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ABSTRACT 

This descriptive study was designed to initially test a 

measurement instrument designed to index caregivers' perceptions of 

their learning needs related to caring for an elderly family member in 

the home. A self-report demographic tool and the Clark Caregiving 

Skills Index (CCSI) were completed by 30 caregivers of home care 

patients. 

Analysis of the data revealed a homogeneous sample of 

primarily caucasian caregivers who had completed post-secondary 

education and had incomes over $15,000 per year (60%). The analysis 

of the Clark Caregiving Skills Index (CCSI) revealed an adequate total 

new tool reliability (.71). The Psychomotor, Affective and Cognitive 

Subscales did not exhibit adequate internal consistency (.53, .61, 

.59). Construct and criterion validity measures were not upheld. 
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CHAPTER 1 

INTRODUCTION 

Reliability and Validity Testing of the 
Clark Caregiving Skills Index 

The Clark Caregiving Skills Index was developed to measure the 

perception that caregivers of elderly persons have of their learning 

needs. The purpose of the tool is to measure knowledge. This study 

was undertaken to test the reliability and validity of this new 

instrument. 

The first chapter presents the problem and its significance as 

well as the purpose of this investigation. 

Statement of the Problem 

Health care for the elderly in the United States has changed 

significantly in the past decade. Improvements in medical technology 

have contributed to people not succumbing to acute illness which was 

the norm in the past. As a result of these advances, more elderly are 

living longer with chronic illnesses and functional disabilities. 

This and the general increase in the age of the population has led to 

the so-called "graying of America." 

Health care delivery mechanisms have also been changing. The 

last several decades have seen an increased reliance on institutions 

for the delivery of high technological health care. In structured 

settings, such as nursing homes and hospitals, trained personnel 
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provide 24 hour a day care. In an effort to reduce escalating health 

care costs, the federal government is now reimbursing hospitals 

prospectively for Medicare patients. Reimbursement is based on preset 

rates which are determined by diagnosis or diagnostic related 

groupings (DRG). The result of prospective reimbursement has been 

shortened lengths of stay with the rehabilitative phase of the 

patient's illness being accomplished in other settings. 

One setting where rehabilitation occurs is the nursing home; 

however, nursing home care is not a desirable alternative for many 

elders. Although nursing home care for post-hospital skilled care is 

reimbursed by Medicare, nursing home care for long term chronic care 

is not covered by insurance and becomes extremely expensive for the 

elderly and their families. Another setting where rehabilitation 

occurs is the home. Professional services are covered for short term 

rehabilitation focused skilled home care post-hospitalization. These 

types of services, however, represent only a small part of the care 

required by elders at home. Most care provided in the home involves a 

component of supportive behaviors for the chronically ill since most 

elders have chronic conditions superimposed on their acute care needs. 

Such care often involves behaviors like bathing, skin care, medication 

administration, food preparation and shopping. These services are 

available from home health agencies on a fee for services basis, but 

are too costly for many. Family members are usually the people 

performing these tasks for the elders. Home health professional 
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services are, therefore, often geared toward educating families in the 

necessary caring behaviors involved in acute and chronic care.. 

The pervasive view that families have grown apart, leaving the 

elderly alone and isolated has been disputed in recent years. This 

myth stemmed from the fact that extended family units are not as 

prevalent as they once were and increased mobility has found families 

spread out in many different geographical areas. Despite these 

trends, however, studies have found that between 60% and 80% of 

elderly persons requiring some form of assistance, either live with or 

near a close family member {Brody, 1981; Cantor, 1983; Shanas, 1979). 

The informal support system of the family, in fact, appears to be the 

first line of defense against institutionalization of the elderly 

(Shanas, 1979; Soldo & Myllyluoma, 1983). Families provide many 

necessary types of assistance to elderly relatives including 

emotional, financial, and physical support (Strong, 1984). Family 

support has been identified as an important factor that determines 

continuing life in the community (Bergman, Foster, Justice & Matthews, 

1978; Shanas, 1979), and is the link that makes home health care 

possible. 

The characteristics of the population who provide care for the 

aged infirm, has changed during the past several decades. 

Traditionally daughters have assumed the role of caregiver, yet they 

have many more competing demands on them today than they once did 

(Brody, 1981). Many are employed outside of the home as well as 
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having their own family responsibilities. The added responsibility of 

caring for an elder has a significant impact on their lives. . 

Spouses also frequently assume the caregiver role, which 

creates a unique situation for this group. Often spouse caregivers 

are also elderly with physical and emotional deficits of their own. 

The stress of the added responsibility of caring for a spouse is often 

emotionally and physically draining. 

The demands and costs of the caregiver role on the family are 

high. Studies document that many caregivers experience feelings of 

burden and strain with the role. The functional disabilities of the 

patient, other role demands, financial issues, and the caregiver's own 

health have all been found to affect the caregiving relationships 

(Brody, 1982; Cantor, 1983; Clark & Rakowski, 1983; George & Gwyther, 

1986; Johnson, 1983; Montgomery, Gonyea & Hoogman, 1985; Zarit, Todd & 

Zarit, 1986). In addition, lack of adequate knowledge to perform the 

necessary activities correctly has been found to produce 

dissatisfaction with the role (Edstrom & Miller, 1981; Hinds, 1985; 

Jones & Vetter, 1984). 

There is a need to better understand what the learning needs 

of the caregivers are, so that appropriate educational programs and 

materials can be developed. This study was designed to investigate 

the learning needs of family members caring for their ill elders in 

the home by testing the Clark Caregiver Skills Index (CCSI). 
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Significance of the Problem 

At the time of the 1980 census, there were 25.5 million people 

over the age of 65 in the United States. This represents a 54.2% 

increase since 1969 (U.S. Bureau of the Census, 1981). Census 

projections indicate that the number of persons over 65 will reach 

38.1 million in the year 2U00 (U.S. Bureau of the Census, 1977). In 

1984, 9% of the elderly, or more than 2.2 million people, were over 

the age of 85 and that number is growing (Federal Council on the 

Aging). 

The prevalence of chronic diseases can generally be 

ascertained by estimates and mortality records. The National Center 

of Health Statistics estimates that 1 in 4 adults has some form of 

cardiovascular disease and 1 in 10 has arthritis. - Other common 

conditions include diabetes, lung diseases, sensory impairments and 

traumatic loss of a limb (Anaerson & Bauwens, 1981). The incidence of 

these health problems increases as the effects of disabilities 

resulting from chronic health problems and age increase. 

The need for functional assistance increases sharply with age. 

It is estimated that 19% of persons over 65, who are living in the 

community, are limited in their activities by one or more chronic 

condition and require the assistance of another person to perform 

personal care or household management (Fowles, 1985). The National 

Center for Health Statistics found that over 34% of those persons 85 

years of age or older require assistance with at least 1 of 7 basic 

activities of daily living (Federal Council on the Aging, 1984). Only 



16 

5% of people over 65 are institutionalized and another 8 to 10% are as 

functionally impaired as those in institutions estimated to be living 

in the community. 

The effect of acute illness on elders who are already 

compromised as a result of chronic illness is profound. Current state 

of the art medical technologies are keeping the patients who might not 

have survived in years past, alive after acute illnesses. Often the 

recuperation is lengthy and involves uncomfortable therapies and 

changes in lifestyle. 

The younger population {age 59 and below) supports the aged 

population, both financially and physically (Federal Council on Aging, 

1984). Contributions to local and federal taxes as well as the Social 

Security program provide needed resources for many elders. The 

financial demands on these programs are rising as the elderly 

population grows. The demand for direct aid for needed assistance 

also falls to the younger group. The "dependency ratio" (the ratio of 

the number of persons aged 18-59 to persons aged 60+) of our society 

is changing. At the turn of the century, the ratio was 8:1. In 1980 

it was 3.5:1, and by the year 2000 it is expected to be 2:1, a 65% 

increase over the current rate (Federal Council on the Aging, 1984). 

This creates a burden for the fewer people who are physically and 

financially able to support a larger aging population. 

Health costs are also increasing. The Department of Health 

and Human Services (DHHS) estimated that $322 million was spent on 

health care in 1982—an average of $1,365 per person. Medical costs 
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represent a record 10.5% of the gross national product (GNP) (Federal 

Council on Aging, 1984). Expenditures for nursing home care have 

demonstrated increases averaging 16.6% annually since 1965. These 

expenditures are expected to reach $81.9 billion by 1990 compared to 

$20.7 billion in 1980 {Federal Council on Aging, 1984). 

Cost consciousness is affecting the health care industry 

dramatically. The public is no longer willing to allow costs to 

escalate at the rate they were rising. This climate has mandated the 

efficient use of time and resources in providing care. With the 

practice of cost saving incentives it is important to pursue every 

avenue to encourage families to care for their own elders. Health 

care professionals can no longer provide all the care their clients 

need. 

The implications of the increase in the elderly population and 

the cost of health care is staggering. The resources will not be able 

to keep pace with the demand for health care services if the 

predictions of costs and elderly population hold true. The 

accessibility of quality health care for this population is at risk 

unless methods of transferring responsibility to the family are 

identified and families are supported and taught to provide the care. 

The learning needs of the family members as they assume the caregiver 

role must be identified. 

Orem (1985) has developed a model for providing care to 

patients. Orem has discussed her definitions of nursing, dependent 

care and support and education as components of her model. The care 
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of patients requiring the assistance of others is called dependent 

care. According to Orem (1985) there is a relationship between the 

capabilities and the demands of the dependent care system (the 

caregiver and the receiver). A balance is reached when the 

capaDilities of the caregiver are adequate to meet the demands of the 

patient's care. Education and support geared at increasing the 

caregiver's capabilities are prime factors influencing the successful 

balance of this relationship. Orem's model was a justification for 

embarking on this nursing study. 

