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MARANAH; A. . SAUTER 
Determinants of Quality of the·caregiving Relationship 
(Under the direction of VIRGINIA H. KEMP) 

The purpose of this s~udy was to examine selected· 

caregiver and care receiver characteristics which may 

influence perceived quality of the dyadic caregiving 

relationship. The theoretical model evolved from reciprocity 

and social exchange theories and the theoretical and 

empirical caregiving literature. A purposive sample of· 100 

elderly care receivers and their family caregivers was 

selected for this study. Caregiving dyads were narrowed to 

community residing, cognitively intact care receivers, age 

60 and over, and their spouse or adult daughter/daughter-in

law caregivers. care receivers were assisted with two or 

more activities of daiiy living three times per week or 

more. Approximately half of the study dyads were spouses. 

Caregiver characteristics included social and economic 

resources, physical and emotional health, and length of time 
. . 

as caregiver. Care receiver characteristics included social 

and economic resources, physical, functional, and emotional 

heal th, and length o_f time as· care receiver. The concept of, 

perceived reciprocity was used as a measure of quality of 

the caregiving rel~tionshi~. Four dimensions of reciprocity 

were examined. These_were -caregiver perceived reciprocity, 

care receiver perceived reciprocity, intradyadic congruence. 

of perceived reciprocity, and dyadic perceived reciprocity. 

Regression analyses re_vealed that l<;>wer caregiver 
. . . 

. . 

depression, higher· caregiver social and economic resources, 



and higher care receiver depression predic~~d caregiver 

percei~~d-"'reciprocity. When examining dyadic perceived 

reciprocity, high ~are receiver depression was again a 

significant predictor of reciprocity. However, an 

interaction (cross-product) of both caregiver and care 

receiver depression showed that when both members of the 

dyad had low levels of depression, d~adic perceived 

reciprocity increased. Dyadic perce~tion~ of reciprocity 

were congruent between caregivers and care receivers in the 

study; however, with-in dyad levels of perceived reciprocity 

were different. 

Dyadic descriptions of caregiving relationships 

reflected strong commitments to caregiving relationships and .. 

strong bonds of attachment. Quality of these relationships 

provides .benefits which may help sustain caregiving. 

Longitudinal ·research is needed to determine the effects of· 

caregiver and care recebier depression over time on quality 

of the ca~egiving relationship. -~tudies are also needed to 

investigate how quality of the caregiving relatio~ship 

influences decisions to maintain or terminate caregiving. 

INDEX WORDS: Dyadic_Caregiving, Reciprocity, Caregiving 

Relationship. 
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CHAPTER I: INTRODUCTION 

An impor_tant concern for nursing and society at large 

is the growing number of elderly individuals in need of 

care. In addition, more and more families are being asked to 

meet these needs through caregiving. Increased understanding 

of caregiving through investigative research is therefora 

essential to the ·future of aging ·in America. -

Demographic information from the U.S. Bureau of the 

Census (1995) supports this research imperative •. The number. 

of Americans a_ge 65 and older is expected to rise from 

approximately 35 million or 13 percent of the population in 

the 1990's to over 70 million or 20 percent by the year 

2030. The fastest growing segment of. the population is the 

over 85 cohort, largely represented by "frail" elderly who 

are dependent on others for meeting their needs (U.S. 

Department of Health & Human Services, 1992). In addition, 

life expectancy_patterns have increased from an average of 

_48 years in 1900, to currently over 82 years (U.S. Bureau of 

the Census, 1995). 
j 

These projected demographic.trends support the need for 

systematic inquiry into alLaspects of aging, particularly 

the area of caregiving, -in an effort to better understand, 

predict, and meet the needs of the elderly. The increasing 

1 
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need for caregi ving, which may accompany advancing·. age, 

further compounds concern regarding this expansive growth of 

the-aging population. Research indicates that the need for 

caregiving increases with age and ranges from assistance 

with intermittent and instrumental activities such as 

transportation and shopping to intensive.personal care such 

as feeding and bathing (Horowitz, 1985; Sauter et al., 

1994). 

Escalating health care costs, limited availability of· 

formal health care resourc_es, cind the desire f·or the elderly 

to remain at home are other factors influencing the rapid 

increase iri family caregiving. Institutional care for 

dependent elderly is expensive often exceeding available 

financial resources. When financial resources are available, 

lack of available ·institutional space_ is often· a problem as 

families find ·themselves-facing long waiting periods for 

admission into nursing homes or extended care facilities. 

The perceived notion that quality of nursing home care fails 

to approach the_level of quality of care provided by 

families in the home may further influence decisfons toward 

caregiving. Although this is often unsubstantiated, it 

remains a prevailing public perception. A more prevalent 

reason families choose caregiving however, is the desire to 

provide caregiving for an aging family member out of 

feelings of commitment toward reciprocal care and service 

(Walker, Shin, & Bird, 1990). Studies indicate that most 
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family members prefer keeping a loved one at home (Van Ort & 

Woodtli, 1989) eve~ when doing so impa_c~s the caregivers 

well being (Browning & Schwirian,· 1994). Caregiving 

decisions such.as these are largely the result of long-term 

dyadic relationships. 

Inherent in family caregiving is the rela~ion$hip 

existing between family caregiver and elder.care recetver 

(Bowers, 1~87; Brody,· 1981; Cantor, 1983; Horowitz, ~985; 

Sayles--Cross, 1993). While the nature of this dyadic 

relationship may play an important role in influencing the 

family caregiving process and outcomes of caregiving 

(Cicirelli, 1983; Phillips & Rempusheski, 1986; Stoller & 

Pugliesi, 1989), the relationship has received little 

recognition in caregiving research (Phillips, 1989). 

Researchers have examined familial kinship as a determinant 

of caregiving (Neundorfer, 1991; Pruchno & Resch, 1989; 

Robinson, 1989; Young & Kahana, 1989), yet other dimensions· 

such as the dyad's perception of the caregiving relationship 

and qualities of a positive caregiving relationship have yet 

to be explored. As population aging continues and- caregiver

elder dyads increase, efforts toward ··understanding all 

dimensions of the caregiver-elder relationship and its role 

in the family caregiving process become paramount. 

Nurses are directly involved with caregivers and care 

receivers through professional practice. Therefore nursing 
I 

is in a unique position for the discovery of knowledge 
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concerning caregiving relationships. Within the family 

caregiving dyad, the caregiver often serves as liaison 

between elder care receiver and formal health care 

providers. As current shifts toward community based health· 

care continue, the caregiver will increasingly look to 

nurses for assistance with personal health care concerns and 

those of the care receiver. Such opportunities afford 

nursing a unique access to identification, examination, and 

evaluation of characteristics of dyad members which. may 

influence_quality of the caregiving relationship and enhance 

quality of life.for the elder qare receiver as well· as the 

caregiver. Few disciplines share ~his position. Through 

syatematic inquiry, nursing's knowledge of individual 

characteristics of caregivers and care receivers as 

determinants.of quality of the caregiving relationship can 

be advanced. This knowledge may then lead to future 

development of interventions to enhance the caregiving 

process for the dyad. As nursing and health care move into 

community based.partnerships with caregiving dyads as health 

care consumers, opportunities for nursing to· impact health 

outcomes for both caregiver and care receiver will increase. 

In the past, most caregiving research has focused on 

the caregiver with little or no regard for the elder 

receiving the care (Bull, 1990; Horowitz, 1985; Montgomery, 

Goriyea, & Hooyman, 1985, Soldo & Myllyluoma, 1983; Young & 

Kahana, 1989). If quality of the caregiving experience can 
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be understood then possibly it may be enhanced. Failure to 

consider the elder care-receiver as an active participant in 

the caregiving relationship excludes what may be key to 

understanding the dynamics of the caregiving dyad. 

This cross~sectional study explores the extent to which 

social, economic, physical, functional, and e~otional health 

variables impact quality of the caregiving relationship for 

both caregivers and care receivers. With increased knowledge 

of the caregiver-elder relationship, nursing ·interventions 

can potentially be developed to assist families with 

cultivating str·onger, more positive caregiver-elder 

relationships. 

Purpose of study 

The.purpose of·tiiis study was to examine quality of the 

caregiving relationship from the perspectives of both 

members of the caregiving dyad~ _The study investigated how 

social, economic, physical, functional, and emotional. health 

relate. to quality' of the car~giving relationship. In 

addition, this study sought to.determine positive and 

negative aspects of caregiving as.perceived. by both the 

caregiver and the care.receiver. Specifically, the study (a) 

describes the caregiver/care receiver relationship from 

perspectives of both members of.the caregiving dyad, (b) 

identifies the extent of congruence of dyad members' 

perceptions of quality of the caregiving relationship, and 

(c) explores the impact of social, economic, physical, 



functional, and emotion?tl, health vari'ables on quality of 

the caregiving relationship for both members of the 

caregiving dyad. 

Theoretical Model 

6. 

The theoretical model developed to guide this study is 

comprised of three major constructs; caregiver 

characteristics, care receiver characteristics, and quality 

of the caregiving relationship (see· Figure 1). This 

theoretical perspective represents a unique 

conceptualization based in the theoretical· and empirical 

literature. Empirical studies that support the likage of 

caregiver and care receiver;characteristics to quality of 

the caregiving relationship have been conducted (Archbold, 

Stewart, ·Greenlick, & Harvath, 1990; Brody, 1985; Cantor, 

1983; Mancini & Blieszner, 1989j Phillips, 1989; Rook, 1987; 

Scharlach, 1987; Wright, 1991; Wright, Clipp, & George, 

1993). Within the theoretical model for this study, quality 

of the caregiving relationship is determined by certain 

characteristics ~f both the care~iver and care receiver. 

Characteristics of members of the caregiving·dyad are 

correlated, not mutually exclusive. An antecedent 

situational event, in this case family caregiving, is 

necessary to the relationships within the model. Caregiving 

must occur pefore caregiving relationships can be examined. 
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Family Caregiving 

In this model, the_ev~nt under examination is family 

caregiving for the elderly. Family caregiving is an ongoing 

process of providing for the needs of an elderly family· 

member incapable of meeting his or her needs independently. 

Within this process is a broad range of dependency, 

responsibility, and exchange, influenced by characteristics 

of the caregiver and care receiver. Each caregiving 

situation is ther~fore unique to the caregiver and care 

receiver, often referred to as the caregiving dyad. 

Caregiver Characteristics 

8 

The model depicts four characteristics of the caregiver 

which may influence quality of the caregiving relationship. 

In addition to influencing the caregiving relationship, 

caregiver characteristics influence characteristics of the 

care receiver. Characteristics of the care receiver 

influence caregiver characteristics as well. The caregiver 

characteristics in this model include social and economic 

resources, and physical and emotional health (see Figure 2). 

These concepts are described in this section. 

Social resources of the caregiver represent the 

availability of social contacts which through interaction 

enable the caregiver to meet basic social needs. Examples. 

include availability of help from friends in time of need 

and having s~meone with whom to share concerns. Social 

resources include significant others su¢1J. as family, 



Figure 2: Conceptual Schema: Determinants of Quality of the Caregiving Relationship 
·i· 
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friends, or a confidant, who provide supportive 

social interaction. Social resources may or may not always 
.( 

yield positive support. Gallo (1990) warns that receiving 

undesirable advice from a significant other, or perceiving 

the provision of some form of support as requiring 

reciprocation, may negatively impact _the family caregiver. 

10 

In the theoretical model, social resources are 

suggested as a resource characteristic of the c~regiver 

which directly influences quality of the caregiving 

relationship. Wellman (1981) n6ted _that relationships having 

multiple and· varied social resources are ~tronger than 

_r~lationships having few social resources. A-linkage was 

propos·ea. in this study between social resources of the 

caregiver and quality of th~·-caregiving relationship as 

perceived by members of the caregiving dyad. The concept of 

social resources was explored· in this study as a 

characteristic of the caregiver which may significantly 

influence quality of the caregiving relationship. 

