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ABSTRACT
This study was a partial replication of an earlier study by Robinson ( 1990) who
investigated burden for wife caregivers with social support and burden as the guiding
theoretical framework. A secondary analysis of data from a previous work by Phillips,
Komnenich, & Killeen ( 1994) was utilized as the data set for this study.
This study was a correlational investigation which included 31 wife caregivers of
disabled husbands. The purpose of the study was to gain a better understanding of how
subjective and objective burdens are related to the caregiver's health, past marital
adjustment, social status, number of years of the elder/caregiver marriage, number of
elder's remarriages, and receipt of social support. Past marital adjustment was
significantly correlated at p<0.05 to subjective burden and negatively correlated to
objective burden and received social support; caregiver health was significantly
correlated at p<0.05 to subjective burden and objective burden; and there was a difference
in the amount of social support received between those caregivers married 0-10 years and
those caregivers married >20 years.
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CHAPTER ONE
Introduction
As the United States faces an unprecedented growth in its elder population and
the size of families decreases, society as well as individual
pre~~~~JQ _pmyide

careg~vers ~e~J .gre~~er

c_are. Caring for an impaired spouse at home is stressful and has,

historically, been the responsibility of wives who tend to be sole caregivers. Caregiver
burden (objective burden being the elder's inability to perform activities of daily living
(ADLS) and/or instrumental activities of daily living (IADLS) and subjective burden
being the caregiver's feelings of discomfort, distress, or oppression due to the elder's
physical impairments) arises from the load borne, the time and effort, and physical,
emotional, social, and financial problems (Commissaris, Jolles, Verhey, & Kok, 1995;
George & Gwyther, 1986; Thompson, Futterman, Gallaher-Thompson, Rose, & Lovett,
1993). Burdens in caregiving increase when the elder's requirements for care impose
temporal or geographical restrictions on the caregiver while demands increase in physical
labor or vigilance (Fink, 1995). It is evident that there is a need to explore variables
which may be potential predictors or mediators of caregiver burden if informal caregivers
are to continue to provide the bulk of long-term care.
This study is a partial replication of a study by Robinson ( 1990), which
investigated the relationship among caregiver health, past marital adjustment, received
social support, and caregiver burden among wives who served as primary caregivers to
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husbands with irreversible memory impairments. Socioeconomic status and attitudes
towards asking for help were also investigated. Social status and attitude toward asking
for help were treated as covariates of objective burden in the original study because
previous analysis indicated that both variables were significantly related to objective
burden (Robinson, 1990). In the original study, the best predictor of objective burden
was the control variable of social status. Therefore, in this study, attitude toward asking
for help was not utilized. Two variables, length of marriage to the present spouse in
years, and the number of remarriages for the care recipient, were added for investigation
of their relationship to caregiver burden.
Chapter One will address the need for continued research by providing an
overview of the problem, the purpose of this study, research questions, and the
significance of the study.
Overview of the Problem

"Who will provide care for me when am old?" This is a question that will be
pondered by more people as the elder population (greater than 65 years old) increases
from 25,549,000 (year 1980) to 35,322,000 (year 2000). The greatest percentage of this
increase will be elders 75 years old and older (U.S. Bureau of the Census, 1995). This
rapid increase in the number of elders has made long-term care for the elderly one of the
most critical issues confronting policy makers, health care professionals, and elders
themselves. Coinciding with this increase in the number of elders in the general
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population is the increase in the divorce rate (U.S. Bureau of the Census, 1995).
Divorced elders who fail to remarry are without spousal support. It may be difficult for
the children of these divorced parents to provide needed care due to familial conflicts or
logistics (Subcommittee on Human Services, 1988) An increase in life expectancy and
number of chronic health problems (U.S. Special Committee on Aging, 1987-88), and a
decrease in the average size of families from 4.0 (1980) to 3.0 (1994) has lead to a
decrease in the future pool of informal support networks available for care of elders.
Historically, the most prevalent living arrangement for elders older than 65 years
was the two member family of husband and wife living alone (Harris, 1978). Since there
is a higher remarriage rate for widowers than widows, with eighty-one percent of
widowers marrying younger wives (Harris, 1978), wives are more likely to be sole
caregivers and research reveals wives rarely receive assistance and are uncomfortable
asking for help (Beach, 1993; Tennstedt, 1993). Research has demonstrated that wife
caregivers often suffer the toll of caregiving identified as poor mental and physical health,
(Bass, 1994; Cox, 1995; Fuller-Joanap & Haley, 1995) and emotional, social, and
financial consequences (Poulschock & Diemling, 1984; George & Gwyether, 1986; Zarit,
Taylor & Zarit, 1986; Jones and Peters, 1992; Browning, 1994).
In a study by Allen (1994) of 353 couples with cancer, wives were more likely
than husbands to help their sick spouses with household tasks. Husbands were also more
likely to have other helpers whereas wives tended to be sole caregivers, providing almost
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twice the number of hours of care. In the cases of serious morbidity among men in
Allen's study (1994), it was the wives who redoubled their efforts to care for their spouses
and perform household duties with little escalation in assistance from other helping
sources. Other authors report it is predominantly female caregivers who suffer fatigue ,
back strain, and an increased incidence of home accidents (Bull, 1990), which may stem
from the lack of assistance with providing care. These results suggest wives are at highest
risk for burden among all caregivers (Fredman, Daly & Lazur, 1995; Grafstrom, 1992).
Within the last decade, considerable research has validated the importance of
social support in maintaining elders in the community. Of variables that potentially
mediate stress, social support has been studied frequently. Baillie, Norbeck & Baines
( 1988) reported social support among caregivers as the main variable in predicting
psychological distress. Groups that provide social support significantly reduce stress and
the severity of pressing problems related to caregiving by increasing coping strategies,
knowledge of resources, and personal abilities to cope with caregiver situations
(Toseland, 1992). Health promoting behaviors of developing adequate coping strategies
and resource knowledge may be linked to longevity, with social support playing an
important role in perpetuating these behaviors. Callahan and Morrissy ( 1993) reported
that satisfaction with social support provides healthy control, development of coping
strategies, and promotes an expression of feelings which facilitates healthy adaptation.
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Less adaptive caregivers have been reported to be at greater risk for depression
(Majerovite, 1995.)
These findings confirm the importance of social support in promoting behaviors
to improve physical and mental health. Even at the cellular level, researchers have found
social support has a direct effect on the immune response of males and females. Positive
effects of interactions with intimates on lymphocyte counts have been observed
(Mcintosh, Kaplan, Kubena & Landman, 1993). As stress is associated with poorer
immune and health outcomes, data suggest that an inadequate cellular immune response
takes place in caregivers under significant stress. Esterling, Kiecolt-Glaser, Bodnar, and
Glaser (1994) reported that caregivers who were low natural-killer cell cytotoxin
responders reported significantly less positive social support and emotional closeness in
their social contacts and more physician visits for infectious illness symptoms compared
to caregivers who were high responders. Changes in the ability of natural-killer cells to
respond to cytokines necessary for effective killing of infected cells may be found in
chronically stressed, older people, putting them at risk for malignant or infectious
diseases (Esterling, Kiecolt-Glaser, Bodnar, & Glaser, 1994)
In summary, the problem of a rapidly expanding elderly population and the
decline in the size of families is producing an unbalanced ratio of elders to informal
support networks. Wives have been identified as the caregiver group at greatest risk for
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burden among all caregivers groups. The importance of social support in maintaining
elders in the community has been validated by previous research.
Purpose of the Study

The purpose of this study was to (a) describe the relationships among caregiver
health, past marital adjustment (PMA), received social support, and the caregiver's
objective burden; (b) describe the relationship among caregiver health, PMA, received
social support, and caregiver's subjective burden; (c) explore the relationships among
social status on caregiver health, PMA, received social support, objective burden, and
subjective burden; (d) identify differences in caregiver received social support, objective
burden, and subjective burden based on the number of years of the elder- caregiver
marriage (0-10, 11-20, and >20 years); and (e) identify the differences in caregiver
received social support, objective burden, and subjective burden based on the elder's
number of remarriages (0, 1, and > 1).
This study was conducted to gain a better understanding of the subjective and
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elder-caregiver marriage, number of elder's remarriages, and receipt of social support.
Insight into personal and situational factors associated with consequences of caregiving is
crucial to designing and implementing effective interventions to support families.
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Research Questions
The research questions for this study are as follows:
1.

What is the relationship among caregiver health, PMA, received social support,
and caregiver objective burden?

2.

What is the relationship among caregiver health, PMA, received social support,
and caregiver subjective burden?

3.

What is the relationship among social status and caregiver health, PMA, received
social support, objective burden, and subjective burden?

4.

What are differences in the caregiver's received social support, objective burden,
and subjective burden based on the number of years of an elder-caregiver
marriage? (0-1 0, 11-20, and >20)

5.

What are differences in the caregiver's received social support, objective burden,
and subjective burden based on the elder's number of remarriages? (0, 1, and> 1)
Significance of the Problem
Caring for an impaired elder in the community is generally done by informal

networks. When the impaired elder is married, the caregiver is generally the spouse who
provides assistance often with little or no help (Tennstedlt, 1993). This can lead to very
stressful situations for the caregiver. Often today in care settings around the nation, the
lack of a spouse is an important determinant of institutionalization of elders (Grafstrom,
1992). In a study by Montgomery and Kosloski (1994), data from 531 informal
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caregivers and frail elders were analyzed to identify how changes in caregiver situations
were related to nursing home placement. The results indicated that the predictors of
placement differed substantially for elders cared for by spouses versus those cared for by _
adult children. Spouses performed a greater number of patient care tasks, the number of
hours spent on caregiving tasks was greater, and most types of care were provided over
longer periods of time. Characteristics of spouses that were significant for placement
were older age, unemployment, dependency on others, and male gender. Females were
placed more often than males in institutional settings (Montgomery & Koslowski, 1994).
Sometimes placement is predicted by caregiver characteristics rather than by
characteristics of the elder (Lieberman & Kramer, 1991 ). The demographic
characteristics of the caregiver that may be significantly associated with burden are old
age, being a spouse, co-residence with the elder, and poor self-rated health (Fredman,
Daly, & Lazur, 1995). Although these findings are documented in numerous studies, too
often in health care settings when planning discharge for an elder, it is assumed that
because there is a wife she will provide the needed care. Too often it is heard, "Mr. B. is
going home. He has a wife and will be fine." But what of the wife? What are her
supports? Several important factors that seem to be lacking in the literature are the
assessment of the elder-caregiver marriage circumstances (the number of years married,
the number of remarriages for the elder), their effect on the social support received, and
the objective and subjective burdens felt by the caregiver.
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All health care professionals are in a position to interface with elder-caregiver
dyads. An investigation into the relationship of variables that mediate burden (health,
past marital adjustment, received social support, number of years married, number of
marriages for the elder) may increase the awareness and sensitivity of professionals who
have contact with these dyads. This could allow for the development of new assessment
strategies or intervention modalities to strengthen in-home supports to maintain elders in
the community. This would assist professionals to extend beyond the blanket statement
of marital status as "yes or no" to "how long?" "how many marriages?" leading to further
thought on how this effects the social support being received by the caregiver and how
this affects the burdens of the caregiver. In addition, this investigation may add new
knowledge in the area of marriage circumstances and their relationship to received social
support and caregiver objective and subjective burden that was not found in the literature.
Summary

The rapidly expanding elderly population over the age of 65 years and the decline
of the nuclear family and size of families is producing an unbalanced ratio of elders to
available informal support networks. To be able to maintain these elders in the
community we must understand the relationships and differences between the caregiver's
health, past marital adjustment, social status, years of the elder-caregiver marriage,
number of elder's remarriages, and social support received in relation to the caregiver's
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objective and subjective burden. There is an evident need to explore those variables
which may potentially mediate or predict caregiver burden.
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CHAPTER TWO
Conceptual Orientation and Literature Review

This chapter will discuss the conceptual orientation used to frame the concepts in
this study. Following the conceptual orientation will be a review of all pertinent literature
and summary of the chapter.
Conceptual Orientation

This study is conceptualized within a framework derived from social support
theory as formulated by Kahn and Antonucci's (1980) "goodness of fit" model which
predicts the degree of caregiver burden by the degree of fit between the characteristics of
the caregiver and the characteristics of the care giving situation. Kahn and Antonucci
attribute their theory to earlier work by French, Rogers, and Cobb (1974) who developed
the Theory of Adjustment as Person-Environment Fit. This theoretical framework's basic
notion conceives adjustment as the goodness of fit between the characteristics of the
person and the properties of the environment. The basic assumption is that the concept of
fit, as measu:r:ed by the discrepancy between demand and supply predicts various
consequences of adjustment (objective/subjective burden).
Kahn and Antonucci ( 1980) summarize their central concept in an explanatory
framework of five general propositions which link social support to well being. The
general propositions are as follows.
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1.