The role of the nurse in patient education to promote self-

care and knowledge has been widely accepted (Adcock, in Squyres, 1980; 

Johnson & Flaherty, 1980; Levin, 1980). The need to develop an 

understanding of the learning needs of the caregivers of ill elders is 

apparent. As professionals providing a major portion of the care to 

this group, nurses have an opportunity to significantly influence the 

ability of families to maintain these clients at home through 

successful education. 

Statement of the Purpose 

The purpose of this study was to perform the initial test of 

an instrument designed to index caregivers' perceptions of their 

learning needs related to caring for elderly in the home. Research 

questions were: 

1. What are the descriptive characteristics of the sample? 
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2. What is the reliability of the Clark Caregivers Skill Index 

for caregivers of elderly clients receiving the services of a 

home health agency? 

3. What is the validity of the Clark Caregivers Skill Index for 

caregivers of elderly clients receiving the services of a home 

health agency? 

Summary 

This chapter presented a general overview of the research 

problem and its significance as it relates to the caregiving 

experience. The purpose of the study and background information were 

also presented. 

The American population is aging and few outside resources are 

available to families to assist in caring for their loved ones in the 

home. The burden this places on the caregiver can be overwhelming. 

One area of need that these caregivers have is for education in 

performing the new activities that are required of them. This 

requires that the nurse who is providing the information be able to 

accurately assess the learning needs as they are perceived by the 

caregiver. This study will contribute to the development of a tool 

that can assist the nurse in this assessment. 
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CHAPTER 2 

THE CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW 

The second chapter presents the conceptual framework and 

literature review that guided this study, which was concerned with 

caregivers and their learning needs. 

The Conceptual Model 

The conceptual framework for this study was principally 

concerned with caregiving and the learning needs that are associated 

with it (see Figure I). The model focuses on the construct of care. 

Care is referenced by the concept of caregiving which is a set of 

learned skills used to care for another. Learning needs or skills and 

the associated learning that is needed to acquire skills are a 

requisite to effective caregiving. The Clark Caregiving Skills Index 

is a new instrument designed to measure the learning needs of 

caregivers of elderly family members. 

Care Construct 

The dictionary defines the noun "care" as a "charge, a 

responsibility, something to watch over, or attend to" (Webster's New 

World Dictionary, 1982, p. 214). As a verb, caring means an action, 

something that one does to or for oneself or another. Caring is also 

an adjective which provides a description of the kind of action 

delivered or the kind of person delivering the action. 



CONSTRUCT CARE 

CONCEPT 

CONCEPT 

REFERENT 

CAREGIVING 
(Dependent Care) 

CAREGIVER LEARNING NEEDS 

CLARK CAREGIVING SKILLS INDEX (CCSI) 

Figure 1. Conceptual Framework 
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Care is a critical component for the maintenance of dependent 

family members at home. In addition, care is necessary for the 

growth, development and survival of the human species (Leininger, 

1984, p. 4). It is a fundamental part of human life and, as such, can 

trace its existence to the beginning of time. Consequently, caring 

has been called a philosophy of life {Hyde, 1976). 

Caring is a process of relating to someone which is based on 
* 

mutual trust and the ability to communicate (Burnside, Ebersole & 

Mona, 1979). The word caring as a verb implies actions, but the term 

itself does not specify what kind of actions are required to be called 

caring (Gaut, 1983). 

Leininger (1981) has created a taxonomy of 28 cross-cultural 

components of caring. Despite the broad range they cover, all require 

the individual to perceive a need, consciously or unconsciously, and 

then to select one of the many caring behaviors. The perception of 

the need may have many factors influencing it. Emotions, prior 

relationships, and values, for example, may influence the cognitive 

perception and process. 

Caring has also been described as comprising three broader 

components: The intellectual or knowledge components, the technical 

or skilled component, and the emotional or feeling component 

(Rempusheski, 1985). These loosely align with the cognitive, 

psychomotor and affective domains associated with learning theory. A 

lack of knowledge or ability in any of these vital areas may cause 
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stress or frustration for the participants and the inability to 

successfully provide care. 

The care construct is central to the discussion of caregiving. 

Leininger (1984, p. 4) has described care as an "essential human need 

for the full development, health maintenance, and survival of human 

beings in all world cultures." She goes on to say that "care are 

those assistive, supportive, or facilitative acts toward one to 

ameliorate or improve a human condition or lifeway" (Leininger, 1984, 

p. 4). Care is an act as well as a human need. 

Caregiving Concept 

Caregiving is a concept identifying a specific type of care, 

the enactment of caring. The giving of care implies tasks and "doing 

for" someone, either in a physical or emotional way. Caregiving 

connotes the presence of a relationship between two or more persons. 

In the case of a person with a health problem, either a health 

professional or an informed lay person usually performs the required 

care. Thus, caregiving requires at least two individuals: The person 

receiving assistance, the care receiver, and the individual providing 

the care, the caregiver. For the purpose of this study, a caregiver 

is defined as a lay person, usually a close relative of a patient, who 

assumes the responsibility for meeting the impaired individual's 

needs. The setting where they can be found is the home. 

The caregiving relationship is central to Orem's theory of 

nursing (1985). The demands placed on the caregiver must be balanced 

by the caregiver's physical, intellectual and emotional capabilities 
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or a deficit will occur. Orem proposes that it is the role of nursing 

to intercede when a deficit occurs or to even prevent a deficit. In 

the home, most nursing care is of a supportive/educative nature. 

Earlier discharges from hospitals as well as individuals 

surviving acute illnesses in larger numbers is creating more dependent 

elderly requiring care in the community. These issues have brought 

with them many more families needing to come to terms with the new 

caregiver role. 

To better understand the dimensions of caregiving the 

following areas will be discussed: 1) Current patterns of caregiving, 

2) effects of the caregiving relationship, and 3} caregiving needs. 

Current Patterns of Caregiving. Most studies that have looked 

at the demographics of caregivers have found close family members to 

be the most commonly involved. In a study of 167 patients recently 

discharged from a hospital, 45% of elders requiring care identified a 

spouse as the primary caregiver in contrast to 39% who identified a 

child (Johnson, 1983). The remaining caregivers identified were: 8% 

siblings and 8% nieces, nephews or grandchildren. One of the most 

important findings in this and other studies was that over half of the 

older persons in need of assistance relied upon an aged peer, usually 

a spouse, rather than a young relation (Johnson, 1983; Stone et al., 

1987). Johnson described the sequence of caregiver selection using 

the term "principle of substitution" (Johnson, 1983; Shanas, 1979). 

"Principle of substitution" is a process that is characterized by the 

caregiver role being assumed based on the relationship to the elder. 
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Therefore, those elders with a spouse rely on that person first; if no 

spouse is present a child is selected. This process continues on to 

include other family members if no child is present. This principle 

was evidenced in the Johnson (1983) study in which 90% of patients who 

were married identified a spouse rather than a child as the primary 

caregiver and among widowed or divorced elders one child assumed the 

role in 89% of the cases. It was also found that patients who had 

spouses or children had little contact with other relatives (Johnson, 

1983). 

Cantor studied ill "marginal income frail elderly" enrolled in 

a federally funded homemaking program in New York City (1983). 

Thirty-three percent of the caregivers were spouses and 36% children. 

This sample spanned three ethnic groups, but still had a high 

concentration of white subjects. 

A cnart review of long-term care patients at a home health 

agency in Milwaukee found 80% of caregivers to be close family members 

(results were not specified by type of relationship). Sixty percent 

were of the same generation as the patient's (whose median age was 77 

years). Over 67% of the caregivers were women (Goldstein, Regnery & 

Well in, 1981). 

A study of caregivers was done utilizing the 1976 Survey of 

Income and Education (SIE). This study identified patterns of 

caregiving by surveying 12,255 caregivers (Soldo & Mullyluoma, 1983). 

The demographics of the caregivers were assigned based on the 

principle of substitution, i.e., if a spouse was present, that person 
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was identified as the primary caregiver, next an adult daughter and so 

on. Again 50% of the caregivers were spouses and 69%. of all 

caregivers were female. Stone reported similar findings using a 

sample of 1,924 caregivers (1987). 

Brody (1981) studied the "women in the middle," the daughter 

as a caregiver and the stresses involved with the demands on her. Her 

sample was selected purposely to include only women caregivers. Her 

premise was based on recent literature and data that suggest that 

women are traditionally the most likely to be assigned the role of 

caregiver (Brody, 1981). Brody's profile of the caregiving daughter 

was an individual who was 49.1 years of age. Eighty percent were 

married and 60% were employed outside the home (Brody, 1981). 

The preceding studies focused on family caregiving in the 

United States, with predominantly Anglo populations. Several reports 

have studied other cultures and their caregiving patterns (Fleishman, 

& Shmueli, 1984; James, James, & Smith, 1984; Nydegger, 1983; Strong, 

1984; Weeks & Cueller, 1981). These studies have found that cultural 

background greatly influences the caregiving role. Whatever the 

central unit is to the culture tends to be the unit that takes 

responsibility for assisting the elderly. Most cultures are based on 

a central "kin group" or domestic group in which the nuclear family 

is indistinguishable from the larger group (Nydegger, 1983). Also, 

important when identifying cultural implications, is tne particular 

culture's view of the aged. Many cultures afford the aged the utmost 



respect, and therefore, may be more apt to be involved in providing 

for their comforts (Nydegger, 1983). 

In this country, the evidence for families caring for their 

own elders is substantial (Goldstein, Regnery & Wellin, 1981; Cantor, 

1983, Johnson, 1983; Brody, 1981). It seems reasonable to focus 

attention on the spouses and female members of the family, as these 

are the most likely to be the primary caregivers and may themselves be 

at risk for added strain due to maturational and other role demands. 

Some of the common difficulties and strains that caregivers encounter 

will be discussed next. 

The Effects of Caregiving on Relationships. Research has 

shown that family members who provide care to impaired elders 

experience burden and strain (Cantor, 1983; Johnson, 1983; Zarit, Todd 

& Zarit, 1986). Recent studies have begun to clarify the variables, 

burden and strain, in terms of the caregiving relationship. 