Economic resources represent another caregiver 

characteristic that appears to be important in determining 

quality of the relationship between caregiver and care 

receiver (Cantor, 1983; Horowitz, 1985). Economic resources 

represent financial means by which an individual meets 

material needs. In dyadic caregiving relationships, economic 

resources of the caregiver may be called on by the care 

receiver who may lack personal economic resources. While it 
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is known that many elderly individuals manage at or below 

poverty level (U.S. Bureau tif the Census, 1992), it· is not 

known at what point financial support becomes critical to 

well-being. The liter·ature indicates that when economic 

resources are inadequate, strain_is experienced by the 

caregiver (Scharlach .& Boyd, 1989). Conversely,. when incomes 

are high, positive caregiver perceptions of the caregiving 

ielationshi~s have been reported (Archbold, 1983; Walker, 

Shin; & Bird, 1990). Walker et al. (1990) noted that 

adequate economic resources enable the procurement of paid 

respite care and for.mal services offering the caregiver 

transitory relief from caregiving strain. 

Physical health of the caregiver appears to influence 

quality 9-f the caregiving relationship. In the theoretical 

model for this study, caregiver physical health is proposed 

as a characteristic variable which impacts- perceptions of 

the caregiver and care receiver regarding quality of the 

caregiving relationship. Alterations in ·phy~ical health may 

lead to limited.ability of the caregiver to meet the care 

receiver's needs, resulting in feelings of inadequacy 

(Paulshock & Deimling, 1984). Caregivers who have occupied 

the caregiving role providing long term care for a family 

member may feel that relinquishing some aspects of 

caregiving will result in less than optimum care for the 

elder. Guilt may decrease perceived "give and take" in.the 

dyadic relationship. 
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The concept of emotional health represents the 

caregiver•s. level of cognitive and psychological functioning 

and well being. In the theoretical model~ emotional health. 

as a characteristic of the·caregiver is related to quality 

of the caregiving relationship. Fluctuating emotional health 

or cognitive functioning on the part of· the caregiver, such 

as that manifested by depression or dementia, decreases the 

functional capability of the caregiver. It may contribute to 

an already challenging caregiving si~uation in which 

psychological effects of caregiving demands exceed caregiver ' 

emotional resources. Depression has been consistently 

docume~ted as the overridin~ emotional health effect 

experienced by both caregivers and care receivers (Blazer, 

1989; Robinson, 1989; Wright et al., 1993). Thi~ may be due 

in part to the fact that depression represents a broad 

indicator of many threats to emotional health. 

Care Receiver Characteristics 

The construct of care receiver characteristics includes 

the four concepts of social resources and physical, 

functional, and emotional health (see Figure 2). These care 

receiver characteristics influence quality of· the caregiving 

relationship. These characteristics influence the caregiver 

as well. These concepts are described in this section as 

they·relate to quality of the caregiving relationship. 

Social resources of the-care receiver represent the 

available means by which the care receiver meets basic 
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social needs. Social resources which include interactions 

with significant others such as friends, relatives or a 

confidant, are often diminished for elderly care receivers. 

Factors such as decreased functional status or decreased 

mobility may result in the inability to ittend social 

activities ~imiting social interaction. Social resources 

which may be utilized by elderly care receivers include 

participation in social programs such as church outreach 

ministries and senior companion or community partners who 

bring social support to the home b~und. 

Physical. health· is a salient characteristic of care 
-

receivers which has been shown to impact family caregiving, 

particularly with regard to caregiver burden (Bull, 1990; 

Dei~ling & Bass, 1986; Fuller-Jonap & Haley, 1995). Poor or 

declining health of elderly care receivers increases 

caregiving demands of the caregiver. The range of. physical. 

health variations between and within individuals is 

essentially immeasurable .. Therefore,. the effect of physical 

health on the caregiving.relationship is specific to each 

caregiving dyad. 

F~nctional heilth represents the extent of ability to·· 

complete tasks needed .for continued independen~ community 

living (Lawton & Brody, 1969). These functional tasks are 

conceptualized within two dimensions of activities of daily 

living (AOL) • 
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Instrumental activities of daily living (IADL) involve 

tasks performed which provide the means such as the capacity 

to use a telei;,hone, shop, cook, travel, take medicine, keep 
- ' . ., . 

house, and manage finances. Physical. activities of daily 

living (PADL) represent a_dimension of personal care 

activities requiring the completion of physical care tasks. 

PADL' s include. feeding oneself,- dressing, grooming-, walking 

or transferring; bathing:and t~ileting .. ~Func~i6nal 

limitations are directly related to the·amount of care. or 

assistance required of the caregiver. Conceptual models of 

caregiver burden and previous research suggests.a direct 

effect of functional status of the ca~e re6eiver on burden 

experienced_by the caregiver (Barusch & Spaid, 1989; 

Montgomery et al., 1985; Poulshock & Deimling, 1984; Zarit, 

Reever, & Bach-Peterson (1980). 

Emotional health of the care receiver is related to 

quality of the caregiving relationship. However, research on 

the effect of caregiving for cognitively impaired elderly 

individuals has.produced inconsistent findings (Browning & 

Schwirian, 1994; Townsend, Noelker, Deimling·, & Bass, 1989). 

Emotional ~ealth represents a level of cognitive and 

psychological functioning. This concept has been shown to be 

strongly-associated with caregiver perceptions of 

psychological well being and caregiver burden_(Browning & 

Schwirian, 1994). 
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Quality of the Caregiving Relationship 

Most research on caregivirig has been conceptualized 

according_to a stress-burden paradigm focusing almost 

exclusively on the caregiyer-(Baiilie, -~orbeck, & Barnes, 

1988; Lindgren, 1990; Pearlin, Mullan, Semple, & Skaff, 

1990; Robinson, 1983; Zar it, · et al., 1980). Other paradigms 

used have been learned helplessness and grief (Cappel, 

Burton, Becker, & Fiore, 1985; Pagel, Becker, & Coppell, 

1.985). Lost in the stress-burden -paradigm is the complexity 

of issues concerning the ca.re~receiver. Phillips (1989) 

presents qompelling evidence that the dyad is the basic unit 

which must be studied. "Without an orientation which first 

considers the needs of the elder-caregiver dyad, the healtn 

needs of,,the majority of elders· in this country are be'ing 

neglected" (p. 795). 

A perspective -which fo_cuses on the interactions between 

individuals and the interwoven nature of dyads is an 

appropriate cbnceptualization for nursing to understand the 

caregiving care.rec~iving relationship. Reciprocity is a 

conceptual dimension embedded in social exchange theory 

which serves to explain the dynamics of relationships such 

as that between caregiver and receiver. Although little is 

known about reciprocity in the caregiver care receiver 

relationship, it is known that old_er persons provide various 

kinds of support to their adult children and are not merely 

the recipients of care and support (Troll, Miller, & 
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Atchley, 1979). It seems a reasonable hypothesis that 

quality of the caregiving relationship is influenced by a 

number of factors such as social, emotional, and physical 

health. Reciprocity serves as the conceptual basis for 

examining the quality of-the caregiving relationship in this 

study. 

Reciprocity has be~n:defined broadly as a pattern of 

exchange between the caregiver and care receiver involving 

"give·and_take" which largely determines satisfaction (Rook, 

1987). Within social exc~ang~ theory; these patterns of 

exchange are used by individuals to maximize-rewards and 

limit costs through relationship interaction (Cook, 1987). 

Equity theorists have long contended that imbalances in the 

exchange_ of resources betwe·en partners in dyadic 

relationships have strong psichological effects (Rook, 1987; 

Walster, Walster, & Berscheid, 1978). 

As yet, no unified social exchange theory exists. 
I 

However, varying conceptual approach~s to explaining 

reciprocity have emerged (e.g., eq~ity theory and attachment 

-theory) •. Several conceptualizations of reciprocity have been 

proposed by various researchers as well. Cantor and Hirshorn 

(1989) conceptualized reciprocity as exchanges influenced by 

serial- interactions throughout life. These reciprocal 

exchanges include goods and services, expressions of love 

and support, nurturance and values. The foun~ation~l work of 

Bowlby and Ainsworth (1965) on infant attachment patterns 
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defines reciprocity as the bidirectional social interaction 

of mutual exchange between infant and caregiver. Within this 

conceptualization, the caregiver becomes attuned to 

behavioral cues of the infant and learns to respond with 

certain exchanges. The infant learns that giving cues 

results in a desired caregiver response and the give-and

take ensues. This process is reflected in parall~l_patterns 

of exchange between caregiver and elder care receiver. Long 

term caregivers often report interpreting meaningful "cues" 

from the elder who is interacting through exchanges 

uninterpretable by others. 

In this study, reciprocity was defined as a lifel9ng 

pattern of exchange between caregiver and care receiver 

·which includes the giving and receiving of assistance 9nd 

support. The evidence of reciprocal exchange was termed 

quality of the·caregiving relationship, the hypothesized· 

dependent variable in.this study. It was proposed that 

certain variables,· namely social, economic, physical, 

functional, .. and .emotional health are determinants of 

reciprocity. It was ·anticipated that as perceived

reciprodi~y within the car~giving relationship increased for 

one dyad member,· it would likewise increase- for the other. 

When an adult child or an elderly spouse commits to 

caregiving, the caregiving relationship reflects a lifelong 

_pattern of exchange. Within this time-span, values, goals 

and purposes within the relationship are built. Each dyad 
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member comes to some level o! awareness of the values, goals 

and purposes held by the other. The giving and-receiving of. 

care is influenced by this awareness. Values are products of 

long-term conditioning which exist as feelings attached to 

cognitive representations (Emerson, 1987). Because the 

caregiver has come-to value the individual in need of ~are, 

caregiving results. Conversely, when previous_ relationships 

have not been harmonious, children.and or spouses may care 

for a dependent elder out of a sense of duty or filial· 

responsibility. The potential effects of caregiving under 

these circumstances may include negative emotional health 

consequences for both members of .the caregiving dyad and an 

increased iisk for elder abuse. _If_socially determined 

values guide individual _·actio.ns, identifying those yalues 

should facilitate a reasonable_prediction of an individual's 

action. 

Social exchange theory focuses entirely on the social 

process of give and take.within relationships. Action is 

based purely on .the other's prior-action. Equilibrium is 

established-through perceived balance in give and take. 

However, when this balance is lost as a result of certain 

influencing factors such as decreased social or economic 

resources, reciprocity no longer exists. Reciprocity

represents a perceived balance between what an individual 

gives and what that' individual receives. 
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Families exhibit a strong sense. of responsibility and 

attachment toward care for the elderly during the caregiving 

exchange process (Circirelli, 1983). Although the actual 

exchange of services or resources appears relatively 

unbalanced, the perceived balance of life· long or long term 

exchange creates a sense of balance. Beckman (1981) found 

that elderly women's psychological well-being and 

satisfaction with their adult children increased as current 

benefits received from the children exceeded those provided. 

However, when past benefits provided by the woman were 

accounted for, this pattern reversed. This suggests that 

elderly individuals may, over the years of providing for 

their children, spouses, or.others, accumulate "credit"

which can be used during later more dependent years, 

relieving them from reciprocating support during old age 

(Rook, "i987). This further supports the effects of life long 

influences on family caregiving for the elderly. In 

situations where no "credits" are accumulated, caregiving 

may take place o~t of sense of. filial responsibility which 

may lead to-negative consequences for members of'the dyad. 