A person's requirement for support at any given time is determined jointly by
properties of the person and properties of the situation.

2.

The structure of a person's social network is determined by properties of the
person, requirement for social support, and properties of the situation.

3.

The adequacy of social support received is determined by properties of the social
network, the personal properties, and situational properties.

4.

Outcomes are determined by properties of the personal situation, social support,
and properties of the situation.

5.

The influence of personal and situational factors on outcomes is moderated by
social structures and adequacy of social support.
This is a model that emphasizes interaction between multiple variables. From

these general propositions are drawn the theoretical postulates and assumptions that are
basic to this study.
1.

The goodness of fit between the characteristics of the caregiver, characteristics of
the caregiving situation, and social support received determines the amount of
caregiver objective and subjective burden.

2.

Social support serves to mediate the needs of the caregiver.

3.

Caregiving for a disabled spouse is a burdensome endeavor.
The theory of social support and burden is diagramed in Figure One. The

framework is adapted from the framework used in the original study by Robinson (1990).

CHARACTERISTICS OF
THE CAREGIVER
Health
Past Marital
Adjustment

I

IOBJ~~E I

RECEIVED SOCIAL

SUPPORT

I

-

~

ISUBJ~~VEI
CHARACTERISTICS OF
CAREGIVER SITUATION
Social Status
Number of Years
Married to Elder
Number of
Elder Remarriages

Figure 1.

Theoretical Framework for Social Support and Burden.
N

N
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The discussion that follows will focus on variables defined in Robinson's study.
Exceptions to Robinson's study will be addressed at the conclusion of this section.
Characteristics of the Caregiver

The variables used to define characteristics of the caregiver are caregiver health
and past marital adjustment. Health is theoretically defined objectively as the caregiver's
perception of her ability or power to personally initiate and perform activities essential to
health and well-being, and subjectively as the caregiver's assessment of her current,
general state of well-being. The Caregiver's health status is determined by two measures.
The first measure determined the caregiver's self care agency (Exercise of Self-Care
Agency, Kearney & Fleisher, 1979) and the second measured the caregiver's perception
of her current health (Health Perceptions Questionnaire, Karmos & Ware, 1976).
Robinson's (1990) variable of past marital adjustment targeted questions about the wives'
marital happiness one year before the onset of their spouses' illness.
This study will utilize the reconciliation of past with present images of the elder
(Past/Present Elder Image) as a proxy variable for past marital adjustment. Past/Present
Elder Image (Phillips, Konmenich, & Killeen, 1994) is theoretically defined as the
amount of disparity in the caregiver's overall impression of the elder as remembered in
the past and how that elder is viewed in the present and will continue to be referred to as
past marital adjustment throughout the remainder of this study.
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Characteristics of the Caregiving Situation
The variable used to de'fine the characteristics of the care giving situation was
social status. Social status is theoretically defined as the socioeconomic status of the
caregiver determined by the attributes of educational level and occupation.
Received Social Support
Received social support has been defined as an exchange of resources between
two individuals perceived by the provider and/or recipient to be intended to enhance the
well-being of the recipient (Callaghan & Morrissey, 1993). Received social support in
this study is theoretically defined as the activities of others aimed at helping the caregiver
master distressing emotional matters, sharing tasks, giving advice, teaching skills, and
providing material aid (Barrera, 1981 ).
Caregiver Burden
Burden is defined as the degree to which caregivers see their physical and
emotional health, social life, and financial status affected by caregiving (Zarit, Todd, &
Zarit, 1986). Distinctions have been made between objective and subjective burden:
Objective burden involving the actual changes in the caregiving activities or home
situation, and subjective burden involves the caregiver's feelings toward the caregiving
experience (Browning & Schwirian, 1994). In this study, concrete activities related to the
care of the elder were separated from perceptions and feelings about the caregiving.

25
Objective burden is theoretically defined as the elder's inability to perform ADLS
and/or IADLS. Other authors have found that functional limitations of the elders increase
caregiver stress due to increased demands of caregiving involvement (Miller, 1991 ).
Among sociodemographic and health variables used to predict nursing home placement,
ADL impairment has had the largest impact (Pearlman & Crown, 1992). The caregiver's
participation in direct care and the caregiver's perception of the elder's functional status
are significantly related to stress. Independent predictors of global caregiver stress
include the amount of direct care provided, the amount of behavior/memory problems,
perceptions of inadequate personal mastery, and the perception of limited family support
(Rankin, Haut, & Keefover, 1992).
Subjective burden is theoretically defined as the caregiver's perception of the
degree to which the elder is cognitively impaired and the caregiver's feelings of
discomfort, distress, or oppression due to the elder's physical impairments. Caregiver
stress has been shown to be highly subjective and, therefore, imperative to consider in
assessment of burden (Beach, 1993).
Exceptions in this study to Robinson's (1990) framework are that the caregiver's
attitude toward asking for help and desire for more help were not utilized due to their lack
of significance in determining objective and subjective burden in Robinson's original
study. Since the social support literature emphasized the use of multiple social support
variables (Robinson, 1990, Thompson, Futterman, Gallaher-Thompson, Rose, & Lovett,
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1993), the number of years of marriage for the caregiver/elder and the number of elder's
remarriages were identified as other social support variables that could influence
caregiver objective and subjective burden. These variables have not been addressed in
previous research.
Literature Review
The review of the literature is a comprehensive review of studies by diverse
disciplines that have examined areas related to this study and include family literature,
psychology, sociology, medical, and nursing literature. The criteria for inclusion of
references in this review were that the research provide rich data that is conceptually or
theoretically related to this study and its variables. The literature review is organized and
examined by study variables which include characteristics of the caregiver (caregiver
health, past marital adjustment), characteristics of the caregiver situation (social status,
number of years of marriage of the elder to the caregiver, number of elder remarriages),
received social support, and caregiver objective and subjective burden.
Characteristics of the Caregiver
Characteristics of the caregiver in this study included the variables of caregiver
health and PMA. A review of each variable will be presented.
Caregiver Health
The health of the caregiver is important to the ability of the caregiver to provide
care and to the quality of the care. A comparison of the self-assessed health status of
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caregivers with their age peers in the U.S. population revealed elderly female caregivers,
more than all other females , perceived themselves to be in poor health. Caregiving wives
were more likely than other relatives to report physical strain and a worsening of their
health as a result of caregiving responsibilities (Subcommittee on Human Services,
1988).
George and Gwyther (1986) revealed that caregivers reported three times as many
emotional stress symptoms as the general population. Another study by Young and
Kahana (1989) examined 183 elder-caregiver dyads whose elders were post myocardial
infarct (80% of caregivers were female) and found, compared to men, women averaged
significantly more hours of care, found care more burdensome, and had more role
conflicts. Female caregivers also suffered significantly greater physical health decline
than men and reported higher levels of mental health symptomatology. In support of
these results, Schott-Baer (1995) found that caregivers of cancer patients (n=53) with
lower levels of hardiness have lower levels of self-care agency. When caregivers have a
decreased capacity to achieve self-care, they are less hardy, more susceptible to
stress-related illness, and give poorer quality of dependent care. Increases in social
support have been found to be related to decreased mortality rates and increased
incidence of mental and physical illness (Callahhan & Morrissey (1993).
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Past Marital Adjustment

The relationship prior to the onset of the care giving role is an important
determinant of the burden experienced by caregivers. If the relationship between the
elder and caregiver was close prior to the onset of the care giving role, the
spouse-caregiver experiences less distress in caring for the aging elder than spouse
caregivers with distant personal relationships with the elder prior to the caregiving role
(Kramer, 1993, Robinson, 1990, Morris, 1988). Caregivers who experience poor
pre-morbid relationships or a high loss of intimacy from care giving are predisposed to
depression (Skaff & Pearlin, 1992, Morris & Britton, 1988) and declines in marital
cohesion and role adaptability (Rankin, et al, 1992). Caregivers derive images of elders
based on comparisons of what their elder was like prior to the caregiver role versus what
the elder is like at present. Ideally, past image is reconciled with the present image. A
reconciled image, in general, positively affects the quality of elder care with findings
supporting the assumption that caregiver burden contributes to poor quality of elder care
(Phillips, Morrison, Steffl, et al., 1995).

Characteristics of the Caregiving Situation

Characteristics of the care giving situation included the variables of social status,
number of years of elder/caregiver marriage and the number of remarriages for the elder.
A review of each variable will be presented.
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Social Status
The caregiving literature consistently reports financial difficulties are an additive
strain to caregiving burden (Poulschock & Diemling, 1984; Zarit, Todd, & Zarit, 1986;
Robinson, 1990; Browning, 1994; Ward & Brown, 1994). Caregivers with higher
incomes and those whose elders are Medicaid eligible have a higher incidence of
institutionalization of the elder than caregivers with middle incomes (Montgomery &
Kosloski, 1994). This appears to leave the middle class to be the most susceptible to
caregiver burden related to social status. This is supported by the finding that most
caregivers providing care to the elderly reported adjusted family incomes in the middle
income bracket. Yet, care giving wives comprised the largest portion of the economically
disadvantaged group of caregivers (poor to near poor category) compared to their age
peers in the general population (Subcommittee on Human Services, 1988). Many
spouses may feel they should absorb the cost of caring for someone who has provided for
them in the past. A difficulty in examining the cost of providing care stems from the
inability to separate the cost of care from all other family expenses. Authors of one
study that did attempt to account for the labor and economic dimensions of family home
care calculated the dollar value of this care using a market value method and estimated an
annual value of $25,857.88 (Ward & Brown, 1994). This exemplifies the monetary value
contribution of informal care giving.
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Number of Years of Elder/Caregiver Marriage and Number of Remarriages
for the Elder
Several studies have focused on elderly married couples, although the number of
years married has not been addressed. In these studies, the informants indicate their
inherent "sense of responsibility" to assume the caregiver role. They consider care giving
to be a part of the life cycle and an inherent element of the marriage contract (Beach,
1993). Older married couples perceive and express less subjective burden in comparison
to child caregivers (Young & Kahana, 1989). Compared to older husbands as caregivers,
older wives have reported less subjective burden (Schott-Baer, 1993), dependent care
activities are not considered an inconvenience, and there are no negative feelings or
attitudes related to caregiver activities. Explanations for this may be the expectation of
illness with age or an increase in need to help each other as age advances that decreases
the perception of burden (Schott-Baer, 1993). However, it has not been differentiated in
the literature whether "older couples" are defined by the individual ages of the couples or
the number of years the couples have been married. Though absent in the literature, there
could be major differences in older couples' "sense of responsibility" when married 50
years to the same spouse compared to those married less than 5 years and being a second
or third spouse to the elder. It is clear that all marriages are not equal and that the mere
presence of a spouse does not necessarily imply adequate support for either the elder or
the caregiver (Allen, 1994).
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Received Social Support

Received social support has been an important concept in the caregiving literature.

It has been defined as an exchange of resources between two individuals perceived by the
provider or recipient to be intended to enhance the well being of the recipient (Callaghan
& Morrissey, 1993). When taking into account different types of kinship, spouses are

especially limited in social life and show the highest likelihood of subjective burden
(Grafstrom, 1992; George & Gwyther, 1986). Tennstedt (1993) reports that in the receipt
of instrumental assistance it is the co-residence of a caregiver and elder rather than the
kinship tie that provides the basis for delivery of these types of care (housekeeping,
meals, personal care, shopping, etc.). The only significant difference Tennstedt (1993)
found among co-resident caregivers was the increased provision of housekeeping by a
spouse. Instrumental assistance may be sensitive to the proximity of the caregiver to the
elder but informal caregiving is broader and encompasses the elders need for
companionship, emotional support, and leisure activities. In these areas, caregiving
kinship may be more important than co-residence or proximity in determining caregiver
involvement.
Thompson (1993) studied the relationship between the caregiving context and the
social support received by the caregivers. He found spouses received less intimate
interaction and social participation, supportive feedback from friends and family, and
emotional support than adult children, which, in tum, strained relations with the frail,
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elder care-recipients. Thompson (1993) reported the lack of social participation, absence
of supportive feedback, and having received material aid were correlated with caregiver
reports of erosion of their personal relationship with the elder. Women were most likely
to report that caregiving responsibilities violated their relationship with elders. But family
theories suggest that when families have adequate resources, strains don't necessarily
have a negative effect. Family's internal resources and resources from their social
networks mediate the relationship between strains and well being (Fink, 1995). In
contrast, Hooker, Monahan, & Hutchinson, (1992) reported that the functional limits and
the amount of help provided for the caregiver were not related to the stress experience by
the caregiver. It was the caregivers who were higher in neuroticism who rated themselves
as more stressed and dependent, less physically healthy with decreased psychological
well being, and with increased chronic health conditions (as diagnosed by a physician).
In support of the findings, it is evidenced from community studies that a lack of
family support is associated with increased morbidity and mortality. In one example,
Levy, Herberman, Lippman & d'Angelo (1987) studied 75 women with Stage I or II
breast cancer. The patients reporting depressive fatigue-like symptoms and who lacked
family support at baseline tended to show decreased non-killer cell activity levels at three
month follow up. It is the characteristic of the care giving situation and available
resources rather than the condition of the elder that effects most directly the health and
well-being of the caregiver (Zarit, 1980; George & Gwyther, 1986, Klein, 1988).
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Research has shown that depression is associated with objective burdens such as activity
limits, family frustrations, and disrupted routines, and; subjective burdens such as future
worries, feelings of loss, guilt, and being trapped and poor health (Reinhart, 1994;
Commissaris, 1995).
Majerovitz (1995) suggests the ability of the caregiver to adapt or cope to the
care giving situation serves as a moderator of the relationship between caregiver stress and
level of depression. This may suggest that depression represents a maladaptive response
to the stress of caregiving.
In review of cultural differences, Cox and Monk (1993) studied 86 Hispanic
caregivers caring for Alzheimer's care