Poulshock and Deimling (1984) define burden as the subjective 

perceptions of caregivers associated with the problems experienced in 

relation to the elder's impairments. They propose that burden is the 

mediating force between the elder's impairments and the effect on the 

caregiver. Strain, then, is the outcome of the caregiver's 

interpretation of the caregiving situation (Deimling & Bass, 1986). 

This literature views the caregiving relationship in terms of the 

elder's impairment and the impact felt by the caregiver and family. 

The subjective interpretation of the impairment and impact on the 

caregiver relates to the outcome of strain. Table 1 sunmarizes 



TaDle 1. General Factors Affecting Caregiver/Care-Receiver Relationship and 
Amount of Strain 

Author 
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CG CG Role (Inc. Ext. 
Age Health Demands Family) 
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Health CR Mood Living Appre- Interact. 
Functional CR £ State Close Situ- elation Spirit, with 
Ability Finance of Hind Bond ation of CG Support Prof'nls. 

Brody (1982) 
H = 172 

Cantor (1963) 
N = 111 
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Rakowski 
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lit review 

Fengler £ 
Goodrich (1973) 
N = 34 

Goldstein 
(1981) N » 25 

Johnson (1983) 
N = 167 

Montgomery 
(19B5) H 3 80 

Pratt, Schnall, 
Wright, Cleland 
(1985) N * 240 

Reece, Waltz, 
& Hageboek 
(1983) n = 41 

Robinson (1983) 
N * 81 

Ruraaniuk S 
Arling (1983) 
N = 108 

Soldo (1983) 
N r 12,255 
(not actual) 

Caregiver Care-Receiver 

ro 
02 



29 

several studies and some variables found to impact on the caregiving 

relationship. These include the age, health and other role demands of 

the caregiver. The assistance of others, including extended family in 

caring for the elder is included. Other variables are related to the 

elder including their health and functional ability, finances, and 

mood and state of mind. The presence of a close bond and the living 

situation affects the relationship as well as the appreciation given 

to the caregiver by the elder. Spiritual support as well as 

interactions with health professionals are also noted to impact on the 

relationship. 

In depth interviews with 25 caregivers in one study produced 

four key variables affecting the caregiver-receiver relationship: 

1) The patient's level of disability and dependence, 2) the 

caregiver's own health ana functional mobility, 3) the presence or 

absence of other assistance, and 4) the caregiver's other roles and 

responsibilities (Goldstein, Regnery, & Well in, 1981). Reece, Waltz 

and Hageboeck (1983) in their study of 41 caregivers found the 

assistance of others, the elder's health and functional status as well 

as the living situation to have an impact. They found a strong 

relationship between the caregiver and care-receiver living together 

and negative feelings regarding the relationship. Also, they found a 

direct relationship between the caregiver being "appreciated" and 

positive feelings about the role (Reece et al., 1983). 

Cantor (1983) found spouses to be at greatest risk for 

caregiver strain. Their incomes were the lowest of all caregivers and 
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their health was often also poor. Cantor (1983) also found that in 

all caregivers, the strain was greater the more functionally dependent 

the care-receiver was. In a longitudinal study of the spouse 

caregivers of dementia patients, Zarit et al. (1986) found that the 

feelings of burden were dependent upon the perception of how 

overwhelming the tasks related to caring were. He found that the 

perception of burden as opposed to the tasks themselves was 

significant in the decision of placement of spouses in a nursing home. 

Johnson (1983) also studied spouses and their stresses. It 

was noted that spouse's declining health was an important factor in 

causing strain, but on the positive side spouses also had less 

conflicting "other roles" than did siblings and children. She went on 

to associate spouses as primary caregivers, with less instances of 

institutionalization than those without a spouse (Johnson, 1983). 

Fengler and Goodrich (1979) focused the Life Satisfaction Index on the 

morale of wives taking care of elderly husbands. Wives identified 

feelings of loneliness, isolation, role overload and economic hardship 

as the most stressful aspects of their lives (Fengler & Goodrich, 

1979). 

In developing her Caregiver Strain Index (CSI) Robinson (1983) 

found positive correlations between high levels of stress and the 

caregiver's age and high levels of stress and other role demands. 

Brody (1981) also found a high level of strain when women caregivers 

(daughters) had other role demands such as employment and own family 

demands. 
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Subjective burden of 240 caregivers of Alzneimer's patients 

was measured and reported in a recent study (Pratt, Schman, Wright, & 

Cleland, 1985). In this study differences in burden were not found to 

be significantly affected by the caregiver's age, sex, income, 

education, or membership in a support group. The caregiver's health 

status was significantly related to feelings of burden. The presence 

of spiritual and extended family support had a positive impact of 

lessening feelings of burden (Pratt et al., 1985). 

The Soldo and Ityllyluoma (1983) study which extrapolated 

information from the Survey of Income and Education, identified issues 

affecting a large population of caregivers. Their data focused on the 

demands placed on the caregivers by other roles in the family and 

community. Age and health status of the caregiver were identified as 

pertinent to the ability to continue the caregiving role (Soldo & 

Myllyluoma, 1983). 

George and Gwyther (1986) have utilized the earlier studies on 

burden and examined the "well-being" of caregivers in relation to four 

dimensions: Physical health, mental health, financial resources and 

social participation. They found that caregivers were more likely to 

experience problems with mental health and social participation than 

the general community at large. In addition, they found that the 

caregiving relationship, living arrangement and the amount of 

assistance received in the role were more closely associated with 

well-being than was the condition or character of the patient (George 

& Gwyther, 1986). 
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Deimling and Bass (1986) began to define what specific form of 

mental impairment had the most effect on the stress felt by 

caregivers, in their study of 614 families. They found that the 

cognitive incapacity of the care-receiver had less of an effect than 

disruptive behavior and impaired social functioning. 

Clark and Rakowski (1983) summarized the literature on tasks 

caregivers perform. They categorized the tasks and noted whether or 

not they appeared to be difficult or stressful for the caregivers. 

The caregiver and receiver's health status was noted to impact on 

stress as did other role demands of the caregiver. Interestingly, 

interaction with health professionals was identified as a source of 

strain {Clark & Rakowski, 1983}. 

An unpublished study of stress in caregivers was completed 

using day-care center clients (Romaniuk & Arling, 1983). The two most 

common stressors identified related to the amount of disruption to the 

caregiver's normal life-style. These were the care-receiver's 

functional abilities or health status and the other demands on the 

caregiver from other roles (Romaniuk & Arling, 1983). In another 

study, Montgomery, Gonyea and Hoogman (1985) looked at objective 

strain in caregiving as well as subjective strain. They found that 

objective strain had more to do with the actual tasks required, 

whereas subjective strain correlated with characteristics of the 

caregiver such as age and health. 

Based on the studies presented, some generalities can be 

deduced regarding predictors of successful caregiving. The difficulty 
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is in defining what is "successful." Some studies seem to define 

success in terms of the elderly staying out of institutions (Beland, 

1984; Johnson & Catalano, 1985; Fengler & Goodrich, 1979; Zarit et 

al., 1986). Most, though, define success in terms of subjective 

feelings of lesser strain and burden by the caregivers (Deimling & 

Bass, 1986; Robinson, 1983; Pratt et al., 1985). 

In general, the studies suggest that caregiving by spouses is 

less stressful than nonspousal caregiving. Even though there is 

perhaps less functional ability with an elderly peer than with a 

child, there seems to be more commitment to the relationship and the 

sacrifices associated with it including caregiving. The functional 

ability of the patient is an indicator of the amount of time and 

skills that will be required to care for the patient. Thus, the more 

dependent the care-receiver is, the higher the demands on the 

caregiver, and thus the higher the possibility of strain. 

The Caregiver Strain Index (CSI) assists in predicting those 

caregivers at risk for strain, based on many of the variables noted in 

Table 1. Clark and Rakowski (1983) have begun delineating tasks 

required of caregivers which seem to cause the most strain. It would 

seem then, that the more of these tasks required of the caregiver, the 

more stress that can be expected. Of course, much depends on the 

caregiver's energy and previous relationship with the patient. 

Table 1 indicates the most commonly identified variables 

associated with strain, related to both the caregiver and the care-

receiver's health or functional abilities. Nine out of the 12 studies 



34 

indicated that "other role demands" such as work and parenting caused 

conflict and stress in the caregiver role. The participation of other 

supportive individuals, especially extended family members, had an 

impact in five of the reports on stress. The care-receiver1s finances 

was identified in four of the reports as being a negative factor 

associated with strain. 

The living situation (whether living together or not) was only 

reported in one study as having an impact. The variables involved in 

the caregiving relationship and the effects that results from 

caregiving are becoming better understood through these 

investigations. The subjective and objective feelings of burden and 

strain that the caregiver experiences as a result of the relationship 

is an important area of investigation. From these studies, various 

needs requiring nursing intervention have been identified. 

Caregiver Learning Needs. The studies previously reviewed 

give some indication of what caregivers perceive as causing strain and 

from this data some needs of caregivers can be identified. The needs 

related to the additional demands placed on the caregiver as well as 

those related to the health status and functional ability of the 

caregiver will be discussed. 

The important role others play in assisting the caregiver has 

been discussed. The support of the caregiver by family and friends is 

an important variable in performing the role. Both active 

participation in the caring behaviors and emotional support have been 

found to impact on the perception of burden felt by the caregiver 
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(Johnson & Catalano, 1983). Another related need is that of "role 

relief," which is the need for a break in the continuous care which is 

accomplished by relinquishing the care, temporarily to others 

(Goldstein et al., 1981). This can be accomplished through respite 

services by formal or informal caregivers in various settings. 

Objective burden on the caregiver has been found to be related 

to the functional ability of the elderly family member (Poulshock & 

Deimling, 1984). The more physical tasks that must be performed for 

the care-receiver, the less time and energy the caregiver has for 

personal tasks. The degree of mental impairment and disruptive 

behavior also has an impact on the strain felt by the caregiver 

(Deimling & Bass, 1986). The need for instruction about performing 

the actual tasks and understanding the elders' behaviors is vital for 

the caregiver to be able to develop coping mechanisms. 