Summary 

The theoretical model for this study was developed to 

guide the examination of the relatio~ships among caregiver 

characteristics, care receiver characteristics, and quality 

of the caregiving relationship. It is important to determine 

factors influencing quality of the caregiving relationship 
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if caregiving relationships are.to be understood. Nurses 

assisting elder caregiving dyads through health promotion 

and the provision of care need validation that their efforts 

are appropriately aimed at variables- which can make a 

significant ~iffererice· in quality of the caregiving 

relationship. Future research may elucidate interventions to 

improve quality of the caregiving relationship .ultimately 

improving health outcomes for the caregiving_dyad. 

This th~oreti6al model:was not intend~d to repres~nt an 

all-inclusive.model o~ qualitj ~f the caregiving 

relationship. Indeed there are many additional-factors which 

may influence the caregiver.care receiver relationship. It 

is however, a step undertaken to advance understanding of 

relationships within caregiving situations from the 

perspectives of both members of the caregiving dyad, a 

unique and unexamined perspective. 

The hypotheses and research·questions _generated from 

the theoretical model include: 

Hypotheses·. -

1. Caregiver perceived reciprocity will be predicted 

by caregivers' ·higher social and economic resources, better 

physical healt~, less depression, shorter time in. the 

caregiver role, and the care receivers' better functional 

and physical health and less depression. 

2. Care receiver perceived reciprocity will be 

predicted by care receivers' higher social and economic 
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resources, better functional and physical health, less 

depression, shorter time in the c~re receiver role, and the· 

caregivers' better physical health and less depression. 

3. There will be a positive relationship between 

caregivers' and care receivers' perceptions of reciprocity. 

4. Dyadic perceived reciprocity will be predicted by 

less depression for both caregiver and care receiver, better 

care receiver physical and functional health, and less time 

in the caregiver/care receiver role. 

Research Ques~ions· -

1. What are the perceptions of elderly care receivers 

regarding their relationships with family caregivers? 

2. What are the perceptions of family caregivers 

regarding their relationships with ~lderly care receivers? 

3. What are the characteristics of a positive 

caregiving relationship from the perspectives of both 

members of the caregiving dyad. 



CHAPTER II: REVIEW OF LITERATURE 

The literature indicates expansive growth in recent 

years of family caregiving research (Bergman-~vans, 1994; 

Braithwaite,. 1992; Bunting, 1989; George & Gwyther, 1986; 

Sayles-Cross, 1993; _Wright et al.., 199,3) •. The mm;t prominent 

foci of the literature include studies of caregiver 

characteristics, caregiver needs, and caregiver outcomes, 

particularly burden and stres~ (Bailli~ et a1.j· ·1988; 

Browning & Schwirian, 1994; Cantor, 1983; aorowitz, 1985; 
·, . . ' 

Vitaliano, Russo, Young, Becker, & Maiuro, 1991; Zarit, 

1989). Significantly less attention has been direqxed toward 

conceptualizing the process of family caregiving as an 

interactive exchange between caregiver and care receiver. 

Studies investigating the determinants of quality of the 

caregiving relationship and the impact of positive 

relationships on health outcomes are also lacking (Wilson, 

1989). Although.recent caregiving literature reveals an 

attempt to recognize caregivers and care receivers as 

integral components -within the caregiving phenomenon 

(Phillips et .al., 1995; Wright et al., 1995), few studies 

have truly examined caregiving from the dyadic.perspective. 

Most research has focused exclusively on the caregiver, 

leaving the elderly care-receiver virtually ignored. ' 
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This section includes a review of the relevant research 

literature orga·nized within three majo_r constructs: 

caregiver char~cteri~tibs, dare rec~iver characteristics, 

and quality of the caregiving relationship. The construct of 

caregiver characteristics encompasses the concepts -pf social 

resources, ~conomic resources, physical health, and 

emotional health. The construct of characteristics of the 

care receiver includes the con6epts of social resources, 

physical health, functional heaith, and emotional health. 

The final construct of quality of the caregiving 

relationship includes the concept of reciprocity as 

perceived by the caregiver and care receiver. The concepts 

of caregiving, negative effects of caregiving, positive 

effects of caregiving, and the caregiver-care receiver 

relationship are also examined as they relate to quality of 

the caregiving relationship. This literature review will 

address the relevpnt research surrounding each concept 

within the proposed theoreticai ~odel for this study • 

. caregiver Characteristics 

Research related to elder-caregiving families has 

focused primarily on caregivers, particularly regarding 

their characteristics and the effects they experience 

related to caregiving. The literature consistently documents 

that women, be they spouses, daughters (in-law), sisters, or 

granddaughters, are th~ predominant caregivers for the 

elderly (Brody, 1981; Brody, Litvin, Hoffman, & Kleban, 
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1995; Horowitz, 1985; Robinson, 1989; Soldo & Myllyluona, 

1983; Scharlaoh,1987; Ward & Carney, 1994). The m~jority of 

female caregivers are between the-ages of 40 and 60, 

married, and employed (AARP ~ Traveler's Companies 

Foundation, 1988). Stone, Cafferata, and Sangle (1987), in ·a 

national survey of caregivers, found adult daughters to 

represent the largest group of. family caregivers for the 

elderly. Additionally, the author reported sp~use~ as the 

second largest group of caregivers, the majority of whom. 

were women. ·Research indicates that most family caregivers 

for elders continue to occupy multiple roles while engaged 

in caregi~ing (Green, 1991; Stoller & Pugliesi, 1989; Krach 

& Brooks, 1995). Adult daughters, labeled "Women in the. 

Middle" (Brody, 1981) have been identified as the caregivers 

most burdened_by the competing demands of family caregiving, 

careers, and middle age (Barusch & Spaid, 1989; Greeni 1991; 

Horowitz, 1985;-~ang & Brody, 1983; Robinson, 1989; Stoller 

& Pugliesi,· 1989). 

Other characteristics of caregivers·which have been 

shown to .. predict responses to caregiving incJude -age; 

gender, ·health status; employment, and · ma~,i t,al status 

(Barusch & Spaid, 1989;_ Cantor, 1983; Fitting, Rabins, 

Lucas, & Eastham, 1986; Hirsch, 1996; Matthews, 1995; Pratt, 

Schmall,_ Wright, & Cleland, 1985; Young & Kahana, 1989). 

Social resources, economic resources~ physical health, and 

emotional health are caregiver characteristics which also 
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have been studied-(Badger, 1993; Bull, 1990; Fink, 1995; 

Moritz, Kasl, & Ostfeld, 1992; Neundorfer, 1991; Paulshock & 

Deimling, 1984). 

Social Resources 

Social resources of the caregiver have been found to be 

associated with improved caregiver well-being (Bull, 1990; 

Robinson, ·1990). In the conceptual model for this study, 

social resources represent the-availability and perceived 

adequacy of social contact and interaction necessary for 

meeting basic social needs. Adequate social resources 

improve percei~ed well-b~ing while insufficient resources 

contribute to feelings of isolation and loneliness (Bergman

Evans, 1994; George & Gwyther, 1986). Research indicates 

that perceived quality and ad,equacy of social resourbes is 

more important to the reduction of caregiv~r· strain than 

actual support r~ceived (Clipp~ George, 1990). Individuals 

under the pressure of caregiving (qr a dependent elderly 

family member are better able to manage imposed demands wh~n 

they know that comfort and support are available from 

others. 

Building upon this knowledge and an intensive review of 

the medical, social, and behavioral science literature, 

Wright and colleagues (1993) identified an emerging 

longitudinal model of caregiving health. Within this model, 

the stressful demands of caregiving and certain situational 

factors contribute to adverse physical and emotional health 
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consequences. Stressful demands and situational factors 

gleaned from the literatur'e as negatively impacting physical 

health of the caregiver included; type and level of illness 

of the care receiver, disruptive care receiver behavior 

leading to curtailment of social activities, and specific 

diagnoses such as a terminal disease. The stressful demands 

and situational factors identified as negatively impacting 

caregiver emotional health included care receiver behavior 

problems and high levels of care receiver impairment. These 

researchers noted that._in so~~ studies, these situational 

factors did not negatively.effect the caregiver. Ba~ed on 

this literature, the researchers proposed that caregivers 

with adequate social resources and support are able to 

interrupt a· negative chain of events through a process of 

mobilizing support, thus avoiding ill health. 

Social resources are reflected in the roles occupied by 

an individual (Banton, 1965). Studies indicate that many 

family caregivers for elders continue to occupy multiple 

roles while eng~ged in caregiving (G.reen, 1991; Stoller & 

Pugliesi, 1989). Stoller and Pugliesi (1989) found that 

while attempting to maintain other roles was stress 

producing in cases of caregiving which required large time 

commitments, roles outside the family were often associated 

with improved well-being. Other studies have found that 

working women and women with multiple roles reported better 

health and greater social interaction (Stoller & Pugliesi, 
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1989; Waldron & Jacobs, 1989). Women who quit their jobs 

during caregiving were more likely to experience declining 

health, diminished economic and social resources, and 

depression (Pohl, Given, Collins, & Given, 1994). Role 

obligations, social support, caregiving assistance from 

others, and particularly mutual spousal interaction, 

represent social resources which have been shown to predict 

responses to caregiving by eld~r spouses (Baille, Norbeck, &. 

Barnes, 1988; George & Gwyther,.1986;-Given, Stammel, 

Collins, King, and Given, 1990). 

Economic Resources 

The literature reveals that economic resources are an 

important factor related to caregiver health and the 

caregiving relationship. Stone et al., (1987), using data 

.from the. Informal caregivers Survey, a component of the 1982 

National Long-term Care Survey, reported that over 31% of 

all caregi~ers surveyed (N ~ 1,924)-and 33% of all care 
·, 

· receivers surveyed (N·= 6,393) had adjusted .annual incomes 

at -or below poverty level. Seventy two percent of caregivers 

surveyed were women. Adult daughters (29%) represented the 

largest group of all caregiver~, ~allowed by wives (23%) and 

husbands (13%). The average age of the caregiver population 

was 57.-3 years. However, 25% of-caregivers were between the 

ages_ of 65 and 74_ and 10% were over 7?. Husbands -were the 

oldest- group of caregivers with an average age of 73 years. 

Average duration of caregiving was between 1 and 4 years. 
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Data revealed that 31% of all caregivers were employed, 

with 44% of caregiver daughters and 55% .of caregiver sons in 

the work force. Approximately 9% of caregivers reported 

~aving terminated employment to care for a dependent elder. 

Twenty percent·of all caregivers. reported having to·alter 

work schedules due to conflicts between· work and caregiving_. 

· Alllong employed caregivers, 19% took time off without pay to. 

meet caregiving obligations and 20% cut back on their hours 

of work. Stone and· colleagues (1987) noted that many of 

these findings coiroborat~ other r~search reports including 

Brody's (1981) study· of "women in the middle" and Cantor's 

(1983) study of caregiver strain. Other studies however, 

have shown an inverse relationship between income and the 

perceived stress of the caregiving role (George & Gwyther, 

1986; Haley, Levine, Brown, Berry, & Hu~hes, 1987). This may 

be in part due to the number of caregivers who relinquish 

employment or decrease work time. in order to meet caregiv.ing 

obligations. 

The Long-te.rm Care Survey data indicated that in 1982 

approximately 2.4 million elderly individuals were receiving 

unpaid assistance from an informal caregiver, usually a 

family member. (Stone et· al., 1987). These findings have 

resounding implications considering current and projected 

growth of the aging population and continuing trends toward 

more women in the work force. 



