.6689 0 .6029 

.8016 .4810 .7757 

,6436 

.6436 .6202 .8900 

.3289 .6629 

.6202 .3289 - .8845 

.8900 .6629 .8843 

0.05 
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Limitations Subscale Correlations to Activities Subscale: Elderly and 
Caregiver Sections 

Elderly 
Physical 

Limitations 
Psychological 
Limitations 

Total 
Limitations 

Physical Care .4793 .6688 .6480 

Activities of 
Daily Living .7290 .6075 .7335 

Total Activities .6090 .7150 .7404 

Caregiver 

Physical Care .5412 .5331 .5950 

Activities of 
Daily Living .5252 .3971 .5035 

Skilled Care 
Activities 0 .4262 .3330 

Total Activities .4123 .5405 .5359 

p > 0.05 
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(BCAS, ARFCAS) 

195 



Correlations Between Activities Scale: Elderly (EATS) and Caregiver Sections (CATS), Limitations 
Scale (ELS) and Revised Caregiver Attitude Scale (CAS) and Subscales (BCAS, ARFCAS) 

Activities 
Scale 

(Total) 

Limitations 
Scale 

(Total) 

Revised Caregiver 
Attitude Scale 

(Total) 

BCAS 
(Subscale) 

ARFCAS 
(Subscale) 

Activities Scale 

Caregivers 
Elderly 

Limitations Scale 

Physical 
Psychological 

Revised Caregiver 

Attitude Scale 
(Total) 

BCAS (Subscale) 

ARFCAS (Subscale) 

.3745 .8679 

.8057 

.3745 

.8679 .8057 

.4050 

.4050 

p £> 0.05 
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