An exploratory study was undertaken to explore which nursing 

behaviors were perceived to be the most helpful to 20 caregivers in a 

home care hospice setting (Skorupka & Bohnet, 1982). Family members 

reported that nursing behaviors directed toward meeting the patient's 

needs were more helpful than those behaviors directed towards the 

caregiver's needs. The caregivers felt the best when all the 

patient's needs were being met. This opposes many of the nurses' 

beliefs that much of their intervention needed to be directed toward 

the caregiver's personal needs such as grief and mourning (Skorupka & 

Bohnet, 1982). 
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Another study focused on the family members of cancer patients 

and found that they had needs in the areas of physical care and 

psychosocial support (Hinds, 1985). It found that the needs were 

often informational in nature. The families were not always 

adequately prepared mentally or physically for the tasks required. 

Hinds advises that to plan for these patients, an assessment of the 

family members' educational needs must take place initially and then 

periodically. 

A review of the patterns of caregiving, the effects of the 

caregiving relationship and the needs that emerge identifies education 

as a major area of potential intervention for the nurse. The learning 

needs of caregivers and theories on learning give a basis for 

assisting nurses to meet the educational needs of this population. 

Learning Needs Concept 

The importance of adequate preparation and support to promote 

optimum safety, comfort and health in the caregiving situation has 

been illustrated in the literature. The provision of education is 

identified as an important need by caregivers (Johnson, 1982; Redman, 

1985; Zemble, 1983). 

The learning needs of caregivers noted in the literature are 

numerous. The need for learned skills to manage the physical and 

health related concerns of family members are identified in many of 

the studies (George & Gwyther, 1986; Hinds, 1985; Rakowski & Clark, 

1985; Skorupka & Bohnet, 1982; Smallagen, 1985; Snyder & Keefe, 1985; 

Zarit et al., 1986). 
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Learning has both process and content components. Theorists 

have identified the learning process as a complex phenomena. The 

provision of education to facilitate this learning has as its goal to 

insure retention, and more importantly to instigate a change in 

behavior so that the desired outcome is achieved (Bandura, 1977; 

Redman, 1985). The recipient of the information must first perceive 

that the desired behavior is valuable and possible to accomplish. The 

recipients must be taught the behavior and must be able to connect the 

behavior with the desired outcome. Finally, the learner needs to have 

placed value in the outcome so that the behavior will be maintained 

(Bandura, 1977; Levin, 1985; Redman, 1985). This process of learning 

encourages successful behavior change because the education is 

dependent on the caregiver's expectations that the behavior will 

produce positive outcomes. For the educator, the identification of 

perceptions and expectations of the caregiver is imperative but also 

complex. 

The nurse's role in providing information and reinforcement is 

vital. If feedback is positive toward the caring behaviors, the 

learner will feel rewarded and tend to continue the behavior that 

stimulated the positive response. If the feedback is delayed or 

perceived as negative or punishing the caring response is weakened and 

new learning will most likely not take place (Mowrer, 1960). The 

nurse can support the learning process by providing information and 

feedback in a positive manner so as to encourage success. 
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In addition to descriptions of the process of learning, the 

content of the education has been studied and categorized also. The 

cognitive, affective and psychomotor domains have been used by social 

and health scientists to explain different aspects of educational 

content. Bloom {1956} described these categories and found that these 

domains are utilized during most learning efforts. Krathwol, Bloom 

and Masia (1964) developed taxonomies of the cognitive and affective 

domains to serve as a framework for educational objectives and for 

theory building and research. Reilly (1980) developed the objectives 

of the psychomotor domain. The cognitive domain deals with thinking, 

problem solving, and remembering. The affective domain distinguishes 

feelings and emotions as well as values in the categorization of 

learning. The psychomotor area specifies motor skills or actual 

physical behavior. 

The cognitive and affective domains include objectives that 

vary from simple to complex. For example, in the cognitive domain, 

knowledge may be gained fairly easily but synthesis of this 

information may be more difficult and may take more time. Similarly, 

in the affective domain, the acknowledgment of feelings or emotions is 

less complex than internalizing a new set of values. By focusing 

attention on the varying levels of complexity involved in learning, 

greater understanding can be derived when developing objectives for 

the learner (Krathwohl et al., 1964). 

The learning needs of caregivers can be organized within the 

three domains of educational objectives. The complexity of the 
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learning will be dependent on meeting the objectives within the 

cognitive, affective and motor domains. Failure to meet one area's 

demands may be all that is needed for learning and acceptance not to 

occur. The Clark Caregiving Skills Index (CCSI) was developed to 

identify the learning needs of caregivers of elderly in the home in 

the cognitive, affective and psychomotor domains. 

Clark Caregiving Skills Index 
Referential Level 

The Clark Caregiving Skills Index (CCSI) was developed to 

identify caregivers' perceptions of learning needs related to caring 

for the elderly in the home utilizing Bandura's (1977) assunptions 

from social learning theory (Clark, 1986). There are three subscales 

in this instrument organized by Reilly's (1980) objectives of 

psychomotor behaviors and Krathwohl and Bloom's taxonomy of cognitive 

and affective learning domains. The items are based on qualitative 

study of actual caregivers by the instrument's author (Clark, 1986). 

Once verified and developed this instrument will assist nurses to 

identify the caregiver learning needs and to develop educational 

interventions to meet the needs. 

Summary 

This chapter presented the theoretical orientation of this 

study based on Orem's nursing model of dependent care. The conceptual 

framework that guided this study and the literature review that 

substantiates the framework was presented. Caregiving, as a component 
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of caring, was described in terms of who the caregivers of elders are, 

the effects of the relationship and the needs that arise as a result. 

The learning need requirements of caregivers were discussed 

and a tool that has been developed to assess the perceived learning 

needs of caregivers was introduced. The following chapter will 

describe the methodology used in this study. 
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CHAPTER 3 

METHODOLOGY 

The third chapter describes the study design, setting and 

sample, instrumentation, protection of human subjects, data 

collection, and the data analysis for this study. 

Study Design 

The purpose of this study was to test a measurement instrument 

that indexed caregiver's perceptions of their abilities to perform 

caring behaviors and their learning needs related to caring for their 

elderly family member. A descriptive design was used to investigate 

the reliability and validity of a new tool. 

Setting and Sample 

The setting for this study was the homes of the subjects. A 

convenience sample of 30 current caregivers voluntarily participated 

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

home health nurses in an urban non-profit, licensed home health agency 

associated with a university medical center. All subjects met the 

following criteria: 

1. The caregiver could read and understand English. 

2. The caregiver was providing some health related care for the 

elderly person. 
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3. The caregiver was considered a family member. Family was 

defined to include both nuclear and extended members. . 

4. The care-receiver was older than 60 years of age. 

5. The elderly person had to have an acute or chronic health 

problem requiring the assistance of others. 

Instrumentation 

The Clark Caregiving Skills Index (CCSI) {Appendix A) is a 

paper and pencil, 20 item instrument that was developed to measure 

caregiver's perceptions of their ability and skill to provide caring 

activities to their elderly family members. Permission was received 

by the author of the tool to be utilized in this study. 

The instrument is organized according to Krathwohl and Bloom's 

(1964) taxonomy of cognitive and affective learning domains and 

Reilly's (1980) taxonomy of psychomotor behaviors. The initial 

instrument had 50 items. Through initial reliability testing the tool 

was honed to the current 20 items (Clark, 1986). There are 8 items in 

the cognitive domain, 9 items in the affective domain, and 3 in the 

psychomotor area. The cognitive items relate to knowledge of caring 

activities, for example, "I know what to look for to see if 

is getting sicker." The affective items relate to feelings about the 

caring activities, for example, "I feel that the daily care I give 

is making him/her feel better. The psychomotor items relate to 

the physical activities of caring such as, "I always do better when 

the nurse is there to show me." 
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A five-point Likert scale is utilized in the CCSI. There are 

approximately equal numbers of positively and negatively worded items, 

to avoid bias by the respondents. The positively worded items receive 

a score of five for the response "strongly agree," four for "agree," 

three for "undecided," two for "disagree," and one for "strongly 

disagree." A summative score is produced that ranges from 20 to 100. 

The lower score indicates the greatest perceived learning deficit and 

the higher score signifies a perception of adequate learning. 

Protection of Human Subjects 

The rights of the subjects were protected in accordance with 

guidelines established by the University of Arizona Human Subjects 

Committee. Approval for conducting this study was obtained from that 

group (Appendix B). Approval was also received by the home health 

agency's research director (Appendix C). Each subject was made aware 

of the voluntary nature of the study, including the right to withdraw 

or refuse to participate at any time with no impact on their home 

health service. The study's purpose, procedure, and the time 

commitment were explained to each subject. The Subject Disclaimer 

Form (Appendix D) was given to every subject. Every attempt was made 

to safeguard the rights and privacy of the subjects. 

Data Collection 

Nursing personnel at the home health agency identified 

potential subjects according to the criteria. They contacted the 

caregiver ana obtained permission for the investigator to approach 
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them. After this initial contact was made, the investigator called 

the subject and described the study and the instruments. Subjects 

were informed of any risks, benefits and the voluntary nature of their 

response. 

If the caregiver agreed to participate, the CCSI, the 

disclaimer, and a demographic questionnaire (Appendix E) were 

delivered to the caregiver's home. It was estimated that it would 

take the subject less than 30 minutes to complete the instruments. 

They were given the phone number of the researcher in case of 

questions, and arrangements were made to pick up the completed tool 

within one week. 

Data Analysis 

A descriptive design was utilized to answer the research 

questi ons. 

1. What are the descriptive characteristics of the sample? 

2. What is the reliability of the Clark Caregivers Skill Index 

for caregivers of elderly clients receiving the services of a 

home health agency? 