Economic resource~ of the care receiver are often 

closely tied to those of the caregiver. Medicare and 

Medicaid, _which represent the primary federal programs 

providing medical coverage for older adults, largely limit 

resources to hospitalization, nursing· home care, and 

physician's services. Blie~nei & Alley (1990) noted that 

although the Catastrophic Coverage Act of 1988 expanded 

Medicare.coverage to include selected ·in-home services for 

intermittent and episodic care, when family members are 

available to provide these services, elders become 

ineligible. Many programs require that financial resources 

of the elder be exhausted prior to eligibility for what 

could constitute a minimal form-of respite. 
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In a study of caregiver needs and social support 

patterns, Clipp and George (1990) examined the i~lationship 

between economic resources and patterns of social support 

among adults. _caring for a family member with Alzbeimer' s · 
disease (N = 376). Using a mailing list from the Duke 

University Family Support Program, a statewide technical 

assistance program for informal caregivers of Alzheimer's 

disease or related disorders, questionnaires were sent to 

510 potential subjects. A response rate of 89 percent was 

reported. A detailed questionnaire constructed from existing 

measurement instruments with established validity and 

reliability was used to elicit information.about the 

caregiver and care receiver. Items tapped care receiver 
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diagnosis, symptoms and severity, and duration of illness. 

Caregiver items tapped mental and physical he_alth, 

life-style and health _promoting behaviors, stress symptoms, 

subjective·well-being, so6i~l abtivities, financial· 

resources, social support, community service.-use, and coping 

strategies. Six questions from the economic resources 

subscale of the OARS que~tiorinaire (alpha= .85) 

(Fillenbaum·, 1988) were included in the instrument for this 

study. These ·items elicit informa~ion about adequacy of 

caregivers' resources in meeting needs.and perceptions of 

whether resources will sufficiently meet future financial 

needs. One year later respondents were asked to complete 

follow-up questionnaires containing identical items. A 

response.rate of 82 percent yielded the final study sample. 

The average age of caregivers was 59 years and toe 

majority were females (70%). Nearly 90 percent of caregivers 

were married with equal and small subgroups of widowed, 

divorced, and never married. Ninety seven percent of 
/ 

caregivers were.Caucasian·and most had.completed high 

school. The investigators noted that·sampling procedures 

resulted in a sample somewhat higher in socioeconomic status 

and lower in proportion.of non-Caucasians than is typical of 

a larger sample. 

Data ~ere analyzed using canonical correlation analyses 

to examine patterns of change in social support over time as 

predicted by demographic characteristics of the caregiver 



and five dimensions of caregiver need. Dimensions of 

caregiver need included physical health, mental health, 

~ocial activities and caregiving context. 
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Two dimensions of social support emerged through 

canonical correlation; instrumental support and perceived 

adequacy of support. Instrumental support referred to 

tangible assistance actually received. Perceived adequacy 

referred to the need for further help from others as 

reported by the caregiver. Within each dimension of.social 

support, four_ varieties _"E=~~rg~d. These included low stable·, 

decreas·ing, increasing, and high stable social support 

patterns. At time one economic resources were a significan,:t 

predictor of instrumental ·social support (R .:5. ·.01). 

Caregivers-with lowest incomes had low stable social support 

patterns ·while caregivers with high inc_omes had high stable 

social support patterns. Findings indicated that need did 

not predict support received. Caregivers with greatest 

caregiving demands were more likely than others to perceive 
. I 

their support levels as-inadequate. 

One limitation of this·study was its short-term nature. 

One year, as indicated by the investigators, was inadequate 

time to observe the types of changes in support patterns 

that may occur over lengthy caregiving tenures. A second 

limitation was the use of a non-probability sample from a 

restricted geographic area which limits generalizability of 

study findings·. 
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Stommel, Given, & Given (-1990), 'in another study 

examining economic resources of caregivers, found the amount 

of money ~pent on caregi~ing expenses to be signif.icantly 

predictive of caregiver ~ealth although income was not. 

Pruncho and Resch .(1989) ,·.·in a qomparative study of husbands 

and wives as caregivers for spouses afflicted by Alzheimer's 

disease, found wife caregivers to have lower incomes than 

husband caregivers and to report greater burden than husband 

caregivers. 

The literature supports an established linkage between 

economic resources as a characteristic of the caregiver and 

quality of. the caregiving relationships. studies 

consistently document the relationship between economic 

resources and caregiver well-being. However, no studies were 

found to examine at what level diminished economic resoQrces 

become critical to caregiver well-being or well-being of the 

caregiving dyad. No studies investigated the effect of 

caregiver economic resources on care receiver well-being, or 

on perceived reciprocity within the caregiving relationship. 

Physical Health 

Physical health of the caregiver has been examined 

extensively by researchers (Cantor, 1983; George & Gwyther, 

1986; Deimling, Bass, Townsend, & Noelker, 1989; Horowitz, 

1985; Miller, McFall, & Montgomery, 1991). Studies have 

consistently documented ill health as a consequence of 
/ . 

caregiVing as reported by caregivers themselves. However, 



research comparing spouse and adult child caregivers has 

yielded contrasting results. Spouse caregivers have been 

found by some researchers to report poorer physical health 

than adult child caregivers (Cantor, 1983; stone et·a-1., 

1987). These results may be accounted for in part by the 

. fact that spouse caregivers tend to be older and 

consequently more vulnerable· to physical health risks than 

adult child caregivers (Deimling et al., 1989). Because 

spouse caregivers comprise over half of all family 

caregivers, the importance of recognizing their physical 

health risks is critical (Wright et al., 1993). 
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A number· of studies· have examined declines in physical 

health of caregivers as related to sp~cifi~-health 
. ~ . . 

alterations of care receivers _(Biegel-, Sales,. & ·Schulz, 

1991; Stetz, 1987; Young£ Kahana, 1989). Young ~nd Kahana 

(1989) in a study of 183 heart patient.~caregiver dyads 

sought·to. determine.strains experienced by caregivers while 
• , I ' , 

caring for elderly heart patients. caregivers were studied 

at six weeks and one year post myocardial infarction. The. 

functioning health utilization subscales of Lawton and 

colleagues•s· (1982) Multilevel Assessment Inventory was used 

as a measure of.caregiver physical health. Cronbach's alphas 

were .93 and .74 respectively. Zarit and colleagues' (1980) 

Burden Inventory· Subscales of subjective and objective 

burden were used to measure caregiver burden. Cronbach's 

alphas wer~ .93 and .74 respectively. 
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In Young and Kahana' s study, ,husband (N = 29) , wife 

(N = 87), and daughter (N = 28) caregivers comprised the 

sample. A substantial proportion (21%) of total caregivers 

reported declines in physical health· since beginning 

caregiving. When caregiver subgroups were compared, 

daughters (36%) were much. more likely·to report·physical 

health declines than husbands (10.3%) or wives (25.3%). 

However·, no stat,istically. ~ignif icant relationship was .found 

between the extent of care provided to the care-receiver and 

adverse physical health effects on the caregiver. These 

investigators offered the plausible explanation that 

caregiving daughters are those caregivers most often 

burdened by juggl~ng multiple roles of work, parenting,. and 

other family responsibilities. These findings lend support 

to previous studies indicating adult daughters as caregivers 

who experience the greatest demands (Brody, 1981; ·Horowitz, 

1985; Scharlach, 1987; Soldo & Myllyluoma, 1983). Lower 

levels of strain among spouse caregivers corroborate the 

notion that caregiving for an ill spouse may represent a

"normative expectation" among elderly couples (Troll, 

Miller, & Atchley, 1979). 

Much of the research examining physical health of the 

caregiver has focused on spouse caregivers of individuals 

with _Alzheimer's disease and related dementias (Haley et 

al., 1987; Fuller-Jonap & Haley, 1995; Moritz et al., 1992; 
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Wright, 1991; ·1994; · Zarit, Todd, & Zarit, 1986) ., Researchers 

have reported significant declines in spouse caregiver 

physical health -(Moritz et al., 1992; Wright, 1994) as well 

as that of adult child caregivers caring for dementia 

victims (Deimling et al., 1989). Fuller-Jonap and Haley 

' (1995) warn that many studies have produced litt1e empirical 

evidence indicating that ill caregiver health is an outcome 

of caregiving for the cognitively impaired. They contend 

that many studies have based findings on small-samples of 

very heterogeneous groups of caregivers and data obtained 

using self-report indicators of physical health. Contrary to 

this perspective, one study by _Wright ('1994) comparing 

caregiv~ng spouses of Alzheimer's victims with noncaregiving 

contr61~.revealed signifidaht declines in caregiver physical 

health and higher caregiver depression levels. 

Emotional Health· 

Caregiver ~motional health has been examined 

extensively with regard to how it is negatively· affected by 

caregiving. (Becker & Morissey, -1988; Bergman-Evans, 1994; 

Gallagher, Rose, Rivera, Lovett, & _Thompson, 1989; Given & 

Given, 1991; Kuhlman, Wilson, Hutchinson, & Wallhagen, 1991; 

Mui, 1995). Depression, as an indicator of emotional health 

of the caregiver, has been examined repeatedly as a 

consequence of caregiving. Depression has been shown to 

increase in certain caregiving situations and not in others 

(Bergman-Evans, 1994; Gallagher et al., 1989; Kramer, 1993; 
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Moritz et al., 1992; Pruncho, Kleban, Michaels, & Dempsy, 

1990;.Robinson, 1989). It.is est.abl_ished, however, that 

depressio~ can produce a vari~ty of problems for the 

caregiver'w1:tich may ultimately compromise the caregiver's. 

ability to maintain caregiving. Depression does not 

represent a single disease but is rather the multifaceted 

manifestation of many psychologic and physiologic disorders 

(Blazer, 1989) • 

. Depression is among the most frequently examined mental 

health con~equences of caregiving for a f~mily member 

·ccollins, 'Stammel, Wang, &_Given, 1994). Voluminous· 

caregiving·research.has linked caregiver depression to the 

chronic demands of the caregiving role {Cantor, 1983; 

Collins et al., 1994; Galla.gher et al., 1989; Pruncno & 

Resch, 1989; Townsend et al., . 1989; Wright, 1994a) 

Among caregivers found to be at greatest risk 'for 

emotional health alterations are caregivers who co-reside 

with their highly dependent elderly care receivers (Cohen & 

Eisdorfer, 1988; George & Gwyther, 1986). Wife caregivers 

for severely cognitively impaired spouses have been found to 

experience greater depression . than husband caregivers· 

(Fitting et al., 1986; Gallagher et al., 1989). Bergman-

Evans (1994) compared findings from studies of caregivers of 

Alzheimer's disease and related disor~ers and reported that 

these caregivers were repeatedly found to experience 

depression {Gallagher et al., 1989; Robinson, 1989). 



Individuals exhibiting no prior depressive tendencies have 

been shown to develop depressive disorders after prolonged 

and intensive caregiving for cognitively impaired care 

receivers (Dura, stukenberg, & Kielcolt-Glaser, 1990; 

Pruncho & Resch, 1989). 

Gallagher and colleagues (1989) compared family 

caregivers- seeking help to increase their coping skills 
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(N = 158) with non-help $eeking caregivers (N = 58) using 

the Research Diagnostic Criteria (RDC) for depression. Among 

help-seeker caregivers, 46% ~ad depression according.to the 

RDC as compared ·to 18% of the non-help seekers. These 

researchers concluded that by the time caregivers.seek 

assistance for.their stress, they are likely to have 

developed fully recognizable clinical depression. 

Most res~arch relating caregiver· emotional health t6 

the ·caregiving process has focussed on negative consequences 

.of caregiving. However,· limited research into the positive 

aspects of caregiving has determined that positive emotional 

influences do ·exist and may ac'tually _result from caregiving 

(Archbold et al., 1990·; Gwyther & George, 1986; Stoller & 

Pugliesi, 1989). 