recipients. These authors reported significant

relationships between attitudes of the caregiver and the emotional well-being of the
caregiver. The caregivers who strongly supported norms of performing tasks for the
elders were on the average more depressed than caregivers who did not support this norm.
There was a strong negative relationship between the use of professional assistance with
depression symptomatology which suggests that those who assumed responsibility for
care without outside resources suffered the most depression. Similar reported strains
from other studies consisted of not having enough time for self, being overwhelmed by
caregiver activities, and heavy dependence of care recipients on the caregivers. In
contrast, Cox (1995) studied 88 white and 76 Black caregivers with Alzheimer
care-recipients. It was found that for Black caregivers (a)feelings of failed responsibility
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were greater; (b) informal networks (children, relatives) were the main source of
assistance; (c) more hours of informal help were received but the caregivers were less
satisfied with their assistance; and (d)a need was felt for more help. Perhaps Black
caregivers have greater expectations of their supportive networks. The most significant
finding from Cox's study (1995) was that the most important variable in predicting strain
for Black caregivers was the feeling of competehce. This is especially important in
planning interventions to decrease strain.

Caregiver Burden
Burden, in general, is defined as the degree to which caregivers see their physical
and emotional health, social life, and financial status affected by caregiving (Zarit, Todd,
& Zarit, 1986). Burden can be further distinguished by objective or subjective burden.

Objective burden involves the actual, observable change in the activities of caring or
home situation, and subjective burden involves the caregiver's feelings and personal
appraisal of the caregiving experience (Browning & Schwirian, 1994, Jones, 1996). To
further emphasize subjective burden and the feelings associated with it, Boland and Sims
(1996) used grounded theory to describe burden among family caregivers. The core
category of burden was closely linked with responsibility for and commitment to caring.
Descriptions of burden included care giving as "a duty without any break," care giving
being "up to me and no one else," and having "no time for regular living." Other reported
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struggles including self sacrifice, living in the moment, and overwhelming frustration and
guilt (Boykin & Winland, 1995).

It has long been noted that burden is associated with subsequent nursing home
placement (Zarit, Todd & Zarit, 1986). Caregivers who experience significant negative
impacts in their personal life (personal time, health, finances) have been twice as likely to
institutionalize elders compared to caregivers who have less negative personal life
impacts (McKinlay, Crawford, & Tennstedt, 1995). Caregivers who perform more
caregiver tasks report more burden where as caregivers who receive support with
caregiver activities report significantly less burden (Fredman, Daly, & Lazur, 1995;
Miller, 1991). Some of the tasks associated with caregiving that are experienced as
difficult are toileting, medications, and constant checks on the care recipient (Wallhagen,
1992). If the communication between the elder and caregiver is changed, the caregiver
no longer has the spouse to tum to for support. Therefore, the perceived difficulty of
personal demands impacts the caregiver's life satisfaction and level of depression
(Wallhagen, 1992; Montgomery, 1988). In a study of caregiver burden and generic
well-being by Stull, Kosloski, and Kercher (1994), it was found that the measures of
caregiver burden (physical health, social, and financial matters) were generally better
predictors of outcomes (use of services, nursing home placement, adult day health care)
than were measures of caregiver well being (physical health, social, and financial
matters). This emphasized the power of subjective perceptions over objective conditions.
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Summary
The conceptual orientation of this study was formulated within a framework of
social support and burden. From this framework are drawn three theoretical assumptions,
which are:
1.

The goodness of fit depends on the characteristics of the caregiver, characteristics
of the care giving situation, and the discrepancy between the demand (needs of the
caregiver) and supply (satisfaction of the need) for social support;

2.

Social support serves to mediate the needs of the caregiver; and

3.

Care giving for a disabled spouse is a burdensome endeavor.
The literature review indicates that variables of caregiver health, past marital

adjustment, and received social support need further investigation in relation to caregiver
burden. Findings indicate that caregivers (a) may have a decreased capacity to achieve
self-care making them more susceptible to stress-related illnesses; (b) who have poor
pre-morbid relationships or high loss of intimacy are predisposed to depression; (c) in the
middle social class are predisposed to burden; and (d) who receive adequate social
support report decreased burden. No research was found relating to the number of years
to marriage and/or the number of elder remarriages to caregiver burden in wife
caregivers.
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CHAPTER THREE
Methodology

This study utilized an ex post facto correlational design to investigate the
relationship among caregiver health, past marital adjustment, social status, received social
support and objective/subjective burden in wife caregivers. This chapter defines the
sample, instruments, protection of human subjects, data collection, and data analysis plan.
Sample

The sample for this study was taken from the longitudinal study "Causal
Relationships Affecting the Quality of Family Caregiving" by Phillips, Konmenich, and
Killeen, (1994). The purpose of the study by Phillips, Konmenich, and Killeen (1994)
was to explain the caregiver's perception of caregiving burden and the quality of elder
caring. The subject selection criteria from the original study included the following:
1.

Caregiver is over 21 years of age,

2.

Caregiver is related to a community-dwelling elder through consanguineal or
acquired kinship ties,

3.

Caregiver provides one intermittent service to the elder individual without being
paid,

4.

Caregiver is living within a 50-mile radius of the elder,

5.

Caregiver is willing to give consent for the elder to be contacted by the data
collector for the purpose of surveying and assessing the elder's needs,
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6.

Elder is at least 55 years of age and not residing in an institutional setting,

7.

Elder and caregiver are self-identified as either 1) White, Anglo American, or
Euro American, or 2) Mexican, Mexican American, or Hispanic.
Elder dyads residing in the community were recruited from social services, home

health agencies, and newspaper advertising. Data were collected through two one-hour
interviews with the caregivers in their homes (one week apart); and, two one-hour
observation/interview periods with the elders in their home environments. The data used
for the present study was derived from phase two of Phillips, Konmenich, and Killeen's
study ( 1994). The data was collected one year after the initial start (phase one) of
Phillips, Konmenich, and Killeen's (1994) original study. The sites for data collection
were Phoenix and Tucson, Arizona. Of the 226 caregivers who participated in phase two
of the study, 31 were wives (14%).
Instruments

There were seven instruments utilized to collect the data for this study. Instruments
measuring the independent variables included:
1.

Caring for Self Scale (Phillips, Konmenich, & Killeen, 1994),

2.

Health Perceptions Questionnaire (HPQ) (Karmos & Ware, 1976),

3.

Elder Image Scale (Phillips, Rempusheski, Morrison, & Mi Chae, 1987),

4.

Green's Index of Socioeconomic Status (SES) (Green, 1970), and

5.

Arizona Social Support Inventory Schedule (Barrera, 1981 ).
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Instruments to measure the dependent variables include:
1.

Physical Self Maintenance (PSM) and Instrumental activities of daily Living
(IADL) Scales (Lawton & Brody, 1969)

2.

Caregiving Burden Scale (CBS) (Poulschock & Deimling, 1984)
The following will be a discussion of the theoretical and operational definitions of

the variables measured and the reliability and validity of each of the instruments listed
above.
Caring for Self Scale
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agency was operationally defined by a summated score on a modified Exercise of
Self-Care Agency scale developed by Kearney and Fleischer ( 1979) and was referred to
as the Caring for Self Scale by Phillips, Konmenich, and Killeen (1994 ).
The scale developed by Kearney and Fleischer ( 1979), a 43-item self report scale,
was constructed to specifically measure a person's exercise of self-care agency. Each
item on the scale is rated along a five-point scale with responses of 1) very characteristic,
2) somewhat characteristic, 3) no opinion, 4) somewhat uncharacteristic, and 5) very
uncharacteristic. Four subconstructs were delineated that contribute to a person's
exercise of self care agency, which were 1) active versus passive responses to situations,
2) motivation, 3) knowledge, and 4) self worth.
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Content validity was established through rating of each item of the questionnaire
by five nursing experts practicing under the self-care concept. The Adjective Check List
and Rotter's Internal-External Locus of Control of Reinforcement Scale were used to
establish construct validity (Kearney & Fleischer, 1979). The sample utilized consisted
of nursing students. The instrument exhibited test-retest reliability of r=O. 77 and split
half reliability of .80 and .81 (Kearney & Fleischer, 1979).
The Caring for Self Scale (Phillips, Konmenich, & Killeen, 1994) is a 26-item self
report scale that includes all four subconstuct areas of active versus passive, motivation,
knowledge, and self worth with an alpha coefficient of .88 in the sample of this study.
Each item on the scale is rated along a four point scale with responses of 1) strongly
agree, 2)somewhat agree, 3)somewhat disagree, and 4) strongly disagree (Appendix A).
The instrument is a self report questionnaire that can be completed in 10-15 minutes.
Health Perceptions Questionnaire (HPQ)
The perceptions of current health is the caregiver's subjective assessment of her
current, general state of well being (Phillips, Konmenich, & Killeen, 1994). Perceptions
of current health was operationally defined as the summated score on a modified version
of the original Health Perceptions Questionnaire (Karmas & Ware, 1976).
The original HPQ Form I was developed by Karmas & Ware (1972). This scale
measures perceptions regarding past, present, and future health as well as sick role
propensity. Subconstructs included current health, resistance-susceptibility, prior health,
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health outlook, health worry/concern, sickness orientation, rejection of sick role, and
attitude toward going to the doctor (Karmos & Ware, 1972). Thirty-two items, each in
the form of a complete statement of opinion, were evenly divided between favorably and
unfavorable worded statements. The instrument consisted of a five-point scale with
responses of 1) definitely true, 2) mostly true, 3) don't know, 4) mostly false, and 5)
definitely false.
In late 1973, results of studies on Form I of the HPQ led to construction ofHPQ
Form II. Form II was developed to clarify unclear measurements and ambiguity of items
(especially double negatives). Form II of the HPQ contained 36-items constructed and
organized much like Form I (complete statements divided evenly between positive and
negative health perceptions, and response choices repeated for each item). An 18-item
short form of the HPQ was also developed, eliminating three of the eight constructs and
reducing the number of items for each remaining five constructs.
Data regarding the reliability of the HPQ scales were collected from six field tests.
Internal consistency reliability coefficients for HPQ scales in six field tests revealed
scores of .45 to .91 for HPQ form I, .58 to .91 for Form II, and .63 to .85 for the short
form. These scores showed the short form scale to be nearly as reliable as the long form
scales (Karmos & Ware, 1976). High internal consistency reliability coefficients
(.85-.92) were observed for the current Health Scale in all field tests. Three studies of the
reliability of the HPQ scale (Form I and II) were done using test-retest methods. On
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Form I, the test-retest reliability coefficients ranged from .52 to .81 and on Form II,
ranged from .41 to .86.
In the absence of other measures of general health perceptions against which to
judge the validity of the HPQ scales, factor analytic studies of correlations (higher order
factor analysis) among the scales were done along with scale item relationships to health
related variables were studied. The results of the High Order Factor Analysis constitute
strong support for the construct validity of the HPQ Scale scores (each scale tends to
measure the perceptual construct it was intended to measure) (Karmos & Ware, 1976).
The modified HPQ (Phillips, Konmenich, & Killeen ( 1994) utilized in this study
is a subjective assessment of the caregiver's current health status with an alpha coefficient
of 0.89. It is a 5-item, self-report instrument with a 4-point Scale consisting of 1)
definitely true, 2) mostly true, 3) mostly false, and 4) definitely false as response choices
(Appendix B).