3. What is the validity of the Clark Caregivers Skill Index for 

caregivers of elderly clients receiving the services of a home 

health agency? 

Rel iabil ity 

Reliability is considered the extent to which results are 

consistent {Carmines & Zeller, 1979). Internal consistency is a 
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reliability estimate of the homogeneity of a scale's items. 

Coefficient alpha was used to initially test the reliability of the 

CCSI. This is an accurate index of internal consistency when items 

are strictly parallel (Zeller & Carmines, 1980). 

Val idity 

Validity is defined as the extent to which an instrument 

measures what it is intended to measure (Zeller & Carmines, 1980). 

The three major approaches to measuring validity are: 1) Construct, 

2) criterion referenced, and 3) content (Nunnally, 1978). 

Construct validity involves the assessment of whether an 

instrument represents the construct it is designed to measure. When 

less than 50 subjects are utilized, cluster analysis is performed to 

estimate the relationship among items, and thus provide evidence that 

the theoretical meaning of the construct is upheld when the factors 

group together. Construct validity was measured in this study by 

cluster analysis. 

Criterion referenced validity was measured in this study using 

two single item indicators that used a five-point Likert scale. Each 

caregiver was asked: "How much do you know about caring for 

?" The home health nurse was asked: "How much does 

know about caring for ?" These scores were 

compared to the instrument's scores. 

Content validity is the judgment that the items in the tool 

are truly representative of the concept being measured (Kerlinger, 
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1964). Factor or cluster analysis contributes to the argument that a 

tool and its items are representative of the concept under study. 

This initial testing of the reliability and validity of this 

tool will assist in determining if this tool is consistent and truly 

measures the perceptions of caregivers of their caring activities 

related to their educational needs. 

Summary 

This chapter presented the methodology of this study. The 

design, setting and sample were summarized. The Clark Caregiving 

Skills Index (CCSI) and the procedures for protection of human 

subjects was discussed. Finally, the procedures for data collection 

and analysis that were employed in this study were presented. 
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CHAPTER 4 

RESULTS OF DATA ANALYSIS 

The results of the analysis of the data are presented in this 

chapter. A discussion of the findings is organized into three 

sections: 1) description of the sample, 2) reliability analysis of 

the Clark Caregiving Skill Index (CCSI) and 3) validity analysis of 

the CCSI. In addition, an exploratory analysis of the results will be 

described. 

Data Collection 

The demographic instrument and the CCSI were either delivered 

to the patient's home or mailed. The respondents mailed the completed 

tools back to the researcher. No effort was made to obtain missing 

data. All tools were completed by the caregiver. 

Description of the Sample Caregivers 

Thirty caregivers of elderly clients in the home completed the 

study. Their ages ranged from 25 to 86 years, with a mean of 60 years 

and a standard deviation of 16.6 years (Table 2). 

Seventy percent (N = 21) of the caregivers were female. Most 

caregivers were caucasian {90%, N = 27). One (3%) of the caregivers 

was Mexican-American, one was American Indian (3%) and one was Asian 

(3%) (Table 3). 
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Table 2. Age of the Caregiver Subjects. ~ N = 30 

Age N Percent of Sample 

20-29 2 6.7 

30-39 3 9.9 

40-49 0 0.0 

50-59 8 26.7 

60-69 9 30.0 

70-79 5 16.7 

80-89 _3 10.0 

Total 30 100.0 

Table 3. Ethnic Origins of the Caregiver Subjects 

i 
i i z
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Ethnic Origin N Percent of Sample 

Caucasian 27 90.0 

Mexican-American 1 3.3 

American Indian 1 3.3 

Asian _1 3.3 

Total 30 100.0* 

*Difference from 100% due to rounding. 
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Income levels ranged from below $5,000 to over $30,000 

annually (Table 4). Of the subjects who responded to this item 

(N = 25), 30% (N = 9) reported incomes over $30,000 annually. Another 

30% (N = 9) reported annual incomes between $15,000 and $30,000. Of 

the remaining subjects, 23% (N = 7) reported incomes below $15,000, 

and 7% (N = 2) reported incomes below $5,000 per year. 

The subjects were asked to identify the highest educational 

level that they had completed (Table 5). The majority (53%, N = 16) 

had completed a college degree, 20% (N = 6) had completed a technical 

or trade school program. All subjects who completed this item (N = 

29), indicated that they had at least completed Junior High School. 

The majority of the sample (53%, H = 16) were spouses of the 

dependent elder. Daughters represented the next largest number (27%, 

N = 8), with nieces, daughter-in-laws, granddaughters and siblings 

making up the remaining 20% (Table 6). Twenty-five (83%) of the 

caregivers lived with the dependent elder, with the total number of 

people living in the home with the elder ranging from 1 to 8 

(Table 7). 

The subjects were asked to identify the length of time they 

had been caregivers. The length of time reported ranged from 1 month 

to over 15 years, with a mean of 3 years and standard deviation of 3 

years 7 months. The subjects were also asked to estimate the average 

number of hours per week they spent on caregiving activities. Of the 

caregivers who responded (N = 28) there was a wide variation of 

responses given. The commitment varied from 3 hours per week to 168 
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Table 4. Income of the Caregiver Subjects. -- N = 30 

Annual Income N Percent of Sample 

$ 0,000-$ 5,000 2 6.7 

$ 5}000-$lQ,G00 3 9.9 

$10,000-$15,000 2 6.7 

$15,000-$2Q,0Q0 7 23.3 

$20,000-$30,000 2 6.7 

Over $30,000 9 30.0 

No Answer _5 16.7 

Total 30 100.0 

Table 5. Education of the Caregiver Subjects. — N = 30 

Highest Level Completed N Percent of Sample 

Grade School 0 0.0 

Junior High School 1 3.3 

Senior High School 6 20.0 

Technical/Trade School 6 20.0 

College 16 53.3 

No Answer _1 3.3 

Total 30 100.0* 

*Difference from 100% due from rounding. 
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Table 6. Caregiver Relationship to Elder Subjects. -- N = 30 

Relationship N Percent of Sample 

Daughter 8 26.7 

Spouse 16 53.3 

Niece/Nephew 1 3.3 

Daughter-in-Law 1 3.3 

Granddaughter 2 6.7 

Sibling 6.7 

Total 30 100.0 
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Table 7. People Living with the Care-Receiver Subjects. — N = 30 

Number of People N Percent of Sample 

1 2 6.7 

2 16 53.3 

3 6 20.0 

4 1 3.3 

5 3 10.0 

6 0 0.0 

7 1 3.3 

8 J. 3.3 

Total 30 100.0* 

*Difference from 100% due to rounding. 
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hours per week. The mean time spent per week was 49 hours, with over 

50% (N = 17) of the sample responding spending greater than 40. hours. 

A list of medical diagnoses were presented to help evaluate 

the health status of the caregivers (Table 8). The most common 

diagnoses identified were Hypertension (17%, N = 5) and Heart Disease 

(17%, N = 5). Ten percent (N = 3) identified the presence of more 

than one diagnosis, while 11 (37%) reported no chronic health problem. 

The caregivers were asked to identify what kind of assistance 

they were receiving from others (Table 9). Seventy-seven percent (N 

= 23) of the sample were receiving the assistance of a home health 

nurse. In addition, 40% (N = 12) of the caregivers had the assistance 

of a home health aide for personal care for the dependent elder. The 

largest group of non-professionals who provided assistance to the 

elders were the children of the caregiver (33%, N = 10). 

Twenty-seven percent (N = 8) of the caregivers worked outside 

of the home, while another 27% (N = 8) had to quit work to fulfill the 

caregiver role. The caregivers were asked if they knew ahead of time 

that they would be the caregiver. Forty-three percent (N = 13) did 

not know that they would be the one to fulfill the caregiver role. 

Description of the Sample of Dependent Elders 
(Care-Receivers) 

The ages of the elders ranged from 60 years to 94 years, with 

a mean of 76 years and a standard deviation of 11 years (Table 10). 

Fifty-seven percent (N = 17) of the elders were female. The 
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Table 8. Medical Conditions of the Caregiver Subjects. — N = 30 

Medical Condition N Percent of Sample 

Diabetes 0 0.0 

Hypertension 5 16.7 

Heart Disease 5 16.7 

Lung Disease 1 3.3 

Arthritis 3 

o
 

o
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Other 2 6.7 

None Noted 8 26.7 

More than 1 3 10.0 

No Answer _3 9.9 

Total 30 100.0 
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Table 9. Use of Outside Assistance by the Caregiver Subjects 

Type of Assistance N Percent of Sample 

Home Health RN (N = 30) 23 76.7 

Home Health Aide (N = 30) 12 40.0 

Neighbor (N = 30) 3 10.0 

Sibling {N = 30) 6 20.0 

Friend (N = 30) 3 10.0 

Children (N = 30) 10 33.3 

Other (N = 30) 1 3.3 

Table 10. Ages of Care-Receiver Subjects. — N = 30 

Age (Years) N Percent of Sample 

60-69 10 33.3 

70-79 9 30.0 

80-89 6 20.0 

90-99 __5 16.7 

Total 30 100.0 
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distribution of ethnic origin was similar to the caregiver 

respondents. Eighty-three percent (N = 25) were Caucasian, 3%. (N = 1) 

Mexican-American, 3% (N = 1) American Indian and 7% (N = 2) of Asian 

descent. One subject (3%) did not respond to this item (Table 11). 

Income was lower in the elder sample, as expected. Twenty 

percent (N =6) had incomes below $5,000 annually, 55% (N = 12) had 

incomes between $5,000 and $20,000, and 13% (N = 4) reported incomes 

above $30,000. Eight subjects (27%) did not respond to this question 

(Table 12). The elders' highest educational level completed was also 

lower than the caregivers. Twenty-three percent (N = 7) had completed 

college, 7% (N = 2) had completed a Technical or Trade education, 43% 

(N = 13) finished high school and 13% (N = 4) had completed grade 

school. Thirteen percent (N = 4) did not respond to this item 

(Table 13). 