Stoller & Pugliesi's (1989) study of multiple roles.of 

caregivers found that expressed affection from the elder, 

fulfilling obligations, and contributing to the elder~s 

quality of life, outweighed o~her burdensome aspects of 

caregiving. Self satisfaction, ·feelings of mutuality, and 
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valuing the caregiving situation, have.been identified as 

buffers to caregiving stress (Archbold et al., 1990; 

Horowitz, 1985; Phillips & Rempusheski, 1986). No studies 

were f~und which identified the positive.characteristics of 

a caregiving relationship from the perspective of the 

caregiver-elder dyad. 

The research on caregiver .characteristics has focused 

primarily on the negative and burdensome effects of 

caregiving, yet few studies have produced e~pirical evidence 

of directional relationships among variables. Associations 

between caregiving and various characteristics of family 

caregivers for the elderly including social resources, 

economic resources, physical health and emotional health 

have been reported in the literature.- In the proposed study, 

the relationship between these characteristics will be 

examined as they relate to perceived quality of the 

caregiving relationship. 

care Receiver Characteristics 

The literature reveals that caregiving research has 

focused almost exclusively· on the caregiver (Bergman-Evans, 

1994; cantor, 1983; George & Gwyther, 1986; Greene & 

Monaham, 1989; Lindgren, 1990; smith et al., 1991; Zarit et 

al., 1980). This one-sided view of the caregiving phenomenon 

has resulted in a qearth of knowledge about the caregiving 

dyad because the care receiver has been virtually excluded 

from study. When care receiver characteristics have been 
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examined, they have largely been limited to negative 

characteristics with regard to how they "burden" the 

caregiver. O'Neill and Sorenson (1991) explained this 

failure to include data. from care receivers is a result ~f 

the inability to accurately measure responses. and 

perceptions of th~ cognitively impaired, as in cases of 

Alzheimer's disease or·other progressive dementias. However, 

empirical evidence_refuting this notion-was demonstrated ih 

one caregiving study whe~ein middle phase ··Alzheimer's 

disease victims displayed hi~~ awareness and affect in 
. . \ 

responding to their spouse caregivers (Wright, 1993)··. 

Elders in ~eed of caregiying include individuals with 

physical limitations and functional deficits in activities 

of daily. living who are capable however of sharing :-;::r 

perceptions and contri~uting to caregiving research. 

Although elders requiring care have been characterized 

according to gender, kinship, marital status, cognitive 

status, and phy"sical dependency (Barus.ch & Spaid, 1989 ;" 
I 

Browning & Schwirian, 1994; Horowitz, 1985; Scharlach, 1987; 

Stoller & Earl, 1983; Young & Kahana, 1989), researchers 

have yet to recognize these care-receivers as critical 

partners in caregiving relationships who are worthy of 

investigative attention. 

The literature reveals that little is known about how 

characteristics ·of the care receiver relate to quality of 

the caregiving relationship5 Social resources,_ functional 
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health,_ physical ti~alth, and emotion~! health of the care 

- rec_eiver are among the care receiver characteristics which 

have been .examined in ~he caregiving literature~ 

Social Resources 

Soci·a1 resources represent mate~ial and physical 
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assistance, social contact, and efuotional sharing essential 

to feelings of being cared for and valued (Fillenba~n, 

1988). The influence of-social resources has been well 

documented in the caregiving literature (Clipp & George, 

1990; Johnson & Catalano, 1983; Moritz, Kasl, & Berkman, 

1989; Robinson, 1990). O'Neill & Sorensen (1991)-described 

home caregiving as a social process rather than an 

individual experience since it involves more than one 

individual. The examination of social resources of the care· 

receiver is therefore essential. However, the literature 

review reveals that little if any investigative attention 

has been paid to examining the social resources of elder 

care receivers or caregiving dyads as a who_le. _ 

Robinson's_ (1986) review of the state of the literature 

on studies of· older women yielded a profile of older women. 

Those·women having the greatest emotional and social support 

were married and had living children. Support deficits were 

identified among women who had never married. The lack of 

children was related to lesser emotional and social support 

and resources than.the absence of a husband (Longino & 

Lipman, 1982). 
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Social resources often diminish .as functional status 

and physical health decline (Stoller & Earl, 1983.). Such is. 

the case when physical limitations such as decreased 

mobility limits the elders ability to attend social 

activities outside the home. Sporadic reports of projects to 

increase social resources of the home-bound elderly have 

emerged in the caregiving literature-. One such program known 

as "The Respite Project" was a multi-service plan for 

assisting older women caring for their disabled husbands at 

home (Crossman, London, & Ba~~Y, 1981). This 2 year, $40,000 

project afforded home care, overnight respite, and community 

professional education. Results from satisfaction surveys 

completed by caregivers at the end of the project indicated 

improved_ care receiver well-being and caregiver satisfaction· 

with the services provided. Although aimed toward assisting 

the caregiver, as most reported programs have done, such 

projects may inadvertently provide social resources for the 

care receiver. 
-

The invest).gation of social resources as a variable 

influencing caregiving, particularly the caregiver, is 

evident throughout the literature. However, no studies were 

found.to examine the relationsh'ip between social resources 

of ·the care receiver and quality of the caregiving 

'relationship as perceived by both members of the caregiving 

dyad. 
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Physical Health 

Physical health decline of the elder care receiver has 

been show~ repeat"edly to be negatively related to caregiver 

outcomes (Horowitz, 1985; Paulshock & Deimling, 1984; Soldo 

& Myllyluoma, 1983). One proposed mediating factor which has 

undergone limited empirical investigation is the unique 

trajectory of each specific disease and physical health

alteration Of.the care receiv~~ (Biegel et al., 1991). One 
. ' . 

. . . . . .. 

exception is Wright's (1991_; 1994a) longitudinal, study of 
. . 

spouse ca~egivers· of Alzheim~~•s disease victims. Findings 

by this researcher revealed a direct link between declining 

caregiver physical health and depression associated with 

caring for a spouse with Alzheimer's disease. Although a 

direct relationship has been established between declining 

physical health of the care receiver and increased 

perceptions of· caregiver burden, if the- illness trajectory 

is not considered, findings may be distorted (Biegel et al., 

1991) ~ The caregiving literature reveals that little is 

known about the- influence of specific illness trajectories 

on caregiving. 

Braithwaite (1992), in a study examining the 

conceptualization of caregiving burden, contended that 

burden results from caregiving when deterioration of 

physical, ·psychological,-and social resources cannot be 

prevented. This researcher noted from a review of caregiving 
I . 

studies that ·c·aregiving for the elderly often involves the 
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awareness of progres~ive dependency. This produces crises 

termed awareness of degeneration, unpredictability,.time 

constraints, -the caregiver/ care rec·ei ve'r relationship and 

lack of choice. Braithwaite (1992), in contrasting 

caregiving for the elderly with caregiving for a child, 

makes several noteworthy observations. When caring for a 

child, the pare~t anticipates growth and independence with· 

optimism th~t the child.becomes-self-reliant. With elderly 

care receivers, who may be losing their independence, the 

caregiver may experience hopelessness (Archbold, 1983; 

Cantor, 1983-). Braithwaite concluded that the degeneration 

of functional decline among elderly care-receivers if often 

unpredictable in contrast to the general patterns of growth 

and maturation among children. 

Braithwaite (1992) further described the crisis of time 

constraints as explained by the fact that caregiving is 

typically the responsibility of. a single caregiver. This 

individual-often experiences decreasing time for anything 

other than caregiving as care receiver needs increase. 

Unlike children, who attend school or· participate in play 

groups, options for relief through any form of respite care 

are not available. 

The final point of contrast made by Braithwaite (1992) 

included the lack of choice which often results from 

assuming the caregiving role as well as the lack of control 

in determining when caregiving will take place. Becoming a 
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family caregiver for a dependent elder does not occur when 

the caregiver wants it to but rather when the needs of the 

elder care receiver dictate. 

Functional Health 

44 

Functional health has been defined as the extent of 

capacity to perform those tasks needed to maintain 

independent community living (Fillenbaum, 1988). studies 

throughout the caregiving literature indicate that 

functional health or status of elder care receivers effects 

certain aspects of caregiving (Barusch & Spaid, 1989; Bull, 

1990; Jones & Vetter, 1984; Pearlin et al., 1990; Montgomery 

et al., 1985; Vitaliano, Young, & Russo, 1991). 

Care receivers with greater functional deficits require 

greater caregiver assistance to meet functional needs. 

Therefore functional status of the care receiver relates to 

caregiving requirements for the caregiver (Fillenbaum,. 

1988). Functional status of the care receiver has been shown 

to play a role in determining living arrangements of the 

caregiving dyad .. Those individuals requiring greater 

functional assistance tend to coreside with care receivers 

(Lang & Brody, 1983; Soldo & Myllyluoma, 1983). ·: When 

different groups of coresiding dyads inc.iuding spouse and 

non-spouse caregivers were compared by Stephens and 

Christianson {1986),· utilizing. daia· ~rom the C~anrieling 

Demonstration Project, no significant differences in the 

amount of care provided weria' found. Differences have been 
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reported by other researchers, when the ,:amount of functional 

care provided by·coresid~ng.caregivers was compared to that 

provided ~y non-live-in caregivers (Chappell, 1991; 'Noelker. 

& Wallace, 1985). Co-residing caregivers provided· 

significantly more functional assistance with physical 

activities of daily· living (PADL) and instrumental 

activities of daily living (IADL) than non~live-in 

caregivers. 

The review of the caregiving literature revealed that 

r~search on various -characteri~tics of elders requiring care 

is ongoing. ·However, little is known about h'ow social 

resources and physical, functional, and emotional health 

relate to perceived quality of the caregiving relationship. 

Emotional Health 

Emotional health is defined as adequacy of cognitive 

functioning ·and self-satisfaction (Fillenbaum, 1988). As 

cognitive functioning of the care receiver decreases, 

depressive symptomatology in spouse caregivers has been 

shown to increase (Moritz et al., 1989). N~merous studies of 

caregivers of elders with severe· declines in emotional 

heal th such as Alzheimer's disease and related dementias,·· · 

have been reported (Bergman-Evans, 1994; Browning & 

Schwirian, 1994; Collins et al., 1994; Robinson, 1990; 

Suitor &Pillemer, 1994; Wright, 1994). Caregiving research 

concerning the emotional health of elder care receivers has

been limited to examining its relationship to effects on the 
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. care,giver, .Particularly burdensome effects (Given, Collins, 

& Given, 1988; Pruncho et al., 1990; Zarit et al., 1986). 

Although the caregiving literature indicates that much 

less attention-h?is been paid ·to- the·emotional health of the 

care receiver, except in terms of c~gnitive impairment such 

as Alzheimer's type dementias, depression has been 

identified as the most prevalent emotional health problem 

among the elderly in general (Meyers & Alexopoulas, 1988). 

Research repeatedly documents the prevalence of depression 

among community dwelling elderly as well as those 

institutionalized (Blazer, 1989; Palinkas, Wingard, & 

Barrett-Conner, 1990; -Parmalee, Katz; & Lawton, 1992). 

Further support for focusing on depression as a measure 

of emotion-al health is the overriding emotional task of 

facing "loss" during advancing age (Reed, 1989). In family 

caregiving dyads where the.care receiver is elderly, the 

predominant emotional task impacting both caregiver and care 

receiver is loss. Depression is closely associated with 

actual and perc~ived loss and depressive symptoms often 

result from losses experience by one or both members of the 

dyad (Gallagher et al., 1989; Robinson, 1989). 