Elder Image Scale
The Elder Image Scale was used to measure the discrepancy in reconciliation of
past with present image of the elder which was used as a proxy variable in this study for
the Past Marital Adjustment variable in the Robinson's 1990 study. This proxy variable
will continue to be referred to as past marital adjustment in this study. In Robinson's
study (1990), past marital adjustment was measured by the caregiver's response to
questions about her marital happiness one year before the onset of her spouse's illness. In
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this study, the discrepancy in reconciliation between past with present image of the elder
is defined as the amount of disparity in the caregiver's overall impression of the elder as
remembered in the past and how that elder is viewed in the present. This variable was
operationally defined by scores on the Elder Image Scale (Phillips, Rempusheski,
Morrison, & Mi Chae, 1987) (Appendix C).
The Elder Image Scale was derived from the inductive work of Phillips,
Rempusheski, Morrison, & Mi Chae ( 1987). It consists of two parallel subscales; the
Past Image Subscale and the Present Image Subscale. Each subscale contains 24 bipolar
adjective pairs. The internal consistency of the subscales was a=.96 for the Past Image
Subscale, a=.97 for the Present Image Subscale, and a total scale alpha of a=.98.
Test-retest reliability was r=.93 for the Present Image subscale and r=.94 for the Past
Image subscale. The average inter-item correlations were within the criterion range, the
average item-to-total for both subscales was above the criterion range, and the
subscale-subscale correlation was .57 which is well within the suggested criterion
(Phillips, Rempusheski, Morrison, & Mi Chae, 1987). Factor analysis and predictive
modeling have demonstrated evidence for the construct validity of the scale. The alpha
coefficients were a=.98 for the past subscale, a=.97 for the present subscale, and a total
scale alpha of a=.98.
This instrument is a short, self-administered tool with a high internal consistency
that distinguishes differences in past and present images of care recipients.

44
Social Status

Green's Index for Socioeconomic Status (SES) (Appendix D) is intended to
optimize the prediction of family health actions from SES information. The status
attributes include education (number of years of school completed), gross family income,
occupation of the main earner, and ethnic group. The SES of the caregiver in this study
was determined by the caregiver's level of education and occupation. Social status is
operationally defined by the Green's Index of SES. The indices were developed from
stepwise multiple regression analysis. When using a two-factor indice, as in this study
(education/occupation), there is less than a 4% loss in predictive validity of theSES. The
multiple correlation coefficient for the two-factor indices with preventive health behavior
was .49. The regression weights are essentially the same for either income or occupation
when combined singularly with education of the female head of household (Green, 1970).
Received Social Support

Social support is the activities of others aimed at helping the caregiver master
distressing emotional matters, sharing tasks, giving advice, teaching skill, and providing
material aid (Barrera, 1981). In this study, received social support was operationally
defined by the Arizona Social Support Interview Schedule (AS SIS) (Barrera, 1981)
(Appendix E).
The ASS IS was developed by Barrera ( 1981) with the objective of providing a
method for subjects to identify individuals who clearly serve supportive functions

45
(Barrera, 1981 ). The instrument covers six support functions (private feelings, material
aide, advice, positive feedback, physical assistance, and social participation) that capture
a range of activities that define network members. This network measure also allows for
drawing distinctions between strictly supportive members and those who are, in addition,
sources of conflict. The reliability of the ASS IS was tested on 45 university students.
Test-retest correlations showed that a total network size was a stable indicator (r[43]=.88,
p<.001). A mean of73.8% network members named in either the test or retest interviews
were named in both assessments. Conflict network size test-retest correlation (r[43]=.54
p<.001) was significant but lower than the total network size. The ASSIS procedures led
to a reliable measure of total network size (Barrera, 1981 ).
The AS SIS in this study was administered by a trained interviewer in the
caregiver's home. Two questions were asked in each of the six support functions. The
first question defined the network size and the second question defined the actual number
of that network that the caregiver had utilized in the last month. This scale measures the
size of the social support network, what part of the network that the caregiver has actually
used in the last six months, the size of the network that the caregiver perceives conflict,
and the size of the network that the caregiver has actually had conflict with in the last six
months (Barrera, 1981 ).
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Caregiver Burden
The dependent variable of caregiver burden is determined by two measures. The
first measure of the dependent variable is the measurement of the caregiver's objective
burden or the elders ability to perform physical self-maintenance (PSM) and/or
instrumental activities of daily living (IADL). The PSM and IADL scales were
operationally defined by the combined score on the Lawton and Brody (1969) PSM and
IADL scales (Appendix F).
In the PSM, six types of behaviors are assessed (toileting, feeding, dressing,
grooming, physical ambulation, and bathing) and in the IADL scale eight behaviors are
assessed (ability to use a telephone, shopping, food preparation, housekeeping, laundry,
transportation, medication responsibility, and ability to handle finances). The validity of
these scales is supported by regularity of relationships between three other functional
measures (Physical Classification, Waldman & Fryman, 1964, Mental Status
Questionnaire, Kahn, Goldfarb, Pollack, & Gerber, 1960, and Behavior Adjustment
Rating Scale, Waldman & Fryman, 1964, cited in Lawton & Brody, 1969). The scales
have demonstrated practical utility by use of practitioners in provision of brief objective
assessments in widely diverse settings. Lawton & Brody assert evidence for concurrent
and construct validity based on their studies.
The PSM scale consists of six items with five response items, scored according to
the degree of difficulty, to each scale item. The Guttman scaling criteria were adequately
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met by the major range of item difficulty being represented without extreme splits, the
percentage of errors on each item being substantially less than the percentage of
non-error, and the high reproducibility coefficient of .96 (Lawton & Brody, 1969) The
Pearson r between the pairs of interrater ratings was .87. The alpha coefficient was .93
for this study. The IADL scale consists of eight items with response items varying in
degree of dependence/independence. The IADL scale had an alpha coefficient of .89 in
this study. The PSM and IADL scales are brief, objective assessments and were
administered by trained interviewers in this study.
The second measure of the dependent variable was the measurement of the
caregiver's subjective burden. Subjective caregiver burden is defined as (a) the
caregiver's perception of the degree to which the elder is cognitively impaired and was
operationally defined by scores on questions 1-5 on the Caregiver Burden Scale (CBS)
(Poulshock & Deimling, 1984) (Appendix G); and (b) the caregiver's feelings of
discomfort, distress or oppression due to the elder's physical impairments and is
operationally defined by scores on questions 6-12 on the CBS.
The CBS is a 57-item self report instrument developed to measure three separate
conceptual categories of caregiver burden including elder impairment, burdens related to
impairments, and impact of the impairment. The subscales are scored separately and
rotated (varimax) factor analysis was used for the variables. The authors (Poulshock &
Deimling, 1984) reported that the factor analysis supported the sub scale structure
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predicted for the caregiver burden scale. The total scale alpha coefficient was 0.94.
Predictive modeling demonstrated the relationships proposed, therefore, supporting
construct validity.
The subscales of the CBS used in this study included the elder impairment
domain of cognitive capacity and ADL impairment burden. The subscale of elder
impairment domain of cognitive incapacity is a five-item scale (1-5) with responses of (a)
most of the time; (b) some of the time; and (c) not at all. The ADL impairment burden
domain subscale consists of seven items (6-12) with responses of (a) doesn't occur; (b)
not upsetting; (c) somewhat upsetting; and (d) very upsetting.
Protection of Human Subjects

Approval of this study by the Human Subjects Committee at the University of
Arizona was obtained in the original study by Phillips, Konmenich, & Killeen ( 1994)
(Appendix H). All participants signed informed consents prior to the study and
confidentiality and anonymity were ensured by a number identification system.
Participation was voluntary and subjects could withdraw at any time. Reimbursement for
participation was $25 at Time 1 and $25 at Time2. There were minimal risks from
participation in this study.
A letter was sent to the principle investigator of the Cultural and Causal Factors
Affecting the Quality of Family Caregiving study requesting permission to use the data
collected for secondary analysis in the present study. After permission to use the data
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was granted by the principle investigator, a copy of the letter of approval was sent to the
Office of Nursing Research, University of Arizona, for human subjects approval
(Appendix I).
Data Collection

In the original study by Phillips, Konmenisch, and Killeen ( 1994), the
interviewers first contacted the participants by telephone to explain the purpose of the
study, screen for ethnic group identification, and to obtain permission for an in-person
interview with the caregiver and in-person observation of the elder in their home. An
appointment date and time for data collection was also made that was at the convenience
of the participant. The data used in this study (phase two )was collected one year after the
initial data collection (phase one) of the original study utilizing the same data collection
techniques in both phases.
The initial in-home interview was at the caregiver's home. The following is the
order in which data collection occurred with the caregiver:
1.

Obtained informed consent,

2.

Completed demographic data collector tool with the caregiver,

3.

Collected data about the functional limitations of the elder,

4.

Collected data on caregivers' social supports (AS SIS),

5.

Completed data for the Elder Image Scale

6.

Continued assessment of the caregiver's perceptions of the elder's needs,
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7.

Explained the self-administered instruments, and

8.

Terminated the data collection session.
The second in-home interview with the caregiver occurred within one week of the

first interview. During this interview, the interviewer did the following:
1.

Reviewed and collected the self-administered instruments left with caregiver,

2.

Clarified questions from the initial assessment and obtained additional objective
data regarding caregiving activities,

3.

Administered final interview questions, and

4.

Terminated the data collection session.
Interviewer responsibilities included estimating the time involved in data

collection, evaluating the quality of family care giving, completing all field notes,
obtaining accurate data, refraining from collaboration between the caregiver and the elder
during data collection, returning all forms, completing data sets, continuing sensitivity to
questions, problems, and crises, and attending interrater training meetings that were
periodically scheduled.
Data Analysis

The questions that will be answered in this study are as follows:
1.

What is the relationship among caregiver health, PMA, received social support,
and caregiver objective burden?
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2.

What is the relationship among caregiver health, PMA, received social support,
and caregiver subjective burden?

3.

What is the relationship among social status and caregiver health, PMA, received
social support, objective burden, and subjective burden?

4.

What are differences in the caregiver's received social support, objective burden,
and subjective burden based on the number of years of an elder-caregiver
marriage? (0-10, 11-20, >20)

5.

What are differences in the caregivers' received social support, objective burden,
and subjective burden based on the elder's number of remarriages? (0, 1, and> 1)
The statistical analysis program used for this study was SPSS 6.1 Windows. The

demographic data were analyzed first by frequencies, means, and percentages to describe
the sample. Internal consistency, which is a form of reliability that refers to the degree to
which the subparts of an instrument are all measuring the same dimension or attribute
(Polit & Hunger, 1995), were determined by alpha coefficients on instruments when
appropriate. The alpha coefficient is a widely used index of reliability with the normal
range of values between 0.0 and 1.0. The higher values reflect a higher degree of internal
consistency (Polit & Bungler, 1995).
Validity, is defined as the degree which an instrument measures what it is
supposed to be measuring (Polit & Bungler, 1995). The validity of each of the
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instruments used in this study is identified in the Instrumentation section. Evidence of
validity ranges from construct validity to predictive modeling.
In the original study by Phillips, Konmenich, & Killeen, (1994), from which these
data were drawn, interrater reliability was critical. Interviewers were trained in the use of
all instruments as part of their orientation. Training included case examples, video tapes
recordings and direct observation until there was >80% agreement among data collectors.
Recalibration sessions were conducted to maintain interrater reliability >80 percent.
Reliability of coding information was assured by a coding dictionary in orientation and
reverification in regular training sessions.
To answer research questions one, two, and three, the Pearson's r (also known as
the Product-Moment Coefficient) was used. Correlation procedures are the most
common method of describing the relationship between two measures (Po lit & Hungler,
1995). In using the Pearson r for analysis, the level of significance was p<.05, N=31.
To answer research questions four and five, a one-way analysis of variance
(ANOV A) was used. The one-way ANOV A allows for examination of differences
among groups through an analysis that considers the variation across all groups at once.
A one-way ANOVA means there is only one independent variable that consists of two or
more levels. The F ratio was used to test the difference among groups. Where the overall
F ratio is significant, post hoc tests were to determine which pairs of means differ from
each other (Munro & Page, 1993 ).
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Summary

This study utilized an ex post facto or correlational design to investigate the
relationship among caregiver health, past marital adjustment, received social support and
objective and subjective burden in wife caregivers. The sample, setting, instrument
descriptions, human subjects' protection, data collection, and data analysis plans were
presented.
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CHAPTER FOUR
Presentation of Findings

This chapter presents demographics of the sample and results of statistical
analysis of the data. Following the presentation of the demographics, data from the
health perceptions, caring for self, PMA, Green's SES, ASSIS , PSM and IADL, and CBS
scales will be discussed. Answers to the research questions will be presented.
Demographics of the Sample

Elder dyads residing in the community were recruited from social services, home
health agencies, and newspaper advertising. Of the 226 caregivers who participated in
phase two of the original study, 31 (14%) were wives. The wife caregivers ranged in age
from 42 to 87 years with a mean age of 65 years (SD= 10.5) and a median age of 68 years.
Of the 31 elder husbands who participated in the study, ages ranged from 55 to 93 years
with a mean age of71 years (SD=9.6) and a median age of71 years (Table 1).
Caregiver's occupations included clerical/sales (29%) and housewives (23o/o),
fifty-two percent of caregivers were retired and thirty-two percent worked either part-time
(16%)or full-time (16%), and the majority of caregivers (32%) had some college level
education (Table 2). This sample represents relatively well educated women.
Elders occupation included skilled craftsmen (23%) and professional/technical
positions (19o/o), fifty-five percent of elders were retired and forty-two percent were
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Table 1.