Reliability Analysis of the Clark Caregiving 
Skills Index 

Internal consistency is an estimate of the homogeneity of a 

scale's items. Coefficient alpha was used to initially test the 

internal consistency of the Clark Caregiving Skills Index (CCSI). 

The Clark Caregiving Skills Index was originally a three 

subscale 20 item instrument, scaling the caregiver's perceived 

abilities to implement health care instruction, feel positively about 

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

behaviors. The standardized alpha was .66 on the 20 item scale. Item 

16 was deleted to increase the alpha estimate. This item was chosen 
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Table 11. Ethnic Origin of the Care-Receiver Subjects. — N = 30 

Ethnic Origin N Percent of Sample 

Caucasian 25 83.3 

Mexican-American 1 3.3 

American Indian 1 3.3 

Asi an 2 6.7 

No Answer 3.3 

Total 30 100.0* 

*Difference from 100% due to rounding. 

Table 12. Income of the Care-Receiver Subjects. — N = 30 

Annual Income N Percent of Sample 

$ 0,000-$ 5,000 6 20.0 

$ 5,000-$10,000 2 6.7 

$10,000-$15,000 7 23.3 

$15,000-$20,QU0 3 10.0 

$20,000-$30,000 0 0.0 

Over $30,000 4 13.3 

No Answer _8 26.7 

Total 30 100.0 
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Table 13. Education of the Care-Receiver Subjects. — N = 30 

Hignest Level Completed N Percent of Sample 

Grade School 4 13.3 

Junior High School 9 O.U 

Senior High School 13 43.3 

Technical/Trade School 2 6.7 

College 7 23.3 

No Answer 4 13.4 

Total 30 100. U 
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because of its poor item to total scale correlation. The revised tool 

is a 19 item instrument with a 5 point Likert format. The item mean 

was 4 with a range from 2.4 (minimum) to 4.8 (maximum). The 

standardized alpha was .71. There are three subscales: Cognitive, 

Affective, and Psychomotor. Reliability estimates will be presented 

separately for each subscale (Figure 2). 

The Cognitive Subscale which relates to knowledge of 

caregiving activities, contains eight items. The scale mean was 31.2 

with a standard deviation of 4.0. The item mean was 3.9 with a range 

from 3.1 (minimum) to 4.5 (maximum) and a standard deviation of 0.25. 

The standardized alpha was .59. 

The Affective Subscale which identifies the feelings related 

to caregiving activities, originally contained nine items. The 

revised version is an eight item subscale with a scale mean of 38.4 

and a standard deviation of 3.3. The item mean was 4.2 with a range 

from 3.4 (minimum) and 4.8 (maximum) and a standard deviation of 0.20. 

Standardized alpha was .61. 

The Psychomotor Subscale is a three item scale that identifies 

the physical activities of caregiving. The scale mean was 8.8 with a 

standard deviation of 2.6. The item mean was 2.9 with a range from 

2.4 (minimum) to 3.2 (maximum) and a standard deviation of 0.27. The 

standardized alpha was .53. 

The revised 19 item CCSI had an acceptable alpha estimate of 

.71. According to Zeller and Carmines (1980) a new scale should have 

an alpha estimate of at least .70 to be considered internally 
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CCSI 

ct = .71 

.27 

Cognitive Affective Psychomotor 

.59 .53 

.44 -.42 

Figure 2. Psychometric Structure of CCSI and Subscales 
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consistent. The subscales did not meet this standard, with alphas 

well below .70. 

Validity Analysis 

Validity is defined as the extent to which an instrument 

measures what it is intended to measure (Zeller & Carmines, 1980). 

Construct validity involves the assessment of whether an instrument 

represents the construct it is defined to measure. Because of the 

sample size (N = 30) cluster analysis was performed to estimate the 

relationship among items, and thus provide evidence that the 

theoretical meaning of the construct is upheld when the items 

representing the subscales group together. 

Cluster analysis is based on a set of techniques that consider 

inter-object similarities or distances (Kachigan, 1986). Distance 

measures how far two objects are from one another and similarity 

measures closeness. As there are many statistical methods for 

combining distances between objects in Cluster Analysis, there are 

many techniques for combining objects into clusters. One of the most 

commonly used methods is Hierarchical Cluster Analysis. The 

Hierarchical Technique was chosen as the method in combining the 

clusters because this is the most easily interpreted method. The 

dendogram is read from left to right (Figure 3). Groupings are 

identified, which signify items which stand together in the tool. The 

groupings, or clusters, of items found in this study are identified by 

bold lines in Figure 3. 



Dendrogram using Average Linkage (Between Groups) 

Reseated Distance Cluster Combine 

C A 
Label 

S E 

CC3I3 
CCSI6 
CCSI4 
CCS 120 
CCSI2 
CCSI11 
CCSI14 
CCSI18 
CCS11 
CCSI5 
CCSI12 
ccsia  
CCSI19 
CCSIIO 
CCSI 9 
CCSI15 
CCSI 7 
CCSI17 
CCSI16 
CCSI13 

Seq 
10 15 20 25 

*—+ 

3 
6 
4 
20 

2 
1 1 
14 
18 

- + -

- +  

1 
5 

1 2  
a 
19 
10 
9 
15 
7 
17 
1 6  
13 

+ + 
-+ -+  +-+ •  

-+ I +"+ 
I I + + 

+ I 

- + 
+ + 

• + 

I 
+ - + 

+ + 

+ I ! 

T 
+ -

- + 

-• l +-+ 

Figure 3. Hierarchical Cluster Analysis—Clark Caregiving Skills 
Index. -- Solid lines represent cluster groupings. 



63 

The hierarchical cluster analysis of the CCSI showed three 

clusters (Figure 3). Items 3, 6, 4, 20, 2, 11, 14, and 18 clustered 

together. Five of the eight items represented the Affective Subscale, 

while three of the items represented the Cognitive Subscale. In the 

second cluster, items 1, 5, 12, and 8 combined together. Items 1 and 

12 represented the Affective Subscale and items 5 and 8 represented 

the Cognitive Subscale. The third cluster had four items. Items 9 

and 15 in the last cluster are from the Psychomotor Subscale, while 

items 7 and 17 are from the Cognitive Subscale. Items 19 and 10 are 

connecting items to this last cluster, which means they are related 

but not truly in either of the groupings. Items 16 and 13 don't 

appear to belong with any other items. 

What would be expected in a three-scaled instrument would be 

three clusters, each containing items from a unique subscale. 

Analysis showed that the subscales did not group together as 

predicted. If the subscales had grouped together, content validity 

may have been supported, but this did not occur. 

Criterion referenced validity was measured in this study using 

two single item indicators and a five-point Likert scale (Appendix 

E). Each caregiver was asked, "How much do you know about caring for 

?" and the home health nurse was asked "How much does 

know about caring for ?" It was predicted that 

the nurses' scoring of the caregiver knowledge (RNK) would be highly 

related to the caregiver's perception of their caregiving knowledge 

(CGK). The correlations between these were r = .78, p = .000. It was 
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also predicted that the total score (CCSI) would be correlated to both 

the nurses1 perception of caregiver knowledge {RNK) and the 

caregiver's perception of their caregiving knowledge (CGK). The 

correlation between the CCSI and the RNK was .02, p = NS. The 

correlation between CGK and the CCSI was .29, p = NS. The 

correlations were not upheld as predicted in relation to the total 

scale, and therefore criterion referenced validity was not upheld. 

Exploratory Analysis 

Pearson's correlations were run to examine the relationships 

between certain demographic variables and the Clark Caregiving Skills 

Index and its subscales. The purpose of examining the correlations 

was to find explanations for some of the results of the study as well 

as for the relationships identified. There was a positive and 

significant relationship between the number of hours the caregiver 

spent with the dependent elder and the nurses' score of the 

caregiver's ability (r = .49, p = .004). No relationship was seen 

between the length of time the caregiver was in that role and the 

knowledge scoring by the nurse (r = -.21, p. = NS) or the self scoring 

(r = -.11, p = NS). There was also significant relationships between 

tne hours spent with the dependent elder and the Affective and 

psychomotor Subscales (r = .40, p - .02; r = -.37, p = .03). 

Interestingly there was an inverse relationship between the 

caregiver's perception of knowledge and age (r = -.43, p = .01). 

There was also a positive and significant relationships between 
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caregiver's perception of knowledge and the number of people in the 

household (r = .33, p = .04). 

The caregiver's income was inversely related to scores on the 

Affective Subscale (r = -.34, p = .05), Also, the Affective Subscale 

was positively related to the number of hours spent giving direct care 

(r = .40, p = .02), however the Psychomotor Subscale was inversely 

related to the number of hours spent giving direct care (r = -.37, 

p = .03). 

There was no significant relationship between the mean score 

of each of the three subscales and the scores of the caregivers' 

perceptions of their knowledge (CGK). The correlation between the 

score of the CGK and the score of the Cognitive Subscale was .28, 

p = NS. The relationship between the Psychomotor Subscale and the CGK 

was -.06, p = NS. 

There was also no relationship between the nurses' scoring of 

the caregiver's knowledge (RNK) and the three subscales. The 

correlation between RNK and the Cognitive Subscale was .02, p = NS. 

The relationship between RNK and the Affective Subscale was .18, 

p = NS. And finally the relationship between the Psychomotor Subscale 

and the RNA was -.15, p = NS. 

The Psychomotor Subscale did not relate well to the criterion 

items, other subscales or to the total scale. In addition, the 

subscale only contained 3 items which made it questionable as a viable 

scale. An analysis of the reliability estimates and Pearson 

correlations was accomplished after dropping the 3 psychomotor items 
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from the scale. The relationship between the caregiver knowledge 

question (CGK) and the total scale was .32, p = .04 and the nurses' 

knowledge question was .10, p = NS. This was not a significant 

improvement. In addition, the revised total scale standardized alpha 

was .76, also not significantly higher than dropping any three items. 