For many reasons, elderly care receivers often 

experience multiple losses. These losses may include 

declining physical health and functioning, loss of 

independence, status, and self esteem, decreased financial 

and sociial resources, loss of a spouse, peers, and 
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significant others, loss of control over one's situation, 

loss of employment, one's.own home, and possessions, and 

loss of o~e•s dignity. Such losses often leave an already 

vulnerable elderly individual at great risk for depression. 

Caregivers for dependent elderly family members also 

experienced loss as they watch their loved ones undergo the 

changes and declines which accompany physical and emotional 

deterioration. Other losses which caregivers may experienqe 

include diminished freedom and control-over their lives, as 

many report feelings of entrapment, loss of financial 

resources if work is curtailed or terminated, loss of social 

network and resources, potential loss of time for anything 

except caregiving and often the ultimate loss of the care 

receiver. Depression often results from these types of 

losses experienced by the caregiver (Kuhlman et al., 1991; 

Tennstedt, Cafferata, & Sullivan, 1992). 

The caregiving literature reveals that although other 

dimensions of emotional health may affect caregiving 

outcomes in some situations, depression is that aspect of 

emotional health most influenced by the caregiving process 

and most likely to impact the process itself. One recent 

caregiving study by Fuller-Jonap and Haley (1995) supports 

this notion. Using the Brief Symptom Inventory (BSI) 

(Derogatis & Spencer, 1982) to assess a broad range of 

mental health dimensions, the investigators compared male 

caregivers of Alzheimer's spouses (N = 52) to 
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demographically equated noncaregiver spouses (N = 53). BSI 

subscales included llleasures of nine ca_tegories of symptoms; 

somatization, obses.si ve-compulsi ve, interpersonal · 

sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation, and psychoticism. The only dimension 

subscale of emotional health to show a statistically 

signifipant difference between caregivers and noncaregivers 

was depression (E = S.68, R < .005). Similar findings were 

reported by Haley et al. (1994) who compared 175 caregivers 

with 175 demographically equated noncaregivers of family 

members with senile dementia. Again using the BSI, 

depression was the only subscale to differ between 

caregivers and noncaregivers. Upon reviewing the subscale 

items on the BSI and other instruments designed to measure 

broad spectra of emotional health dimensions, it is further 

apparent that depression represents the single dimensipn 

most relevant to the emotional health of the_ caregiving 

dyad. When comparing·findings from published research, both 

qualitative and _quantitative, with the subscales of these 

multidimensional measures, an incongruence is readily 

visible. For example, in reviewing measures of anxiety on 

the Symptom Distress Checklist (Derogatis, 1977), items were 

related to symptoms of feeling fearful and afraid, 

nervousness or shakiness, and spells of panic or terror . 

. These are not emotional responses that caregivers and care 

receivers typically:report. Ihstead, such responses as. 
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feelings of entrapment, loss, helplessness, and.despair, are 

repeatedly reported. Because family caregiving relationships 

are often long-term in nature, it is understandable that 

depression which represents a cumulative process of altered 

emotional health would be more common than more immediate or 

acute emotional responses such as anxiety. 

In summary, the theoretical and empirical caregiving 

literature-supports a conceptualization of emotional health 

emphasizing the dimensions of cognitive functioning and 

depression. The many and ofteri cumulative losses associated 

with the exp~rienees of both members of an elderly 

caregiving dyad have been shown to be more closely related 

to depression _than other aspects of emotional health. 

Caregiving research has repeatedly identified depression as 

that dimension of emotional health most inherent in the 

process of family caregiving for the elderly. 

Little is known about how emotional health.of the care 

receiver relates to dyadic perceived quality of the 

caregiving relationship. Although research into the negative 

results of. compromised emotional health of care receivers on 

caregivers exists, no studies were found to examine the 

relationship between emotional health and quality of the 

caregiving relationship from a dyadic perspective. 

Quality of the caregiving Relationship 

Volumes have emerged in the literature over the past 

decade describing·family caregiving for the elderly~ 
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However, research focusing on quality of the caregiving 

relationship has not been forthcoming. This may P,e explained 

in part by the lack of adequate conceptualization of the 

phenomenon of caregiving. 

Caregiving 

Montgomery and colleagues (1985)' noted that both the 

conceptual and operational definitions of caregiving have 

been essentially limited to numbers of tasks caregivers 

perform or hours spent by caregivers performing tasks. 

Whenever research has extended beyond-: counting tasks to 

address coriseqtiences of cat~giving, the use of single item 

·measures has provided no explanation of the nature of the 

relationships within the caregiving process. 

Caregiving has been evaluated by many researchers •in 

relation to tasks being perf_ormed, frequency of tasks, task 

performed by whom, and consequences of -task performance 

(Bowers, 1987; Clark & Rakowski, 1~83). Given and Given 

(1991) noted that focusing on caregiving tasks may serve as 

a defense mechanism of sorts in that it diverts attention 

from the organizing, planning, monitoring, and supervising 

processes that caregivers_ must confront. Also noted·was the 

degree to which caregiving involvement varies based on the 

needs of elderly and the contextual nature of the caregiving 

process. 

Bowers {1987), moved beyond. identifying caregiving 

according to tasks to offer a-more inclusive 
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conceptualization with deeper meaning. Bowers defined 

caregiving_ as "the meaning or purpose a caregiver attributes 

to a behavior rather·than the·nature or demands of the 

behavior itselfH (p. 24). -Observable behaviors.and ·mental 

activities were included. Caregiving was further defined by 

· Bowers (1987) as an interpretation of a situation rather 

than an 6bservable event. Caregiving was reconceptua1ized by 

Bowers according to the purpose of caregiving activities. 

Five resultant cate_gories of caregiving surfaced through 

grounded theory. These included anticipatory, preventive, 

supervisory, instrumental, and protective caregi ving. _ 

Other researchers have approached the caregiver-elder 

relationship from primarily a kinship perspective focusing 

for the most part on spouses (Miller, 1987; Prucha & Resch, 

1989) and adult children (Bowers, 1987; Cicirelli, 1983; 

Horowitz, 1985) as family caregivers for elders. One of the 

first studies to mov~ beyonq examining kinship as a 

determinant of caregiving and to examine the caregiver-elder 

relationship was Johnson and catalano's (1983) longitudinal 

comparative study of family supports to impaired elders 

recently discharged from the hospital. In this study, 115 

individuals age 65 and over or their family caregivers were 

interviewed within two weeks and again at 8 months p·ost

discharge from the hospital. The sample at Time 2 was 

represented by 68% of the original group. Data were 

collected using semi-structured interview·s containing items 
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from the OARS activities of daily living subscale as well as 

questions concerning weekly social contact. with caregiver 

and other$, use of homemaker services, mood and outlook 

about their illness and their need for caregiving. Responses 

were coded by two individuals with an 80% interrater 

agreement reported. Mean age of the impaired elders was 74.5 

with 43% over 75 years of age. Of the 49% who were married, 

66% were male and 33% female. Women were the predominant 

caregivers .. Thirty seven percent of family caregivers were 

found over time to decrease support to elder care receivers 

who exhibited persistent.poor health and dependence upon 

others. Caregivers who continued support were most often 

spouses (62%) but rarely adult childr~ri (27%) of the elders, 

suggesting that perhaps some dyadic relationships may change 

over time. Two adaptive, tension-reducing mechanisms on the ' 

part of the caregiver were identified.· These included; (a) 

distancing, in which the caregiver, primarily an adult 

child, established greater distance, whether physical or 

psyqholOgical, and (b) enmeshing, in·which the caregiver, 

.primarily a spouse, increased interdependence in the dyad 

becoming immersed in the caregiving role. Although these. 

findings are important, they do. ·not explain the dynamics of 

the elder-caregiver relationship over extended periods of 

time, nor do they reflect the elder's involvement or· 

perspective within the caregiving process.· Many of the study 

subjects achieved independent functioning within eight weeks 
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·of hospital discharge. Therefore findings cannot be 

generalized to caregiving situations which may ·continue over 

many years. 

Symbolic ir:iteractionism has been used to conceptualize 

the caregiver-elder relationship wherein the mental 

composite evolves over time. In long term relationships such 

as those involving aging families, the scope and complexity 

of the caregiver-elder relationship is enormous (~hillips, 

1989). Each individual's perception of each other and the 

relationship is built upon long-term experiences. 

Perceptions in turn determine how the individuals, in this 

case elder atid family caregiver, interact with each other. 

Family power structure (Phillips & Rempuskesk;i; .1986), 

filial obligation (Cicirelli, 1983; 1993) proscriptions for 

proper family behavior, and proper enactment of the 

caregiving role (Mccann, 1988) have been identified as 

factors influencing the relationship between the elder and 

family caregiver. 

Wilson (1989) conceptualized caregiving as a decision 

to participate in assisting others which is motivated 

primarily by a keen sense of moral duty. Others have 

identified mutuality (Hirshfield, 1983) and rewards of 

caregiving (Archbold et al., 1990) as components of the 

_caregiving process. Pearlin and colleagues (1990) proposed a 

definition of caregiving as the behavioral expression of 

one's commitment to the welfare of another. While the 



literature is replete with caregiving studies, a clear 

definition of the concept of caregiving is lacking and in 

most studies the concept has not been.defined at all. This 

conceptual ambiguity or lack of conceptualization has 

resulted in difficulty comparing and relating findings. 

Caregiving in one study may have an entirely different 

meaning from that of another. In many ways caregiving has 

become a ambiguous term with unclear meaning. 

Negative Effects of·caregiving 
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A large portion of the caregiving literature is devoted 

to studies_ ot the negative aspects of ·the phenomenon of 

caregiving. The outcome~ of family caregiving for elders 

have been studied extensi1e1y with regard to.th~ negative 

effects .on the caregiver, referred to as "burden" .. Risk 

factors contributing to "burden" have been .studied as well 

as identification-of who primary caregivers tend to.be and 

how they are affected by the process. Just as conceptual 

ambiguity exist in.defining caregiving, the literature 

reveals a lack of clear definition, as well as linkage 

between conceptualization and._ operationalization, of 

caregiver burden. 

Early on, caregiver burden was defined in very.broad 

term~ as "any" costs to the family (Grad & Sainsburg, 1963). 

The concept was then modified by separating objective 

measures of burden, including events and caregiving 

activities, from subjective measures of feelings such as 
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attitudes and emotions (Hoenig & Hamilton, 1966). A 1983 

comprehensive review of the caregiving literature by Clark 

and Rakowski (1983),· identified 45 different baregiving 

tasks. Paulshock and-Deimling (1984) conducted a study aimed 

at clarifying· the concept by operationalizing the 

measurement of burde.n through subjective interpretations by 

caregivers. of the elderly. They found the concept to be 

defined and measured differently in virtually every study 

reviewed. Defining and measurement variations included 

emotional costs-of embarrassment, which can accompany role 

reversals, role ov~rload, physical he~l~h deterioration of 

the caregiver, financial difficulties and lack of social or 

family support. 

Bower's (1987) grounded theory based study of 

intergenerational caregiving demonstrated how 

reconceptualizing caregiving activities as having purpose, 

rather than being tasks, more accurately represents the 

experience, work, and stress of caregiving. Miller and 

colleagues (1991), in another theoretically based study, 

using the psychosocial-stress framework, distinguished two 

dimensions of caregiver burden as (a) personal burd~n; those· 

problems perceived by the caregiver as imposing on personal 

activities,· and (b) interpersonal burden; problems within 

the dyadic relationship as perceived by the caregiver. 