Age of Caregivers and Elders

M

so

Range

n

Caregiver

65

10.5

42-87

31

Elder

71

9.6

55-93

31

56

Table 2.

Occupation, Education and Employment

Occupation

Caregiver

Elder

*N=31

29.0% clerical/sales
6.5% professional
3.2% semi-skilled
12. 9o/o managers
22.6% housewives
19.4% service workers
6.5% farm laborers
12.9% clerical/sales
19.4% professional
12.9% semi-skilled
22.6% craftsmen
3.2% armed forces
12.9% managers •
3 .2 o/o laborers
6.5o/o service workers
6.5% farm laborers

Education

Employment

45% grade school -

52% retired
32% part time/

high school
graduate
55o/o technical -

graduate school

52% grade school-

high school
graduate
42% technical -

graduate school
6% missing data

full time
3% unemployed
7o/o disabled
6% other

55% retired
3% part time
42% disabled
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disabled, and elders most frequently (29o/o) had education levels of high school graduates
(Table 2).
The mean length of caregiving responsibility was 92 months or 7.3 years
(SD=88. 7) and the median was 66 months (Table 2). The household averaged 2 residents
(SD=0.8) with a range of 2 to 6 people including the elder. The mean number of people
in the dyads' social support network was 9 (SD=3.8) and ranged from 4 to 15 with a
median number of 8· people (Table 3).
Seventy-seven percent of the dyads had been married more than 20 years with a
range of21-66 years (Table 4). The majority (61.3o/o) of elders had no previous
marriages (Table 5).
Findings Related to the Caring for Self Scale
A 26-item Caring for Self scale (Phillips, Konmenich, & Killeen, 1994) was used
to measure caregiver health by the caregiver's exercise of self-care agency. The response
options were I) strongly agree, 2) somewhat agree, 3) somewhat disagree, and 4) strongly
disagree with assigned point values of I, 2, 3, and 4 respectively. The potential range of
an individuals score was 26-104, with I 04 indicating the lowest level of exercise of
self-care agency. The study revealed a range from 26-65, the mean score was 45
(SD=8.9) (Table 6).
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Table 3.

Length of Caregiving, Household Residents, and Social Network
M

Length of Care giving
Responsibility (Months)

SD

Range

2-384

Median

92

88.7

Number of Residents
in Household

2

0.8

2-6

2

Number of People in
Social Support Network

9

3.8

4-15

8

Table 4.

Time in Current Marital Status

Number of Caregiver/Elders

Years

5 (16%)

0-10

2 (7o/o)

11-20

24 (77%)

21-66

*N=31

Table 5.

Number of Previous Marriages for Elder

Number of Elders

Number of Marriages

19 (61.3o/o)

0

2 (6.5o/o)

1

10 (32.2%)

>1

66
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Findings Related to the HPQ

A 5-item modified HPQ (Phillips, Konmenich, & Killeen, 1994) was used to
measure caregiver health by the caregiver's subjective assessment of her current, general
state of well-being. The response options were 1) definitely true, 2) mostly true, 3)
mostly false, and 4) definitely false with assigned point values of 1, 2, 3, and 4
respectively for items 1, 2, and 4 with reverse scoring on items 3 and 5. The potential
range for an individual score was 5-20 with 20 indicating greater positive subjective
assessment of current health status. The study revealed a range from 5-20. The mean
score was@<SD=4.0) (Table 6).
Findings Related to the Elder Image Scale

Two parallel subscales of Past Elder Image and Present Elder Image, each
containing 24 bipolar adjective pairs, comprised the Elder Image scale (Phillips,
Rempusheski, Morrison, and Mi Chae, 1987) used to measure past marital adjustment.
The response options on the positive side of the scale were 1) extremely, 2) quite, 3)
slightly, 4) neutral, and on the negative side of the scale 5) slightly, 6) quite, and 7)
~xtre_!!lely

with assigned point values of 1, 2, 3, 4, 5, 6 and 7 respectively.

The potential range for an individual score was 24-168. The study revealed a Past
Elder Image mean score of 54.9 (SD=29) and the Present Elder Image mean score of 90
(SD=34). The difference between past and present elder images had a mean score of 35.2
(SD=30.8) (Table 6). In paired t tests, the difference between past and present elder
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images were significant with t(31 )=6.26, p<.002. This result indicated a more negative
adjusted present elder image in comparison to past elder image.
Phillips, Rempusheski, Morrison, and Mi Chae (1987) found that caregivers who
believed their relationship was "good" usually had a stable view of the elder from past to
present or had rated the elders' position on the instrument scale categories higher.
Conversely, caregivers who have believed their relationship with the elder was "abusive"
had rated their present image of the elder at least one category lower than the past image.
All wife caregivers in this study rated their present image of the elder 1-3 categories
lower than the past image, indicating a normalized views of elder past and present
Images.

Findings Related to Green's SES
An SES score (Green, 1970) was computed utilizing the caregiver's education and
occupation to measure the social status of the caregiver. The study revealed a mean score
of 59, SD=l0.4. The range was 38-74 with 74 indicating a higher social status (Table 6).

Findings Related to the ASSIS
The 7-item ASSIS (Barrera, 1981) was used to capture a range of activities that
define the caregiver's network members. This network measure also allowed for
identification of members who were sources of conflict for the caregiver. The number of
people available in the caregiver's network ranged from 4-15, M=8 (SD=3.8). The
number of people actually used for support in this network ranged from 1-14, M=6
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(SD=3.5) (Table 6). Few, if any, of these support people actually created conflict for the
caregiver. Female friends and daughters provided most support (65%) for the wife
caregivers through daily communication (58%). Networks of support were close in
proximity to the caregiver.
Findings Related to PSM and IADL

The PSM and IADL scales were used to measure the caregiver's objective
burden. The PSM measures the six behaviors of bathing, feeding, dressing, grooming,
ambulating, and toileting. The response items were scored according to the degree of
difficulty with values of 1, 2, 3, 4, and 5 with 5 indicating the greatest degree of
independence in the measured behaviors. The study revealed a PSM mean sum score of
21.8 (SD=6. 7) (Table 6).
The IADL scale measures the eight behaviors of telephone use, shopping, food
preparation, housekeeping, laundry, transportation, medication management, and finance
management. The response items were scored according to the ability of the elder to
perform the activity with values of 1, 2, 3, and 4 with 4 indicating the greatest degree of
independence in the measured activities. The study revealed an IADL mean sum score of
12.6 (SD=5.9) (Table 6).
~indi_ngs_ R~Iated to ~~-'l-~-US__.

A 5-item subscale measuring the caregiver's perception of elder cognitive
incapacity (items 1-5) and a 7-item subscale measuring the caregiver's feelings of
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discomfort, distress, or oppression due to the elder's physical impairments (items 6-12)
was measured by the CBS (Poulschock & Deim1ing, 1984). Items 1-5 have response
items of 1) most ofthe time, 2) some ofthe time, 3) not at all, with values ofO, 1, and 2

---

respectively. The potential range for an individual score was 0-10, with 10 indicating
-.._____ the
- .......
....

-

-
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least aiTIQ-ynt o[per_~~_ived distress about elder cognitive incapacity. The study revealed a
·--·-~

..

....

-

-

.

--

-....---....

..-~·

mean score of 4.0 (SD=2.7). Items 6-12 have response
items of 1) does not occur, 2) not
,,.j
upsetting, 3) somewhat upsetting, and 4) very upsetting, with point values of 0, 1, 2, and
3 respectively. The potential range for an individual score was 0-28 with ~ 8 indicating
greater
feelings
of caregiver
discomfort, distress, or oppression about physical
---- *...----.....
- ...
..,_...,... ". ._. __ ."_.,.___ ,. . ,. . . _. ..._. . .
impairment of the elder. The study revealed a mean score of7.7 (SD=5.4) (Table 6).
Analysis of Relationships

The Pearson Product Moment Coefficient (Pearson r) was calculated for research
questions 1, 2, and 3 to explain relationships among caregiver health, PMA, social status,
received social support, objective burden, and subjective burden. The level of statistical
significance was set at p<0.05.
The one-way ANOVA was calculated for research questions 4 and 5 to identify
differences in caregiver received social support, objective burden, and subjective burden
based on the number of years of the elder/caregiver marriage and differences in the
caregiver received social support, objective burden, and subjective burden based on the
elder's number of remarriages. The F ratio was used to test the difference among groups.
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Table 6.

Instrument Frequencies

Instruments

M

SD

Range

Caring for Self

45.0

8.9

26-65

56

HPQ

12.0

4.0

5-20

7

Past Elder Image

54.8

29.0

23-132

23

Present Elder Image

90.0

34.0

33-167

68

Difference Past/Present

35.2

30.8

-9.-118

9

Mode

Elder Image
Green's SES

59.0

10.4

38-74

66

AS SIS

8.0

3.8

4-15

5

PSM

21.8

6.8

9-30

29

IADL

12.6

5.9

5-25

9

CBS (1-5)

4.0

2.7

0-10

3

CBS (6-12)

7.7

5.4

0-19

2
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Where the overall F ratio was significant, post hoc tests (Bonferroni and Tukey-B) were
performed. The significance level was set at p<0.05.
The following will be a discussion of findings as they relate to each research
question investigated in this study.
1.

What is the relationship among caregiver health, PMA, received social support,
and caregiver objective burden?

The Pearson r is presented in Table 7. This demonstrates a statistically significant
correlation at the probability level of p<0.05 among the variables of objective burden
(IADL) and caregiver health (Caring for Self) (r=.435, p=.014, N=31), and objective
burden (IADL) and PMA (r=-.515, p=.004, N=30). There were no other statistically
significant correlations demonstrated among the remaining variables.
2.

What is the relationship among caregiver health, PMA, received social support,
and caregiver subjective burden?

The Pearson r coefficients are presented in Table 5. This demonstrates a statistically
significant correlations at the probability level of p<0.05 among the variables of
subjective burden (distress) and caregiver health (HPQ) (r=.382, p=.034, N=31) and
subjective burden (cognitive) and PMA (r=.547, p=.002, N=30). There were no other
statistically significant correlations demonstrated among the remaining variables.
3.

What is the relationship among social status and caregiver health, PMA, received
social support, objective burden, and subjective burden?
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Table 7.

Pearson r Correlations

Variables

r

p

n

Objective Burden (IADL )/
Health (Caring for Self)

.435

.014

31

Objective Burden (IADL)/
PMA

-.515

.004

30

Subjective Burden (Distress)/
Health (HPQ)

.391

.030

31

Subjective Burden (Cognitive)/
PMA

.547

.002

30

*p<0.05
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The Pearson r coefficients are presented in Table 8 which demonstrates no significant
statistical correlations at the p<0.05 level of probability for social status.
4.

What are differences in the caregiver's received social support, objective burden,
and subjective burden based on the number of years of the elder/caregiver
marriage? (0-1 0, 11-20, >20).

The one-way ANOVA demonstrated a statistically significant difference at the
probability level of p<0.05 in the caregiver's received social support and the number of
years of an elder/caregiver marriage. The F ratio and the post hoc (Tukey-B) revealed a
significant difference between group 3 (>20 years of marriage) M=8.7, SD=3.7, and
group 1 (0-1 0 years of marriage) M= 12.6, SD=2.5 (Table 9). There were no significant F
ratios demonstrated by the objective burden or subjective burden variables in the three
groups.
5.

What are differences in the caregiver's received social support, objective burden,
and subjective burden based on the number of elder's remarriages? (0, 1, and> 1)

The one-way ANOVA demonstrated no significant F ratios for the caregiver's received
social support, objective burden, and subjective burden based on the number of elder
remarriages in the three identified groups. There were no significant differences in any
two groups at the p<0.05 probability level.
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Table 8.

Social Status Correlations to Study Variables

SES
Variables

r

p

-.124
.018

-.506
.923

PMA

.240

.201

Received Social Support

.006

.975

Objective Burden:
IADL
PMS

-.177
.196

-.341
.289

Subjective burden:
Cognitive
Distress

.287
.248

.118
.179

Health:
Caring for Self
HPQ

*p<0.05
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Summary

Data in this study measured the relationships among caregiver health, PMA,
social status, number of years of elder/caregiver marriage, number of elder remarriages,
and received social support in relation to objective and subjective burden experienced by
31 wife caregivers.
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Table 9.