It was determined that dropping the Psychomotor Subscale alone did not 

significantly improve the reliability or validity of the tool. 

Sumna ry 

The purpose of this study was to determine the reliability and 

validity of the Clark Caregiving Skills Index. This chapter has 

included a description of the sample of caregivers and care-receivers, 

reliability and validity estimates were reported on all subscales as 

well as the total scale. This chapter concluded with a presentation 

of relationships between the demographic variables, the Clark 

Caregiving Skills Index, the nurses' scoring of the caregiver's 

knowledge and the caregivers' perception of their knowledge in 

providing care. 
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CHAPTER 5 

RECOMMENDATIONS AND CONCLUSIONS 

This chapter is divided into the following sections: 1) 

interpretation of the findings, 2) the limitations of the study, and 

3) implications for Community Health Nurses. Included in the section 

that interprets the findings are the implications for future research. 

Interpretation of the Findings 

The purpose of this study was to answer the following research 

questi ons. 

1. What are the descriptive characteristics of the sample? 

2. What is the reliability of the Clark Caregiving Skills Index 

for caregivers of elderly clients receiving the services of a 

home health agency? 

3. What is the validity of the Clark Caregiving Skills Index for 

caregivers of elderly clients receiving the services of a home 

health agency? 

The conceptual framework for this study was principally 

concerned with caregiving and the learning needs that are associated 

with it (Figure 1). It was proposed that caregiving is a set of 

actions that is a component of caring that requires learned skills to 

accomplish. It was further assumed that learning needs or skills are 

a requisite to effective caregiving. The Clark Caregiving Skills 
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Index is a new instrument which purports to measure the learning needs 

of caregivers of elderly family members. The tool and its subscales 

w e r e  b a s e d  o n  a d u l t  s o c i a l  a n d  l e a r n i n g  t h e o r i e s  ( K r a t h w o h l  e t  a l . ,  

1964; Reilly, 1980). 

Demographics 

The subjects of the sample formed a fairly homogenous group, 

reflecting the type of patients referred to this particular home 

health agency. The caregivers were primarily Caucasian, with good 

incomes and with most having completed post-secondary education. A 

majority of the caregivers were close family members, with spouses 

being the most predominant and daughters the second most common 

category. The vast majority of the caregivers were women. These 

findings are consistent with the literature, which finds that 

caregivers are most frequently spouses, then daughters and are usually 

women (Johnson, 1983; Stone et al., 1987). 

The majority of this sample identified having a chronic health 

problem, which coincides with the majority of the caregivers being 

spouses. The spouses are more likely also to be elderly and thus more 

likely to have health problems than a younger group. In addition, 

many of the subjects worked or had to quit work to become the 

caregiver. The majority of subjects also did not receive informal 

assistance from family or friends. Age, health, other role demands 

and the amount of assistance received, have all been found to impact 

on the caregiving relationship (Cantor, 1983; Goldstein, Regnery, & 

Wellin, 1989; Reece et al., 1983). As previously discussed in Chapter 
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2, many studies have found these factors to contribute to feelings of 

stress and burden (Cantor, 1983; Johnson, 1983; Robinson, 1983). 

Although the concept of burden was not investigated further in this 

study, it appears that this sample is representative of other 

caregiver populations described in the literature. 

Rel iabil ity 

The internal consistency of the revised Clark Caregiving 

Skills Index (CCSI) met the criteria for a new tool, with a 

reliability of .71. The subscales, however, had lower reliabilities 

which did not meet the criteria {Cognitive .59, Affective .61, 

Psychomotor .53). The item responses were found to have little 

variability. That is the responses for individual items did not vary 

along the entire scale, they tended to rank toward the positive, 

strongly agree end of the scale. The goal of good item construction 

is to be able to discriminate within the items so that the analysis 

will identify areas of variation. For the items to be considered 

adequately variable, the standard deviation should be at least one-

half of the mean (Nunnally, 1978). This did not occur in this sample. 

The standard deviation for most items ranged between .38 to 1.47. The 

item means ranged from 2.4 to 4.8 with a mean of 3.8. There is a 

possibility in this study that the reliability of the total scale was 

inflated due to this lack of variability. There are three possible 

explanations for this occurrence. One is that the caregivers 

receiving home health services were uniformly knowledgeable in 

providing care for the dependent elder. The subjects had all received 
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home health nursing services, and the majority had post-secondary 

education leading to the assunption that this sample had a capacity to 

learn and retain information and had also received this education. 

The second possible explanation is that the items did not consistently 

capture the learning needs of the caregiver. The results of the 

reliability of the subscales indicate that they were not individually 

measuring the proposed concept. It can be proposed that the CCSI does 

not adequately represent the conceptual framework (Figure 1), or that 

the use of social learning theory to develop the items of the tool 

does not adequately represent caregiver learning. 

The final possible explanation for low subscale reliability is 

that the tool is multidimensional. The low correlations between the 

subscales and the total scale (Figure 2) indicate the possibility that 

individual items are measuring different dimensions. For example, an 

identified cognitive item may also be measuring feelings about the 

caregiver role, and not solely knowledge. This lack of control for 

extraneous differences in the stimuli is a definition of a 

multidimensional scale (Nunnally, 1978). It may be useful in future 

studies to investigate what other dimensions affected the caregivers' 

choice of response. The caregivers would be asked to identify all the 

possible stimuli that affected their response to a particular item. 

For future study it would be imperative to further evaluate 

the internal consistency of this tool using a theta and an omega to 

assess reliability for a multidimensional scale. This would 

necessitate a larger sample size of a minimum of 2 1/2 persons 
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(Aleamoni, 1979),.so that factor analysis can be performed, if there 

is a large difference between the alpha, theta and omega, it would 

indicate that the CCSI is a multidimensional tool with non-parallel 

i terns. 

Validity 

As indicated previously, the three subscales did not group 

together in the cluster analysis, as predicted. Therefore construct 

validity was not upheld. This may be due to the scale being 

multidimensional. Further research could consider a larger sample 

size that would allow an omega and theta analysis of the data. 

Another rationale for construct validity not being upheld, is 

the use of social learning theory to develop the Clark Caregiving 

Skills Index (CCSI). The conceptual model predicted that caregiver 

learning needs are a part of caregiving, and that the CCSI measures 

the learning needs based on the cognitive, affective and psychomotor 

domains of social learning theory (Krathwohl et al., 1964). This may 

not be an appropriate conceptualization wtien studying the skills of 

caregivers of elders. 

Learning is a complex process. The measurement of learning 

needs may not be so easily divided among the cognitive, affective and 

psychomotor domains. In clinical practice the complexity of knowledge 

and learning is evident. The actual physical skills required are 

closely related to the knowledge the caregiver has. In addition, to 

separate the feelings from the physical, and knowledge aspects is 

difficult. Caregiver learning needs may not accurately be composed of 
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the three separate and distinct learning domains (psychomotor, 

affective, and cognitive). 

Criterion validity' was also not upheld. The nurses and 

caregivers had a high amount of correlation between their perceptions 

of the overall knowledge of the caregiver (r = .78, p = .00). 

However, there was no significant relationships between the nurse 

evaluation of knowledge and the total CCSI score or between caregiver 

evaluation and the total CCSI (r = .02, p = NS; r = .29, p = NS). A 

possible explanation of this occurrence is that the concepts of 

feeling and knowledge were not well differentiated in the items, that 

is knowledge and feeling may nave been presented in the same item. 

Also, the one item scale evaluating the nurses' assessment of 

caregiver knowledge and the caregiver knowledge item may have been a 

poor choice for measuring the criteria validly. This is less likely 

due to the high correlation between the nurses and the caregivers, 

however a possibility that should be addressed. These criterion items 

were devised by the researcher, and had not had any previous 

reliability or validity testing. There is no guarantee that these 

questions really measure knowledge. Part of the dilemma may be in the 

lack of definition of knowledge and learning. The nurses and 

caregivers seemed to have the same idea but their judgments did not 

relate significantly to the CCSI. 

For future study it may be more appropriate to use an 

established reliable and valid instrument to evaluate the validity of 

the CCSI. An example of a tool which may have some future application 
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is the Family Coping Index, a portion of which purports to measure 

knowledge (Choi, Tosten & Christensen, 1983). Reliability and 

validity testing is not yet documented on this tool. 

Future research could also use the criterion items from this 

study to begin to develop a pool of questions that measure knowledge 

related variables. The nurses and caregivers were in agreement as to 

what knowledge meant to them, using these items. These criterion 

measures could be utilized to evaluate future items on a new 

instrument. 

Exploratory Analysis 

The significant relationship between the number of hours the 

caregiver spent with the elder and the nurses' scores of the 

caregivers' knowledge (r = .49, p. = .004) may indicate that the 

caregiver who spends more time in the role, shows more understanding 

and feels more comfort in performing the caregiving activities. There 

was no relationship between the length of time a person had been in 

the caregiving role and the overall scoring by the RN and caregiver 

(r = -.21, p = NS; r = -.11, p = NS). There are several possible 

explanations for this. Since all of the subjects had received recent 

home health support, they all had training in their caregiving 

activities, possibly negating any impact of time in their feeling of 

understanding of the role. Another possibility is that feelings of 

dissatisfaction and frustration that may arise from years spent in 

this caregiver role affected the scoring, negating any positive impact 
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time in the role might have had. This may also be true if the items 

are measuring feelings, and not just knowledge. 

The positive relationship between the number of people in the 

home and the caregiver perception of knowledge (r = .33, p = .04), may 

be indicative of the impact that the pooled knowledge of all those in 

the home have on the feeling of comfort in the role. The finding that 

the younger the caregiver the greater the feeling of knowledge in the 

role may indicate that the younger group is more comfortable with the 

use of techniques and equipment to care for the older caregivers. In 

addition, they may have fewer health problems of their own to impact 

on the role. 