Braithwaite, (1992) in a more recent study of a needs

based conceptualization of caregiver burden, recognized 
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inconsistencies similar to those set forth in this 

literature review. In an effort to provide more clearly 

defined theoretical boundaries and render the concept more 

practically measurable, she defined caregiver burden in 

terms of frustration of basic needs arising from five 

characteristics of family care for the frail elderly. These 

included (a) awareness of degeneration, (b) 

unpredictabilitt, (c)· time constraints, (d) the caregiver

care receiver relationship, and (e) lack .of choice. These 

characteristics are seen as the·· contributing factors to 

caregiver burden. Future caregiving researchers may find. 

this conceptualization helpful in guiding th~_ study of 

families providing elder-care. 

Negative consequences of caregiving for the caregiver 

of the elder which have been consistent_ly documented by · 

researchers include role strain, lack of personal time, 

declining physical and mental health, social isolation, 

depression, interruption of competing r.elationships, and 

reduced-employment (Archbold et ·al., 1990; Baines, 1984; 

Fink, 1995; Paulshock & Deimling, 1984). Biody (1985) 

acknowledged that family caregivers tend to view caregiving 

as a more normative process to be undertaken by families and· 

that this is particularly true of spo~se caregiver's 

perceptions. Giveri and·colleagues (1990) classified these 

caregiving responses in the following four categories: 

(a) overall negative emotional reactions including how the 
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caregiver views the situation, the future and comparison of 

self to peers, (b) role responsibilities reflecting, the 

meaning and importance of caregiving, (c) feelings of 

abandonment by other family-members and, (d) impact of 

caregiving on daily activities. 

Bull (1990) utilized triangulation of methods in a 

study of factors influencing burden and health of family 

caregivers and health of the care recipient over time. Data 
/ 

were collected imm,ediately after hospital discha,rge, again 

at two weeks, and finally two months post discharge. 

Findings included an inverse- relationship between the 

elder's physical health, caregivers physical health, and 

caregiver burden. Greater burden was associated with 

caregiver dep~ession. As social network and financia-1 status 

increased, burden decreased. These findings support those of 

other studies which have identified-social support as a 

positive influence on caregiving outcomes (Bunting, 1989; 

Lindgren, 1990; Norbeck, Chaftez, Skodal-Wilson, & Weiss, 

1991; Pallett, 1990). 

A number of studies of caregiver burden have included 

some investi9ation of- the impact of caregiving on roles 

within families of the elderly. These ,studies focus on th~ 

primary caregiver.for -the elder, or the reJ._aticmship between 
. , 

caregiver and care receiver (Horowitz, 1985; Pearl.in et.al., 

1990; Soldo & Myllyluoma, 198-3;' Stoller & Pugliesi, 1989). 
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Stoller and Pugliesi (1989), in a two phase 

longitudinal study, examined the impact of multiple roles on 

caregivers (H = 173) of elderly·family members over time. 

Personal intervi~ws were conducted first in 1979 and again 

seven years later. By the second phase of data collection, 

34 percent of the original subjects has died and 5 percent 

had been institutionalized. This resulted in a 90.9 percent 

1 
response rate for Time Two. Data from Time Two in_terviews 

were reported by Stoller and Pugliesi (1989). 

The sample included individuals age 72 to 84. Two 

thirds of· respondents were women, about half (50.9%) of whom 

were widowed, 44.1 percent were married, 4.2 percent had 

never married, and 0.8 percent were divorced or separated. 

The researchers reported that while large role conunftments 

of caregiving contributed to burden, other roles, 

particularly those outside the family, enhanced caregiver 

well-being. Satisfactions·of-expressed_ affection, fulfilling 

obligations, or contributing to the eider's quality of life,, 

outweighed burd~n. These researchers noted however, that as 

caregiving requirements increased, role satisfaction 

decreased. Investigators of caregivers of family members 

with Alzheimer's disease (Kuhlman et al., 1991; Pratt et 

al., 1985; Wright, 1994) and dementia (Cossette, Levesque, & 

Laurin, 1995; Neundorfer, 1991; Robinson, 1989) reported 

similar findings as the caregiving role expanded to occupy 

and.strain all role relationships. 



Positive Effects of Caregiving 

Limited research has addres~ed positive effects of 

caregiving. Stoller & Pugliesi's 1989 study of multiple 

roles of caregivers found expressed affection from the 

elder, fulfilling obligations, a~d contributin~ to the 

elder•s quality of life, outweighed burden. Self 

satisf~ction, feelings of mutuality, and valuing the 
~ 

caregiving situation, have been identified as caregiving 
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effects which may serve to buffer caregiving stress. Factors 

identified as enhancing ca~e~iving~nclude social support 

(Bull, 1990; Lindgren,1990; Norbeck et al., 1991; Pallett, 

1990) increased financial status, and improved health status 

of.the elder and caregiver (Bull, 1990) • 

. The Caregiver~care Receiver·Relationship 

studies indicate that all groups of family caregivers, 

be they adult daughters, spouses, or others, share certain 

common caregiving experiences. Generally, adult daughters 

and spouse caregivers are those dyad members who share the 

strongest relational.bonds with their elder care receivers. 

Research investigating the quality of these relationships. is 

virtually nonexi~tent. One study by Scharlach (1987) was 

found to examine caregiving relationships from a dyadic 

perspective using data~from 40 middle aged women and 24 of 

their care receiving mothers. The investigators correlated 

daughters' ratings of relationship quality with the 

variables of assistance provided, role overload, role· 
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inadequacy, employment status, and parenting. Those 

daughters reporting greater role strain reported poorer 

quality in their mother-daughter relationships. This study 

however, did not- examine mothers' ratings of the mother

daughter relationship but rather on a 3-point scale asked 

mothers to rate their current levels of happiness and to 

indicate how often they felt lonely. These responses serve 

as measures of psychological_ well-beipg. A correlation 

between scores of mothers' psychological well-being and 

daughters' rating of relationsh_ip quality indicated that 

when the mother had a higher measure of. psychological well~ 

being, her daughter tended to report better relationship 

quality(~= .53). Multiple regression analysis indicated· 

that daughters'_ rating of quality of the mother-daughter 

relationship did not contribute ·signif'icantly to mothers' 

psychological well-being (Scharlach, 1987). 

One qualitative researcher seeking an in-depth analysis 

of the int~rplay of perceptions and behaviors of individuals 

and between mother~daughter dyads, used a phenomenological 

research approach (Scott, 1993). Seven mother-daughter 

caregiving dyads were interviewed. All of the older mothers 

ages 64 to 90 were widows enrolled in an adult day care 

program and all of the caregiving daughters were between the 

ages of 42 and_68 years. Four of the daughters were married, 

five worked full-time, one worked part-time, and one was 

retired. The dyads had coresided from 1 to 7.5 years. Each 
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dyad was interviewed twice and asked to describe their world 

of lived experience. Through in-depth analysis of 

transcribed interviews, three-major themes surrounding the 

importance of day care to the caregiving relationship 

emerged for caregivers and care.receivers~ The importance of 

adult day care 'for the older mothers emerged as three 

themes; enrichment of socfal world, physical and 

psychological safety, and assistance to caregivers. For the 

daughters, three emerging themes of personal meaning of 

their mother's day care included time for self, relief from 

worry, and delay of nursing home placement. 

Upon examining dyadic interactions, Scott further 

proposed a relationship model of circular victimization in 

which the mother and daughter reflationship negatively 

impacted o~ burdened not only the caregiver but the older_ 

care receiver as well. Daughters exhibited paternalistic and 

"over-functioning behavior" resulting in mothers under

functioning and feelings of incompetence and powerlessness. 

This exchange precipi~ated dependency behaviors and 

perpetuated the cycle of victimization. Daughters and 

mothers "compelled to· function in culturally prescribed 

roles, remained in social imbalance and often held the other 

member responsible for their misery" (Scott, 1993; p. 243). 

These findings with regard to societal expectations of 

daughters providing care and mothers accepting dependency 

when neither is warranted, have significant implications for 



those assisting'~-mother-daughter caregi ving dyads. These 

insights will enable hea)..th care provi"ders to better 

understand and provide more informed,recommendations 

concerning the caregi~ing relationship and.concurrent 

behavior -in certain ca~egiving situations. 
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The need for distinguishing gender and the-kinship 

relationship between.members of the caregiving dyad as 

indicators of caregiving burden has been documented_(Young & 

Kahana, 1989; · Zar-it et al., ·1986). While this is indicative 

of some -of the changes which may occur --within- the c~regiving 

relationship, they do not explore the impact of the dyadic 

relationship• ~n health outcomes for both dyad members. No 

studies were found to examine this perspective except in 

spousal relationships when the care recipient has 

Alzheimer's Disease (Wright,· 1991; 1994b). 

Studies of the dynamics of the elder-caregiver 

relationship, including both members of the caregiving dyad, 

have not ·been forthcoming. Phillips (1989) explained that 

because the dyad.is the fundamental interacting unit of 

caregiving it must be studied as such. This is further 

supported by Pallett's (1990) explanation that both the 

recipi~nt and provider of care bring a history of 

interactions to the caregiving situation which may enhance 

or impede the process. As a result, not only does the type 

of relationship deserve consideration but the quality of the 

relationship must also be examined. 
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Pohl, Boyd, Liang, and Given (1995) in a recent study 

of the transition's of the first thre~ months of caregiving, 

analyzed the· impact of the mother-daughter relationship on 

caregiving commitment using data drawn from a National 

Institute on Aging supported proj~ct. Caregiving daughters 

-were interviewed by telephone_2 to 4 weeks and again prior 

to 3 months after caregiving began. Telephone interviews and 

-mailed, self-completed questionnaires were used. Mother

daug~ter attachment, conflict, and affective commitment were 

measured using three likert-type scales completed by the 

caregiving daughters as part of a mailed questionnaire. The 

investigators surveyed. o·n1y the caregiving daughters 

obtaining their perceptions of attacnment within the mother

daU:gp.ter relationship. Once·again this excluded_the elder 

care receiver's perc¢:ptions from ~he study. Findings 

suggested that quality of the mother-daughter relationship 

influenced -commitment to caregiving_. Mother-daughter 

attachment was found to predict the amount of time spent by 

the caregiving daughter on caregiving. "Suddenness and 

severity" of the care.receiver's problems or needs were 

related to positive caregiver perceptions of caregiving· 

{Pohl et al., 1995). These researchers noted the need for 

longitudinal studies to determine the stability of this 

relationship over time particularly considering caregiving 

relationships often last· for many years. ·Although mother

daughter relationships were reported to be a strong 
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predictor of commitment to caregiving, the 'limitation of 

examining a dyadic relationship from the perspective of only 

one dyad member is noteworthy. 

A content analysis of the problems experienced by 

caregiving daughters and daughters-in-law in counseling for 

family caregivers of the elderly (N = 51)· was completed by 

Smith and colleagues, (1991). During eight weekly one-hour 

counseling sessions, caregivers identified problems they 

were concerned about related to caregiving. Content analysis 

revealed 14 mutually exclusive categories of problems, one 

of which was quality of the relationship with the elder. 

This is noteworthy given that poor caregiver dyadic 

relationships are believed to be highly associated with 

caregiver burden (Johnson & Catalano, 1983; Scharlach, 

1987). 

The limitations of these studies included examining 

negative effects of family caregiving for elders. Cantor 

.(1983), in a descriptive study of caregiver strain, found 

that 70% ~f family caregivers of frail elders (N = 111) 

reported feeling "very close to the elder" while only 60% of 

spouses and 53% of adult children reported getting along

well with the elder. Smith and colleagues (1991) noted that 

while dysfunctional caregiver-elder relationship~ may be 

common, if they result from long-standing conflicts.they may 

not be identified by the dyad as resulting from the 

caregiving process. 
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Reciprocity 

Reciprocity within the context of caregiving represents 

the bidirectional flow of give and take between caregiver 

and care receiver (Rook, 1985). This concept has recently 

received increasing research consideration in studies of 

caregiving for the elderly. Most research has examined 

reciprocity between caregiver and care receiver as a_process 

affecting the caregiving situation. Studies of ·reciprocity 

based on perceptions of both members of caregiving dyads 

have only begun to surface in the literature. 