Analysis of Variance for Received Social Support and Number of
Years Married (0-1 0, 11-20, > 20)

df

Between Groups
Within Groups

*p<0.05

2
28

F

3.47

p

.045
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CHAPTER FIVE
Discussion

Data from Thirty-one wife caregivers aged 42 to 87 years old were analyzed by
secondary analysis in this study designed to investigate variables that may possibly
mediate caregiver burden. The majority of caregivers have held clerical/sales positions
(29%) and were housewives (23%) scoring on the high end of social status ranking,
mostly retired (52%), with relatively high levels of education. The mean number of
months the caregivers had been providing care to the elder was 92 months or 7.3 years
with a household average of 2 residents including the elder. Social support networks
ranged from 4 to 15 with a mean of 8 and a mean of 6 people the caregivers actually used
for support. The elders ranged in age from 55 to 93 years old.

/

The caregivers' scores on the Caring for Self scale revealed a tendency for

,· caregivers to exercise self care agency in their health maintenance with somewhat
\ positive subjective assessments of their current health status.
The Elder Image scores indicate a changed view of the elder from past to present
with present images being more negative than past images. This held true for all scale
items.
Elders were more independent in activities of daily living (ADL) (dressing,
toileting, feeding, etc.) needing only reminding or no assistance. The elders were more
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dependent on the wife for IADLs (laundry, housekeeping, meals, shopping, etc.)
providing little, if any, assistance to the wife caregiver.
The Caregiver Burden Scale revealed that wife caregivers perceived the elders to
be somewhat cognitively impaired and burdened by the assistance they required. Yet, the
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Statistically significant correlations at the p<0.05 probability level were found
between objective(IADL) and caregiver health (Caring for Self), objective burden (IADL)
and PMA, subjective burden(distress) and caregiver health(HPQ), and subjective burden
(cognitive) and PMA. A significant difference was also demonstrated at the probability
level of p<0.05 between those dyads married >20 years and those 0-10 years in the size of
their social support networks.
This chapter will present the conclusions of the investigation based on the
findings discussed in Chapter Four and the relation of the findings to the conceptual
framework, strengths and limitations of the study, recommendations for future research,
and implications for nursing practice.
Conclusions

In this study, findings indicate PMA is the best predictor of objective burden as
measured by the IADL scale. The more negative the PMA, the more IADL assistance
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the wife caregivers provided increasing objective burden. Because the majority of
caregivers (77%) had been married >20 years, caregivers may have seen IADLs as part of
their marital responsibility and the result of cohert effects. Where Robinson (1990)
reported social status to be the best predictor of objective burden, social status was not
significantly correlated to any of the study variables in this investigation.
The best predictor of subjective burden was the study variable of PMA.
According to this study's findings, caregivers with poor PMA reported greater subjective
burden measured by the cognitive domain of the CBS. If the communication between the
elder and caregiver is changed, the caregiver no longer has the spouse to tum to for
support.

In addition, if the marriage has been happy in the past, the cognitive loss of a

mate may well increase the subjective burden felt by the wife caregiver.
The best predictor of received social support was the study variable of PMA,
though not at a significant level. Caregiver's with happier past marriage time with the
elder may require smaller support networks. As supported in Robinson's (1990) study,
caregiver's with happy past marriage time with the elders desired less support and
received less direct guidance. The theoretical framework which predicted a relationship
between received social support and burden outcomes was not supported in this study.
Car~g!yer
- -

health (Caring for Self and HPQ) was significantly correlated with
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be that the better the caregiver's perceived health, the more assistance they were able to
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provide the elder which, in tum, puts greater restrictions on the caregiver's social
participation, work ability, and contact with friends and family. It is well documented in
the literature that these are situations that have increased burdens to caregivers
(Poulschock & Deimling, 1984; George & Gwyether, 1986; Zarit, Taylor & Zarit, 1986;
Jones & Peters, 1992; Browning, 1994).
The number of years of marriage of an elder/caregiver and their social support
network size (received social support) differed significantly between the 0-10 years of
marriage group and the >20 years of marriage group. The group of caregivers married
0-10 years had a larger social support network (M= 12.6, SD=2.5) than caregivers married
>20 years (M=8.7, SD=3.7). Since some caregivers were previously divorced, as were
the elders, their social networks combined may provide the caregiver with larger social
networks than those caregivers from long standing, single marriages. There is also a
progressive loss of network with advancing age.
Since wife caregivers are a group at greatest risk for experiencing burden, a
strength of this study is that it contained participants of only wife caregivers. Limitations
to this study included a small sample size and ethnicity (Angelo American and Mexican
American) which was not differentiated in the sample due to the small size, and ex post
facto study design. A quasi-experimental design would provide more powerful research
findings but using human subjects limits what can ethically be examined and
manipulated. Interpretation of the study results are also subject to conceptual limitations.
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By focusing on differences and relationships in broadly defined areas of caregiving
variables, the individualization and complexity of most caregiver characteristics and
caregiving situations are minimized.
Recommendations for Future Research

Future research is needed with the population of wife caregivers who provide care
to disabled spouses.

In consideration of the demographics of elders, the need for

informal resources for the provision of care, and the expanding role of women in our
society, there is a need to further investigate variables that potentially mediate burden.
Based on the results of this study, recommendations for further research include a)
replication of this study with a larger sample size with an ethnically diverse population,
b) investigate the study variables of number of years of elder/caregiver marriage and
number of elder remarriages in relation to objective and subjective burden at more levels
of variability for identification of finer changes or correlations, c) use a PMAscale instead
of the use of a proxy variable, and d) use a qualitative research component to further
explore qualities, feelings, or activities that may function as mediators to subjective and
objective burdens.
Implications for Nursing Practice

All health care professionals are in a unique and valuable position able to assist
the elderly to remain in the community by being knowledgeable of factors that mediate
the burden informal caregivers may face. A h_plistic
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the

care¥l~~-r

is cr_!.!cial. Several findings from this study have direct implications for

professionals serving wife caregivers. First, the primary source of social contact for wife
caregivers were female friends (32.2%) and daughters (29%). This suggests that peers
and daughters are important resources for enhancing social support for wife caregivers.
Practitioners serving wife caregivers may tum to caregivers' peers and adult daughters for
support of the caregiver after first assessing the caregiver's conflicted social network for
potential conflicts with the peers or daughters. Secondly, Practitioners need to be
cognizant of the past marital history of the elder's and caregiver's marriages as an

--- __

indicator of social support
network
size. Finally, the results of this study underscore the
....
...,...
.... ··.
_..._
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negative consequences of unhappy past marital years of the elder and the caregiver on a
current care giving situation and the outcomes of burden. Practitioners need to assess past
elder/caregiver relationships to help them work through any feelings of resentment and to
continue in the caregiver role. It would do well to research supports and burdens df
\

caregivers so the elderly may be maintained in their home environments by informal
caregivers at the least cost to both elders and caregivers.
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APPENDIX A
The Caring for Self Scale
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CARING FOR SELF
For each statement please choose the answer that best describes you and place an (X) on the fine.
Strongly
Agree

Somewhat
Agree

1.

I would gladly give up some of
the things I do if it meant improving
my health. (The way I exercise, the way I drive,
things that could be either good or bad)

2.

1 like myself, I am happy with who I am.

3.

Usually I hav~ enough energy to care
for myself.

4.

1 know how to get the facts I need when
my health feels weakened.

5.

1 take pride in doing the things I need to
do in order to remain healthy.

6.

Usually I take care of my health needs.

7.

1 often put off doing things that I know
would be good for me.

8.

1 perform certain activities to keep from
getting sick.

9.

1 strive to better myself.

10.

I eat a balanced diet.

11.

I complain a lot about the things that bother _ _ _ _ _ __
me without doing much about them .

12.

l look for better ways to look after
my health.

13 .

1 deserve all the time and care it takes to
maintain my health.

14.

1 follow through on my decisions.

15.

I understand how my body functions.

Somewhat
Disagree

Strongly
Disagree
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Strongly
Agree

16.

I rarely carry out the resolutions I make
concerning my health.

17.

l take good care of myself.

18.

l have a planned program of rest
and exercise,

19.

1 am interested in learning about
the diseases that affect me.

20.

l have little to contribute to others.

21.

I am interested in learning all that I
can about my body and the way
it functions.

22.

Sometimes when I feel sick I ignore
the feeling and hope it goes away.

23.

1 seek information to care for myself.

24.

1 feel I am a valuable member of my
family.

25.

1 remember when I had my last health
checkup and return regularly for the next.

26.

I understand myself and my needs
pretty well.

Somewhat
Agree

Somewhat
Disagree

Strongly
Disagree
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APPENDIXB
Health Perceptions Questionnaire (HPQ)
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HEALTH PERCEPTIONS
Directions: These questions are about what you think about your health. For
each statement, please choose the answer that best describes your thoughts and
place an (X) on the line.
Definitely
True

1.

According to the
doctors I've seen,
my health is now excellent.

2.

1 feel better now
than I ever have before.

3.

1 am somewhat ill.

4.

My health is
excellent.

5.

1 have been feeling
bad lately.

Rev. 7/23/91

Mostly
True

Mostly
False

Definitely
False

81

APPENDIXC
Elder Image Scale
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ELDER IMAGE
DIRECTIONS:
First, think about how your _ _ _ _ _ _ _ _ _ _ _ is now and respond to the
phrase:

MY AS I SEE HER/HIM NOW.

Second, consider each word set in order, You will notice that the words are strong
opposites. All people have strengths and weaknesses. Look at the words in each set, and
decide which word best describes how your
1s now

WELL _......_l_ _l.._______...l_ ____.l.____...._l_ _.._l_ _ SI CK
Third, choose the extent to which the word you chose describes how your
is now; for example, EXTREMELY, QUITE, SLIGHTLY, and place an (x) on the line
that represents your choice.

WELL _........__ ____..___ __.. l_ ____.l____....__ _..___SI CK

You will notice that the fourth, or middle, space is a neutral space. Try to avoid using
this space. But if your choice falls in the middle between the two opposite words, go
ahead and use the middle space.
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MY _ _ _ _ _ _ _ _AS I SEE HER/HIM
UNREASONABLE

REASONABLE
(Able to discuss things or cooperate)

GENEROUS

NOT GENEROUS

1

1

(Giving)

CALM

1

AGITATED

1

HATEFUL

1

CRUEL

(Relaxed)

LOVABLE

1

1

KIND

1

1

PLEASANT

1

1

1
1
1

1

FLEXIBLE

1

UNPLEASANT

1

RIGID

(Adapt to a change in plans)

MODEST
ABOUT BODY
AGREEABLE

IMMODEST
ABOUT BODY

1

1

UNSELFISH

1

1

PREDICTABLE

1

1

1

1

1

1

1

DISAGREEABLE
1

SELFISH
UNPREDICTABLE

(If she/he doesn't get something that she/he wants,
do you know how she/he is going to react?)

TRUSTING
(Unquestioning)

1

1

SUSPICIOUS
(Repeated or Recurring questioning)
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MY _ _ _ _ _ _ _ AS I SEE HER/HIM NOW

HOT TEMPERED

EVEN TEMPERED
GRATEFUL

UNGRATEFUL

1
1

OPEN-MINDED

1

1

NARROW MINDED
(See things only one way)

(See things from many points ofview)

MATURE

1

1

1

CHILDISH

(Grown up)

FAIR
SINCERE

SPITEFUL

1

1

1

1

DEVIOUS

(Sneaky or things behind someone's back)

CONSIDERATE

1

1

1

1

1

1

ABUSIVE

EASY-TO-PLEASE

1

1

1

1

t

1

HARD-TO-PLEASE

REWARDING

PUNISHING

(makes you feet good)

HAPPY

1

1

WISE

1

1

SAD

1

FOOLISH

(Smart)

UNDEMANDING
(Makes few requests)

Rev. 7/23/91

1

1

1

1

DEMANDING
(Asking too many things)
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APPENDIXD
Green's Index of Socioeconomic Status (SES)
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SOCIOECONOMIC STATUS (SES) (Green, 1970)
Two Factor Indices of SES:
Education= 0.7 x educational value= score
Occupation= 0.4 x occupational value= score
SES score = Total scores

Value

Caregiver's Education

Value

Caregiver's
Occupation

35

Some grade schoolcompleted grade school
Some high school
High school graduate

56
63
34
49

Vocational - some college
College graduate - Doctoral
degree

0

Clerical/sales
Professional/technical
Farm laborer-foreman
Semiskilled/operative
Never worked outside
the home

46
53
62
69

52
0

53
59
42
37
46
34

Craftsman/skilled
None
Member of Armed
Forces
Manager/proprietor
Laborer/not farmer or
minter
Housewife
Service worker/farm
manager
Farm laborer

I 01~--=----
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COI 06,07,08.

NETWORK ANSWER SHEET
ARIZONA SOCIAL SUPPORT INTERVIEW SCHEDULE

A

B

c

0

E

F

G

Ha

Hb He Hd He Hf

Network Members
- - - -··

1.