The lack of significant relationships between the subscales 

and the caregiver and nurse knowledge question would seem to uphold 

the thought that grouping caregiver learning needs according to 

affective, cognitive and psychomotor domains may not be appropriate as 

discussed earlier. Further testing of the tool and the relationships 

with other scales may assist in defining any classifications of 

learning skills. 

Limitations 

The limitations in this study can be categorized into the 

areas of external validity and internal validity. Each area will be 

addressed and the areas that were not controlled and the possible 

results. 
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External Validity 

External validity represents the generalizability of the 

results to the entire population in all settings at all times (Polit & 

Hungler, 1983). Random selection was not accomplished in this study. 

A convenience sample was utilized from one local home health agency. 

With a convenience sample there is no guarantee that the sample used 

is representative of the population as a whole. The demographic 

results demonstrated a homogeneous sample. Ethnic minorities, 

uneducated and low income caregivers were unrepresented in the sample. 

In addition all the subjects had received home health interventions, 

thus not representing the many caregivers who do not receive this 

service. As a result, it would not be appropriate to infer results of 

this study to the population as a whole. 

Internal Validity 

Internal validity refers to the inference that the controlled 

treatment of the framework is responsible for the observed effects 

rather than uncontrolled, extraneous factors (Polit & Hungler, 1983). 

Although internal validity usually refers to the control of an 

experimental design, two issues in this study are worth noting. One 

issue that arose was the lack of a known criterion measure to evaluate 

caregiver learning. The criterion items used were untested 

previously, and may not have been representative of caregiver 

learning. 
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Another issue was the inability to measure internal 

consistency with any estimate except for alpha. A larger sample size 

would allow other internal consistency measurements. 

Implications for Community Health Nursing 

Although the findings of this study are not directly 

applicable or generalizable to the clinical setting, there are certain 

implications for practice that can be drawn. The lack of research in 

this area of caregiver education and knowledge makes the current study 

useful in promoting the knowledge base in this area. 

As noted in Chapter 1, Orem (1985) has devised a nursing 

theory which identifies the importance of education and support in 

meeting the optimum capabilities of the dependent care system 

(caregiver and receiver). The importance of education and support as 

part of the home health nurse's role has also been identified. Though 

at this juncture the Clark Caregiving Skills Index (CCSI) is not ready 

to be used, the future applications are evident. A reliable and valid 

tool that would measure where caregivers are in their learning process 

and what their areas of weaknesses are would have great usefulness to 

home health nurses. Currently the home health nurse practices on gut 

reaction and past experience in developing and guiding the caregiver's 

learning process. A standard tool would be of assistance to new and 

experienced nurses alike in performing their assessments and 

implementing tneir teaching plans. As noted earlier, further 

development of this tool needs to be accomplished. 
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The criterion measure used in this study may have some 

application currently in nursing practice. Simple ranking, of the 

caregivers' perceptions of how much they know about caregiving, may 

give nurses a guideline in developing the nursing care plan. 

A significant outcome of this study was the support of the 

idea that caregiving and caregiver learning are complex phenomena. 

Home health nurses are required to evaluate all of the possible facets 

of this relationship when providing care. Variables such as age, 

health and family supports all affect the role and need to be 

considered. It appears that the "feeling" aspect of the role is 

intertwined with the knowledge and physical skills needed. Education 

of home health staff needs to be considered, to keep nurses aware of 

tne implications of all of these factors. 

Home health is a challenging setting for nursing practice. An 

awareness of known information is useful in promoting positive client 

outcomes. Future research will provide nurses with more tools to 

accomplish quality client care. 

Sumnary 

This chapter presented the recommendations and conclusions of 

the study. The interpretation of the findings were discussed in 

relation to the research questions: demographics, reliability and 

validity. The implications for future research were discussed as well 

as the limitations of the study. Finally, the possible implications 

for Community Health Nursing practice were described. 
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APPENDIX A 

CLARK CAREGIVER'S SKILL INDEX 

For each statement below, circle the response that best represents how 
you feel when you care for 

SA = Strongly Agree 
A = Agree 
U - Undecided 
D - Disagree 
SD = Strongly Disagree 

1. I feel that the daily care I give 
is making her/him feel better. 

2. I know the right time to give 
her/his medications. 

3. Keeping at home is the best 
thing I can do for her/him. 

4. I like to ask the doctor or nurse what 
I can do to make feel better. 

5. I feel that I know when is not 
feeling just right. 

6. Most of the time I do what the doctor 
tells me to do to take care of . 

7. When is not feeling right, I do 
not know what the problem is. 

8. When hasn't done what the doctor 
tells her/him to do, I know hos she/he 
is going to feel. 

9. It takes a lot of effort to get 
ready in the morning. 

10. I know when the medicines are not 
working. 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 



SA = Strongly Agree 
A = Agree 
U = Undecided 
D = Disagree 
SD = Strongly Disagree 

11. I try to think of new ways to make 
feel more comfortable. 

12. Keeping at home shows her/him 
how much I care. 

13. I always do better when the nurse is 
there to show me. 

14. I know what to look for to see if 
is getting sicker. 

15. It takes a long time to get 
cleaned and dressed in the morning. 

16. I feel I am the only person in rny 
family to care for . 

17. When complains of feeling 
sick, I don't always knof if I 
should call the doctor. 

18. It is not difficult to get things done 
that the doctor ordered for . 

19. I do not feel that n\y family (brothers, 
sisters, husband or wife) should have 
insisted that I care for . 

20. I am usually aware when is 
feeling poorly. 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 

SA A U D SD 
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APPENDIX B 

HUMAN SUBJECTS APPROVAL 

T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 3 7 2 1  

C O L L  EQ E O F  N U R S I N O  

MEMORANDUM 

TO: Ma, Karen Snow Rizzo 

FROM: Eleanor BauweriB, PhD,UN,FRAH 
AhBociate Dean for Extended Collogo 

DME: Hatch 24, 19Q9 

RE: Human Subjects Review: "Reliability and Validity Testing of tha Clark 
Caregiving skills Index" 

hp-

Your project has been reviewed and approved bo oxenfit from University review by tha 
College of HurBing Ethical Review Subcomnittea of the Research Commlttco and tha 
Director of Research. IV consent form with subject signature ia 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 tho Director of Research if 
you need access to it. 

He wish you a valuable and stimulating experience with your research. 

LHP/ms 
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UNIVERSITY MEDICAL CENTER APPROVAL 

^ ^ University Medical Center 
1S01 North Campbell Avenue 
Tucson. Arizona 65724 

Nursing Department 

Hay 11, 1989 

Karen Rizzo, RN 
Associate Director of Home Health 
Deportment of Nursing 
University Medical Center 

Dear Karen: 

Your request for access to subjects for your project, 
"Reliability and Validity Testing of the Clark Care-giving 
Index", has been approved. Your contact person will be Roberta 
King, if questions should arise. Please notify me when you have 
collected your data. 

Best wishes vith data collection. I look forward to you sharing 
your results with the Department of Nursing. 

Sincerely, 

C 
Director of Nursing Research 

CM: sk 

University Medical Conter at the Arizona Health Sclencea Centar ol the Unlvarilty ot Arizona 



82 

APPENDIX D 

DISCLAIMER STATEMENT 

Title of Project: Reliability and Validity Testing of the Clark 
Caregiver Skills Index 

The purpose of the project is to evaluate the Clark Caregiver Skill 

Index, an instrument designed to help nurses identify areas in which 

you may need help in caring for your family member. You are being 

asked to voluntarily give your opinion on the statements in this 

questionnaire. By responding to the questionnaire, you will be giving 

your consent to participate in the study. All information you give 

will remain strictly confidential. Your name is not on the 

questionnaire, and you may choose not to answer some or all of the 

questions, if you so desire. Whatever you decide, your care will not 

be affected in any way. Your questions will be answered and you may 

withdraw from the study at any time. There are no known risks. 
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APPENDIX E 

DEMOGRAPHIC TOOL 

Demographic Data 

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: 

B. Sex: Male Female 

C. Race: Caucasian Asian 

Mexican-American African-American 

American Indian Other 

D. Highest Level of Education Completed: 

Grade School Technical/Trade Schl 

Junior High College 

High School Other 

E. Income: 

$ 0- $5,Q00/year $15-$20,000/year 

$ 5-$10,0U0/year $20-$30,000/year 

$10-$lb,0Q0/year over $30,00U/year 
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F. Relationship to the elder: 

Daughter Daughter-in-law 

Son Cousin 

Spouse Other (specify) 

Niece/Nephew 

G. Does the elder live with you? Yes No 

H. Number of people living in the house: 

I. Length of time you have been the caregiver: 

years months 

J. On the average, how many hours per week do you spend 
providing care to the elder? hours 

K. Are you under a physician's care for any of the following 
conditions: 

Diabetes Lung Problems 

Hypertension Arthritis 

Heart problems Other (specify) 

L. What sources of assistance do you receive from the community/ 
family in caring for your family member? 

Home Health Nurse Friends 

Home Health Aide Children 

Neighbors Others (specify) 

Brothers/Sisters 

M. Are you also employed outside of the home? 

Yes No 

N. Did you have to quit your job to become the caregiver? 

Yes No 



Did you know that you would be the caregiver before 
actually happened? 

Yes No 

On a scale of one to five, how much 
do you feel you know about caring 
for ? (circle one that most 
applies) 

4-> ( Q  
OJ 
5- r— 
cn ro o  <•0 

T3 
OJ -a 

•r* 
a 
OJ "O c 

5 o c 

Elder Information 

A. Age 

B. Sex: Male 

C. Race: Caucasian 

Female 

Asi an 

Mexican-American 

American Indian 

African-American 

Other 

D. Highest Level of Education Completed: 

Grade School 

Junior High 

High School 

E. Income: 

$ 0- $5,000/year 

$ 5-$i0,000/year 

$10-$15,000/year 

Technical/Trade Schl 

College 

Other 

$15-$20,000/year 

$20-$30,000/year 

over $30,000/year 
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