2.
3.
4.

5.
6.
7.

8.
9.

10.
11.

12.
13.

15 .
TOTALS
10 12 14 16 18 20 22 24 26 28 30 32 34 36
11 13 15 17 19 21 23 25 27 29 31 33 35 37
COl
COl
COf
CO#
CDI
COt

06
07
07
08
08
08

Ha :
Hb:
He :
Hd:
He :
Hf :

Rev :9/l7/91

REL
AGE
SEX
ETH
FAR
TLK

= F2 .0
= F3.0
= Fl.O
:: Fl.O
= Fl. 0
= Fl.O

(38-67)
(10 -54)
(55-69)
(10-24)
(25-39)
(40-54)

AVAILABLE
UTILIZED
CONFLICT!
CONFLICT2

COl 08

(55-56)
(57-58)
(59-60)
(61-62)
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ARIZONA SOCIAL SUPPORT INTERVIEW SCHEDULE (ASSIS)

In the next few minutes I would like to get an idea of the people who are important
to you in a number of different ways, such as: talking to someone about personal or
private things, borrowing money or something valuable, or someone you go to for
advice.
These people might be friends, family members, teachers, priests, ministers, doctors,
or other people who you might know. You will be asked to limit the number of
people you identify to a total of fifteen so ·please look at each category before we
begin.
Someone you could talk to about personal or private things.
Someone you could borrow $25 or something of value from.
Someone you would go to for advice.
Someone who likes or accepts your advice.
Someone who would help you with errands or household tasks.
Someone you get together with to have fun or relax.
Someone who you argue with or who makes you angry and upset.
Give me the first names, initials, or nicknames of the people who fit the category.
You can name some of the same people that you named before N they fit another
category or you can name some other people. For the people you identify, I will then
ask which of these people have assisted you in the past month. After the categories
are completed I will then ask you some general questions regarding the people you
have identified.
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Now I would like to get some general information about the people you have just listed.

Could you tell me:
Ha.

What is this person's relationship to you?

Hb.

How old is this person?

He.

What is this person's sex?

Hd.

What is this person's ethnicity?
1 =Black
2= non-Hispanic Caucasian
3= Mexican, Mexican-American, Chicano, Latino, Hispanic
4= American Indian
5= Asian
6= other

He.

How far does this person live from you?
1
2.
3.
4.
5.
6.
7.

Hf.

- in the same house
on the same block
a few blocks away but less than I mile
between 1 and 5 miles
more than 5 miles but less than 20 miles
more than 20 miles but less than 300 miles
more than 300 miles away

How often did you talk with this person during the last four weeks?
1.
2.
3.
4.
5.

almost everyday
several times a week
once a week
once or twice during the last 4 weeks
not at all
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AI.

If you wanted to talk to someone about things that are very personal and private,
who would you talk to? Give me the first names, initials, or nicknames of people
who you talk to about things that are very personal or private.

Probe for any additional names by asking: Is there anyone else who you can
think of!
A2.

During the last month, which of these people did you actually talk to about things
that were personal and private?

Bl.

If you needed to borrow $25 or something valuable, who are the people you
would know who would lend or give you $25 or more, or would lend or give you
something (a physical object) that was valuable?

B2.

During the past month, which of these people actually loaned or gave you some
money over $25 or gave or loaned you some valuable object that you needed?

Cl.

Who would you go to if a situation came up where you needed some advice?

C2.

During the past month, which of these people actual gave you some important
advice?

DI.

Who are the people who like or accept your advice?

D2.

During the past month, which of these people accepted ;your ideas or opinions?

EI.

Who are the people who you could call on to help you take care of something that
you need to do--things like driving someplace you need to go, helping you do
some work around the house, going to the store for you, and things like that?
Remember, you might have listed these people before or they could be new
names.
E2.
During the past month, which of these people actually pitched in to help you do
things that you needed some help with?
Fl. Who are the people who you get together with to have fun or to relax?
F2.
During the past month, which of these people did you actually get together with to
have fun or relax?
GI.
Who are the people who you argue with or who make you angry and upset?
G2.
During the past month, which of these people have you had arguments with or
have made you angry and upset?
Repeat this question after each numbered "1" question.
Rev: 8/1191
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of Daily Living (IADL) Scales
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ACTIVITIES OF DAILY LIVING
ELDER'S FUNCTIONAL ACTIVITIES
1.

Bathing

(5)

a.

Bathes self (tub, shower, sponge bath) without help

(4)

b.

Bathes self with help in getting in and out of the tub, or gathering
supplies.

(3)

c.

Washes face and hands only, but cannot bathe rest of body,

(2)

d.

Does not wash self but is cooperative with those who bathe him/her.

(1)

e.

Does not try to wash self and resists efforts to keep him clean.

2.

Feeding

(5)

a.

Eats without assistance.

(4)

b.

Eats with minor assistance at meal times and/or with special preparation
of foods, or help in cleaning up after meals.

(3)

c.

Feeds self with moderate assistance and is untidy.

(2)

d.

Requires extensive assistance for all meals

(1)

e.

Does not feed self at all and resists efforts of others to feed her/him.

,..,

(15)

(11)

(12)

-'·

Dressing

(5)

a.

Dresses, undresses and selects clothes from own wardrobe.

(4)

b.

Dresses and undresses self, with minor assistance.

(3)

C.

(2)

d.

(1)

e.

Needs moderate assistance in dressing or selecting of clothes.
Needs major assistance in dressing, but cooperates with efforts of others
to help.
Completely unable to dress self and resists efforts of others to help.
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ELDER
4.

Grooming (neatness), hair, nails, hands, clothing

(13)

(5)

a.

Always neatly dressed, well-groomed, without assistance.

(4)

b.

Grooms self adequately with occasional minor assistance (like with
shaving or combing hair).

(3)

c.

Needs moderate regular assistance or supervision in grooming.

(2)

d.

Needs total grooming care, but can remain well-groomed after help
from others.

(1)

e.

Needs total grooming care and usually does not remain well-groomed
after help from others.

5.

Physical Ambulation

(14)

(5)

a.

Goes around home and community

(4)

b.

Ambulates within residence or about one block distant.

(3)

c.

Ambulates with assistance (e.g., of another person, railing, cane walker,
wheelchair).

(2)

d.

Sits unsupported in chair or wheelchair, but cannot propel self without
assistance.

(1)

e.

Bedridden more than half of the time.

6.

Toilet

(5)

a.

Cares for self at toilet completely, no incontinence.

(4)

b.

(3)
(2)
(1)

c.
d.
e.

Needs to be reminded, or needs help in cleaning self, or has rare
(weekly at most) accidents.
Soiling or wetting while asleep more than once a week.
Soiling or wetting while awake more than once a week.
No control of bowels or bladder.

(10)
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ELDER
7.

(16)

Telephone

(4)

a.

Operates telephone on own initiative-- looks up and dials number, etc.

(3)

b.

Dials a few well-known numbers.

(2)

c.

Answers telephone but does not dial.

(1)

d.

Does not use the telephone at all.

8.

Shopping

(4)

a.

Takes care of all shopping needs independently.

(3)

b.

Shops independently for small purchases.

(2)

c.

Needs to be accompanied on any shopping trip.

(1)

d.

Completely unable to shop.

(8)

e.

Not applicable.*

9.

Food

Preparation

(4)

a.

Plans, prepares and serves adequate meals independently.

(3)

b.

Prepares adequate meals if supplied with ingredients.

(2)

c.

Heats and serves prepared meals, or prepares meals but does not maintain

(17)

(18)

and
adequate diet.
(1)

d.

Needs to have meals prepared and served.

(8)

e.

Not applicable.*

*Note: Use the "Not Applicable" category if this individual has never had these
responsibilities in his/her entire life, for example, many men have never cooked
meals or shopped even though they were able to do ft.
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10.

Housekeeping

(4)

a.

Maintains house alone or with occasional assistance (like heavy work.
domestic help).

(3)

b.

Performs light daily tasks such as dishwashing, bedmaking.

(2)

C.

Needs help with all home maintenance tasks.

(1)

d.

Does not participate in any housekeeping tasks.

(8)

e.

Not applicable.*

11. Laundry

(20)

(3)

a.

Does personal laundry completely.

(2)

b.

Launders small Rems--rinses socks, stockings, etc.

(1)

c.

All laundry must be done by others.

(8)

d.

Not applicable.*

12.

(19)

Transportation

(21)

(5)
(4)

a.
b.

(3)

c.

Travels independently on public transportation or drives own car.
Arranges own travel via taxi, but does not otherwise use public
transportation.
Travels on public transportation when assisted or accompanied by another.

(2)

d.

Travel limited to taxi or automobile with assistance of another.

(1)

e.

Does not travel at all.

*Note: Use the "Not Applicable" category ffthis individual has never had these
responsibilities in his/her entire life, for example, many men have never cooked meals or
shopped even though they were able to do ft.
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13. Medications
(3)

a.

Is responsible for taking medication in correct dosages at correct time.

(2)

b.

Takes responsibility if medication is prepared in advance in separate
dosages.

(1)

c.

Is not capable of care for own medications.

(8)

d.

Not applicable.*

(22)

*Note: Use only N individual has no medications.
14. Finances

(23)

(3)

a.

Manages financial matters independently (budgets, writes checks, pays
rent, bills, goes to bank), collects and keeps track of income.

(2)

b.

Manages day-to-day purchases, but needs help with banking, major
purchases, etc.

(1)

c.

Incapable of handling income.

(8)

d.

Not applicable.*

*Note: Use the "Not Applicable" category if this individual has never handled finances
his/her entire life, for example, many women have never had responsibility for
finances in the family.

Rev: 9/17/91
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CAREGIVING BURDEN
Please Indicate If these statements are true for your older by putting an (X) on the line
that applies,
Some of
Not at All
Most of
the Time
the Time
1.

Is your elder forgetful?

2.

Is your elder confused?

1

3.

Does your elder hear or
1
see things that are not there?

1

4.

Does your elder talk or
mumble to her/himself?

1

5.

Does your elder repeat
her/himself-saying the
same thing over and over?

1

1

1

1

The following are all things your older may do, If any of these things occur, please pick
one response to show how much it (upsets you.)
Doesn't
Occur

Not
Upsetting

Somewhat
Very
Upsetting Upsetting

1_ __

1

6.

Your elder interfering
1
or offering unwanted advice

7.

Your elder yelling

8.

Your elder swearing

1

1_ __

9.

Your elder doing things
1
that embarrass you or others

1_ __

10.

Your elder failing to
respect your privacy
or the privacy of others

1_ __

1

1___

100

Doesn't
Occur

Not
Upsetting

Somewhat
Very
Upsetting Upsetting

1

11.

Your older complaining
about things

1

12.

Your elder not being
cooperative

1

1

13.

Your elder not being
friendly or sociable with people

1

14.

Your elder not being
enjoyable to be with

15.

Your elder not being
interesting to talk to

1

1

1

16.

Your elder not being clean
and neat about her/himself

1

1

1

1

Please think about different social activities and whether you participate In each one less
often now than you did before you became a caregiver.
NOT
NQ APPLICABLE
Since I've been caring for my elder, 1:

17.
18.

19.
20.

21.

go to church or religious activities less.
visit with friends or family less.
take part in group or organized
activities less
take part in volunteer activities less.
go out to eat, to movies, or to parties less.

101

APPENDIXH
Human Subjects Approval

102

Tht Unlvor&lty of Arlrona
H u ~ n Suo~ ct s Com m 1 n~

1~

N Wa rr t n ( Buliel•no 2X.l )

~ oom 1 1 (

Tvc son Ar, zo"" ! 57( 4
(W 2 i 6...~7 2 1 ex~ 7575

Phillips, Ph.D., ~.N.,
Colleqe of Wurainq
lri£Ona Health Sciences Center
Linda~.

P.~.~.N.

O.ar Dr. Phillip':
Thia letter 1' in reference to your propoaed projtct, •eultural and Cau,a l
Factor& A!ftctinq the Quality of Tu i ly Careqivinq•.
'rhi1 project invo lv e&
queationnairt / inttrvit~
~~
poaes no ria~ to tht pArtici~tinq aub j ect& .
~qulationa publiahe~ by tht U.S. De~rt.m.nt o! !Malth an~ BUA&n S.rvict£ [•s
CTR Part .-6.10l(b) {))I exUipt thia type of research fr0111 r-evie~ by our Coar.ittee .
Pltaae be adviat~ that approval 11 subject only to your depar~nt•a policy an d

n4ith4r approval by thia Co.mitttt nor a conatnt
Thank you for

in!orm.inq ua of your vork.
tbe above, please contact thia office.

Jttilan Jlovu, M.D., Ph.D.
Oairun
IumAn Subject• Co~itttt

fo~

art

require~.

lf you have any queationa reqard in g

103

APPENDIX I
Human Subjects Approval

104

THE UNIVERSITY OF
Co l k~;e

of

~ ursi n g

ARIZONA®
HE ALlli SCIENCES (ENTER

Tu c~l >n , :\n zo n .J S'i 72 1
('i2 0) 626 -6 1:>-4
F..-\ X (5 2fll 62t>-221 1

February 5, 1997
Ms. Karen Sharrah
University of Arizona
College of Nursing
P.O. Box 210203
Tucson , AZ 85721-0203
Dear Karen :
Your request to complete a secondary analysis of the data collected by Linda Phillips
has been approved by the Office of Nursing Research .
We wish you success with your research .
Sincerely,

Jean Davis, PhD , RN
Director of Biobehavioral Research
JD/sl
cc: Linda R. Phillips, PhD, RN, FAAN

105
REFERENCES
Allen, S. (1994). Gender differences in spousal caregiving and unmet needs for
care. Journal of Gerontology: Social Sciences. 49(4). S 187-S 195.
Baillie, V., Norbeck, J., & Barnes, L. (1988). Stress, social support, and
psychological distress of family caregivers ofthe elderly. Nursing Research. 37(4).
217-222.
Barrera, M. (1981 ). Social support in the adjustment of pregnant adolescents. In
B. H. Gottlieb (Ed.). Social networks and social support (pp. 69-96). Beverly Hills:
Sage.
Bass, D., McClendon, M., Deimling, G., & Mukherjee, S. (1994). The influence
of a diagnosed mental impairment on family caregiver strain. Journal of Gerontology:
Social Sciences. 49(3). S 146-S 15 5.
Beach, D. (1993). Gerontological caregiving analysis of family experience.
Journal

ofGerontolo~ical Nursin~.

12.35-41.

Boland, D., & Sims, S. (1996). Family Caregiving at home as a solitary journey.
Image: Journal

ofNursin~

Scholarship. 28(1). 55-58.

Boykin, A., & Winland-Brown, J. (1995). The dark side of cargiving: Challenges
of care giving. Journal of Gerontologic Nursing, 5, 13-18.
Browning, J., & Schwirian, P. (1994). Spousal caregiver's burden: Impact of care
recipient health problems and mental status. Journal of Gerontological Nursing. 3. 17-22.

106
Bull, M. (1990). Factors influencing family caregiver burden and health.
Western Journal

ofNursin~

Research. 12(6). 758-770.

Callaghan, P., & Morrissey, J. (1993). Social support and health: A review.
Journal of Advanced Nursin~. 18. 203-210.
Commissaris, C., Jolles, J., Verhey, F., & Kok, G. (1995). Problems of
care giving spouses of patients with dementia. Patient Education and Counsel in~. 25.
143-149.
Cox, C. (1995). Comparing the experiences of black and white caregivers of
dementia patients. Social Work. 40(3). 343-349.
Cox, C. & Monk, A. (1993). Hispanic culture and family care of Alzheimer's
patients. Health and Social Work. 18(2). 92-100.
Esterling, B., Kiecolt-Glaser, J., Bodnar, J., & Glaser, R. (1994). Chronic stress,
social support, and persistent alterations in the natural killer cell response to cytokines in
older adults. Health

Psycholo~y.

13(4). 291-298.

Fink, S. (1995). The influence of family resources and family demands on the
strains and well-being of caregiving families.

Nursin~

Research. 44(3). 139-146.

Fredman, L., Daly, M. , & Lazur, A. (1995). Burden among white and black
caregivers to elderly adults. Journal of Gerontolo~y: Social Sciences. 50B(2).
S110-S118.

107
French J., Rodgers, W., & Cobb, S. (1974). Adjustment as person-environment
fit. In G. Coelho, D. Hamburg, & 1. Adams. Copin~ and adaptation (pp. 316-333). New
York: Basic Books, Inc.
Fuller-Jonap, F., & Haley, W. (1995). Mental and physical health of male
caregivers of a spouse with alzheimer's disease. Journal of A~in~ and Health. 7(1).
99-118.
George, L., & Gwyther, L. (1986). Caregiver well-being: A multidimensional
examination of family caregivers of demented adults. Gerontolo2ist. 26. 253-259.
Grafstrom, M., Fratiglioni, L., Sandman, P., & Winebland, B. (1992). Health and
social consequences for relatives of demented and non-demented elderly. A population
study. Journal of Clinical Epidemiolo2y. 45(8). 861-870.
Green, L. (1970). Manual for scoring socioeconomic status for research on health
behavior. Public Health Reports. 85(9). 815-827.
Harris, C. (1978). Fact book on aging: A profile on America's older population.
National Council on A~in2: Washington, D.C.
Hooker, K., Monahan, K., & Hutchinson, C. (1992). Mental and physical health
of spouse caregivers: The role of personality. Psycholo2y and A2in2. 7(3). 367-375.
Jones, D., & Peters, T. (1992). Caring for elderly: Effects on the carers' quality
of life.

A~e

and A~ein~. 21.421-428.

108
Jones, S. (1996). The association between objective and subjective caregiving
burden. Archives of Psychiatric Nursing. 10(2). 77-84.
Kahn, R., & Antonucci, T. (1980). Convoys over the life span: Attachment, roles,
and social support. In P. Baltes, & 0. Brim. Life-span development and behavior
(pp.253-286). New York: Academic Press, Inc.
Karmos, A., & Ware, J. (1976). Development and validation of scales to measure
patient satisfaction with health care services: Volume II. Final Report. Perceived health
and patient role propensity. National Technical Information Service. Springfield, VA.
Kearney, B., & Fleischer, B. (1979). ·Development of an instrument to measure
exercise of self-care agency. Research in Nursing and Health. 2.(1). 25-34.
Klein, S. (1989). Caregiver burden and moral development. Image: Journal of
Nursing Scholarship. 21(2). 94-97.
Kramer, B. (1993). Marital history and the prior relationship as predictors of
positive and negative outcomes among wife caregivers. Family Relations. 42. 367-375.
Lawton, M., & Brody, E. (1969). Assessment of older people: Self-maintaining
and instrumental activities of daily living. Gerontologist. 9. 179-186.
Levy, H., Herberman, R., Lippman, M., & d'Angelo, T. (1987). Correlation of
stress factors with sustained depression of natural killer cell activity and predicted
prognosis in patients with breast cancer. Journal of Clinical Oncology. 5(3). 348-353.

109
Lieberman, M., & Kramer, J. (1991). Factors affecting decisions to
institutionalize demented elderiy. The Gerontolo~ist. 31. 371-374.
Majerovitz, D. ( 1995). Role of family Adaptability in the psychological
adjustment of spouse caregivers to patients with dementia. Psychology and Aging. 10(3 ).
447-457.
Mcintosh, w., Kaplan, H., Kubena, K., & Landmann, W. (1993). Life events,
social support, and immune response in elderly individuals. International Journal of
A2in~

and Human Development. 37(1), 23-36.
McKinlay, J., Crawford, S., & Tenstedt, S. (1995).

The everyday impacts of providing informal care to dependent elders and their
consequences for the care recipients. Journal

ofA~in2

and Health. 7(4). 497-528.

Miller, B., McFall, S., & Montgomery, A. (1991)..
The impact of elder health, caregiver involvement, and global stress on two dimensions
of caregiver burden. Journal of Gerontolo~y. 46(1). S9-S 19.
Montgomery, R., & Kosloski, K. (1994). A longitudinal analysis of nursing home
placement for dependent elders cared for by spouses vs adult children. Journal of
Gerontolo~y:

Social Sciences. 49(2). S62-S74.

Morris, L., Morris, r., & Britton, P. (1988). The relationship between marital
intimacy perceived strain and depression in spouse caregivers of dementia sufferers.
British Journal of Medical Psychology. 61. 231-236.

110
Munro, B., & Page, E. (1993). Statistical methods for health care research (2nd
Ed.). Philadelphia, PA: J. B. Lippincott Company.
Norbeck, J. (1984). Modification of life event questionnaires for use with female
respondents. Research in Nursin2 and Health. 7. 61-71.
Pearlman, D., & Crown, W. (1992). Alternative sources of social support and
their impacts on institutionalization risk. The Gerontolo2ist. 32(4). 527-535.
Philli s, L., Konmenich, P., & Killeen, M. (1994). Cultural and causal factors
'-'--

---~----~--

affectinfi: the quality of family carefi:ivinfi:. Grant through the National Center ofNursing
Research, National Institute of Health, Bethesda, MD: Grant Number NU/AG RO 1 1323.
(In Review)
Phillips, L., Morrison, E., Steffl, b., Mi Chae, Y., Cromwell, S., & Russell, C.
(1995). Effects of the situational context and interactional process on the quality of
family caregiving. Research in Nursin2 and Health. 18. 205-216.
Phillips, L., Rempusheski, V., Morrison, E., & Mi Chae, Y. (1987). The elder
ima2e instrument: A method for measurin2 the affects of sti2matization and deification
on the quality of family care2ivin2. Grant through the National Center for Nursing
Research, National Institutes of Health, Bethesda, MD: Grant Number IROI NU 01323.
(In Review)
Polit, D., & Hungler, B. (1995). Nursin2 research principles and methods (5th
Ed.). Philadelphia, PA: J. B. Lippincott Company.

111

Poulshock, S., & Deimling, G. (1984). Families caring for elders in residence:
Issues in the measurement of burden. Journal

ofGerontolo~y.

39(2). 230-239.

wI 5 c .s rt v

Rankin, E., Haut, M., & Keefover, R. (1992). Clinical assessment of family
caregivers in dementia. The

Gerontolo~jst.

32(6). 813-821.

Reinhard, S. (1994). Living with mental illness effects of professional support
and personal control on caregiver burden. Research in Nursin~ and Health. 17. 79-88.
Robinson, K. (1990). Predictors of burden among wife caregivers. Scholarly
Inquiry for Nursin~ Practice. 4(3). 189-203.
Schott-Baer, D. (1993). Dependent care, caregiver burden, and self-care agency
of spouse caregivers. Cancer Nursin(l. 16(3). 230-236.
Schott-Baer, D., Fisher, L., & Gregory, C. (1995). Dependent care, caregiver
burden, hardiness, and self-care agency of caregivers. Cancer Nursin(l. 18(4). 299-305.
Skaff, M., & Pearlin, L. (1992). Caregiving: Role engulfment and the loss of
self. The

Gerontolo~jst.

32(5). 656-664.

Stull, D., Kosloski, K., & Kercher, K. (1994). Caregiver burden and generic
well-being: Opposite sides of the same coin? The Gerontolo(list. 34(1). 88-94.
Subcommittee on Human Services (1988). Explodin(l the myths:
America. Washington, D.C.: U.S. Government Printing Office.

Care(livin~

in

112
Tennstedt, S., Crawford, S., & McKinlay, J. (1993). Determining the pattern of
community care: Is coresidence more important than caregiver relationship? Journal of
Gerontolofi!y: Social Sciences. 48(2). S74-S83.
Thompson, E., Futterman, A., Gallagher-Thompson, D., Rose, 1., & Lovett, S.
(1993). Social support and caregiving burden in family caregivers of frail elders. Journal
of Gerontolo~y: Social Sciences. 48(5), S245-S254.
Toseland, R·., Labrecque, M., Goebel, s., & Whitney, M. (1992). An evaluation of
a group program for spouses of frail elderly veterans. The

Gerontolo~ist.

32(3). 382-390.

U.S. Bureau of the Census (1995). Statistical Abstract of the United States (115th
Ed.). Washington, D.C.: Government Printing Office.
U.S. Special Committee on Aging (1988). Afi!iOL! America: trends and projections.
Washington, D.C.: Government Printing Office.
Vitaliano, P., Russo, J., Young, H., Teri, L., & Maiuro, K., (1991). Predictors of
burden in spouse caregivers on individuals with Alzheimer's disease.
A~in~.

Psycholo~y

and

6, 392-402.
Wallhagen, M. (1992). Caregiving demands: Their difficulty and effects on the

well-being of elderly caregivers. Scholarly Inquiry for Nursin~ Practice, 6(2). 111-129.
Ward, D., & Brown, M. (1994). Labor cost in AIDS family caregiving. Western
Journal

ofNursjn~

Research, 16(1), 10-25.

113
Young, R., & Kahana, E. (1989). Specifying caregiver outcomes: Gender and
relationship aspects of caregiving strain. The

Gerontolo~ist.

29(5). 660-666.

Zarit, S., Reever, K., & Bach-Peterson (1980). Relatives of the impaired elderly:
Correlates of feelings of burden. The

Gerontolo~ist.

20(6). 649-65 5.

Zarit, S., Todd, P., & Zarit, J. (1986). Subjective burden of husbands and wives
as caregivers: A longitudinal study. The

Gerontolo~ist,

26, 260-266.