Stevens (1992), in a recent study of 

noninstitutionalized older adults (N = 108), examined 

reciprocity in the giving and_ receiving o~ familial support. 

A four item scale called "Reciprocity in Family Support" was 

used to measure quality of involvement-with family members 

(reciprocity) and the Life Satisfaction Index-z was used to 

measure life satisfaction. 

The reciprocity_~cale u~ed. iri this study taps older 

adult's perceptions of the exchange of both expressive and 

instrumental social supper~ within the family system. Two· of 

the.four items inquire about how often ·in the past six 

months one has given and received affection within the 

family. The remaining two items ask the same regarding the 

giving and receiving qf assistance within the family. 

Content validity was accomplished-through a- panel of experts 

in gerontology and criterion related validity was 
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demonstrated by comparing data with information from outside 

sources. Test-retest reliability was reported at .70. 

The Life Satisfaction Index-z is an 18-item scale has 

demonstrated reliability and validity with older adults 

(Neugarten, Havi9hurst, & Tobin, 1961). An example of the 

items is "I am as happy as when I was -younger." Descriptive 

analysis and exploratory analyses using chi square ahd 

Pearson correlations were performed. Multiple regression 

analysis was used to determine the effect of reciprocity on·. 

later life satisfaction, controlling for health, agei and 

community involvement. 

Findings included 73% of subjects indicating moderate 

to high perceived reciprocity within their families. A 

positive ·association between perceived reciprocity and life· 

satisfaction was found. The correlation coefficient was .28 

(R < .01) indicating 7.55 % of the variance was explained by 

reciprocit_y. A positive association was also established 

between the role of _giving and· late life satisfaction 

(~ = .26, R < .05) indicating that 6.66% of the variance in 

life satisfaction was explained by giving support.· Giving of 

, instrumental support (i.e. , household tasks or money) . 

contributed to life satisfaction as well (~ = .27, R < .01) 

and explained 7.43% of the variance. 

These results indicate that through a reciprocal 

process, not merely receiving support, older individuals can 

continue to enjoy life satisfaction in .later years. The 



importance of recognizing the contributions older family 

members c~n make, and the role of giving as well as 

receiving quality in a give and take relationship, is 

supported by these findings (Stevens, 1992). 

summary 

There has been criticism regarding the lack of 

caregiving studies that have examined caregiving from the 

perspectives of both members of the caregiving dyad. 

Studies have only recently begun to acknowledge and delve 

into the interrelational aspects of dyadic_caregiving. 
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-Characteristics of both caregiver and care receiver have 

been examined separately with regard to effects on the 

caregiving relationship but little consideration for how 

these characteristics covary in models of dyadic caregiving 

relationships is evident in the literature. studies of 

reciprocity as a measµre of quality of the caregiving 

relationship have been limited; however, existing research 

points toward the importance of research understanding the 

outcomes· of fami~y caregiving· for :,the elderly. 



. CHAPTER III: Method 

The purpose of this study was.·to ex~mine predictors of 

qua·lity of the caregiving relationship from a dyadic 

perspective. Quality of the caregiving relationship was 

measured as caregiver and care receiver perceived. 

reciprocity, level of dyadic congruence of perceived 

reciprocity, and combined perceived reciprocity of the· 

caregiver and care receiver. Independent variables examined 

were, length of time in the caregiving relationship, and 

social, econ6mic, physical, emotional, and ftinctional health 

variations of the caregiving dyad. Descriptive data from 

open-ended questions were used to examine the positive and 

negative aspects of caregiving as perceived by the caregiver 

and the elder care-receiver. 

This section contains information regarding sample 

selection and composition, protect~on of human subjects, 

measurement of concepts, data collection procedures, and 

research questions. Results of pilot work for this study are 

also explained. 

study Design 

A cross-sectional descriptive correlational design was 

used to investigate the relationships among variables in 

this study. The purpose of a descriptive correlational 
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design is the examination of relationships existing in a 

given situation (Burns & Grove, 1993). In this study,·the 

relationships between quality.of the dyadic caregiving 

relationship and social resources, economic resources, and 

physical, emotional, and functional health 6f the dyad were 

examined. Data collection was accomplished through semi

structured interviews with both members· of the caregiving 

dyad. 

Recruitment of sample 

Dyads composing the sample for this study consisted of 

community dwelling, cognitively intact care receivers, age 

60 and over, and their spouse or adult daughter/daughter-in

law caregi~ers. ~hese study criteria were established to 

enhance.va-lidity of data from both dyad :members. This cannot 

be accomplished with dy_ads wherein one ·individual is 

demented or cognitively impaired. This problem has been 

identified as an underlying reason for lack of research 

including perceptions of elderly-care·receivers (O'Neil & 

Sorensen, 1991)~ 

Purposive sampling (Kerlinger, 1986) was used in this 

study. Caregiving dyads were recruited through a large 

physicians' clinic with over 50 affiliated. physicians 

serving a seven county area of west central Georgia and -east 

central Alabama. The physicians at the clinic were contacted 

in person by the investigator. A~ that time the study 

protocol was explained and study criteria were delineate~. 
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Access to the clinic. patient population was granted at that 

time. Clinic staff agreed to identify potential dyads who 

were contacted initially by ph6ne by the_investigator. A 

brief description,of the study and interview procedure was 

provided at that time~ 

Participants included family caregiving dyads in which 

the care recipient was age 60 or over and identified. a 

spouse or adult daughter or daughter-in-law as primar~ 

caregiver. The care recipient required at least intermittent 

assistance from the caregiver with two or more ADLs 

(activities of daily living; ie. walking, bathing, and meal 

preparation) an~_had contact with that caregiver a minimum 

of three times per week. Criteria for eligibility further· 

included.that subjects 'be cognitively-intact as evidenced by 

scores on the Blessed Dementia Rating Scale and that they be 

comm.unity dwelling and not institutionalized. Dyads 

including care receivers with a diagnosed terminal illness 

·were not iric_luded .in the sample in an effort .to avoid 

confounding iss~es. unique to anticipatory grieving and care 

of a dying loved one. 

The Interview Situation 

Dyads who agreed ·to participate in the study were 

interviewed concerning their caregiving relationship, health 

status, and social and economic=resources·. One hour face-to

face interviews were ._conducted at a ·locatipn mutually agreed 

upon by the dyad and the investigator. This•was either the 



home of the eld~r~y care recipient and/or the caregiver. 

Conducting in-home interviews took into consideration 

frailty, fatigue, and disability, any and all of which can 

characterize an elderly sample. If desired by the dyad, 

however, ·interviews could have been conducted in a private 

waiting room at the physician's clinic at the time. of a 

scheduled visit. 

71 

At the beginning of each interview the study purpose 

was explained and participants were given the opportunity to 

ask questions. Informed consent was obtained at this time. 

During the collection of data related to demographics, 

health, social.resoure.es, arid economic resources, dyads were 

interviewe4· together. When questions· 
1 
regarding. the 

.caregiving' relationship were asked, the caregiver and care 

receiver were interviewed. separately. 

Protection of Human subjects 

Human assurance approval was obtained.from The Medical 

College of-Georgia's Human Assurance _conunittee·prior to data 

collection. Notification of approval was forwarded to all 

physicians granting access to their patients as potential 

subjects. 

Potential subjects identified through the physician's 

clinic were contacted by phone by the investigator who then 

provided a. brief description of the study and interview 

procedure. It was explained that subjects had been invited 

to participate in the study because they were members of an 
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elder caregiving dyad. It was explained that participation 

was voluntary and that anonymity and confidentiality would 

be protected. The study protocol was reviewed once more. 

Subjects were asked to participate. Those subjects agreeing 

to participate were informed that they would be interviewed 

in a mutually agreed upon location, possibly the home of the 

elder care-receiver or caregiver by the investigator at a 

convenient and mutually agreed upon time. Subjects were 

asked to read, or have read to them, and·sign an informed 

consent form, a copy of whidh was left with each dyad (see· 

Appendixes A and B). The informed consent forms contained 

information describing the selection process, the nature of 

the study, and the nature of their participation. 

·At _the onset of the study as part of the interview 

process, subjects were asked to respond to open ended 

questions soliciting their descriptions of the positive and 

negative aspects of caregiving. It was explained that those 

responses would be tape recorded to facilitate complete and 

_accurate descriptions of the caregiving perceptions and 

experiences. 

Upon completion of 10 interviews the decision was made 

to terminate tape recording. This, decision was reached based 

-upon_investigator observations of subject~•.reluctance to 

openly express themselves while being tape, recorded. On 

several occasions when the interviews were concluding as the 

tape recorder was turned off, subjects stated "Now that the 
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recorder is off I'll tell you this ••.• 11 and meaningful 

disclosure ensued. Permission to delete tape ~ecording from 

the study interview protocol was granted by The Medical 

College of Georgia's Human Assurance Committee and revised 

caregiver and care receiver informed consent forms were used 

for the remainder of the study (see Appendi~es c and D). 

Operationalization and Measurementof Variables 

The vari9-bles measured_in this study included quality 

of the caregiiing_~ei~ti6nship, physicil health, mental 

health, acti✓ities of daily iiving- (AOL), social resources, 

econom~c resouices, and time in the caregiving relationship. 
. . . 

· The following sections contain information regarding the 

instruments used to measure each study variable. 

Instrumentation 

Demographic-measures. ·Data were collected on a.number 

of sociodemographic characteristics of both members-of· 

caregiving dyads. Using a caregiving dyad information form 

developed by the investtgator (Appendix E), age, race, 

gender, marital.status, number of children, and education 

were assessed. Additional items included questions regarding 

when caregiving began, whether or· not the dyad lived 

together and, if not-, how far apart they lived. Dyads were 

also asked whether or not others took part in caregiving. If 

others were involved in caregiving they were indicated on 

the form according to their relationship to the care 

receiver. 
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Social resources. Social resources were measured for 

caregivers and care receivers in this study using a 9 item 

social resources subscale from the Older Americans Resources 

and Services Survey (OARS) Multidimensional Functional 

Assessment Questionnaire (see Appendix F) · (Pfieffer, 1975: 

Fillenbaum, 198 18). Social resources as measured by this 

instrument are conceptualized as "the extent and perceived 

adequacy of social contacts with friends and family" 
. . 

(Fillenbaum,. 1988, ·p.8). -The social resources items ·assess 

marital status, living arrahcjements, contact with others, 

presence of a confidant, perceived loneliness,· and 

availability of help in time of need. 

The entire-questionnaire was developed by Duke 

University to assess the overall functional status and 

service use .of older adults from a multidimensional 

functional approach. In dealing with elderly population~, a 

functional approach is preferred over a diagnostic approach 

because diagnosis, although important, does n·ot indicate 

personal level of independence or outcome (Fillenbaum, 

1988). The questionnaire· provides information from five 

functional areas: social, economic, mental and physical 

health, and activities of daily living. 

The OARS questionnaire has well established reliability· 

and validity and has been used with large samples of 

community residing elderly ·(Fillenbaum, 1988). Cronbach's 

alpha has been reported at .76 (Badger, 1993) which is 
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considered satisfactory ~onsidering the length of th~ scale 

(Nunnally, 1978). Construct validity has been examined and a 

significant.relationship (X = .70) ·re~orted·between the 

social resources subscale and Weinert•s· (1987) Personal 

Resources Questionnaire: Part 2 (Badger, 1993). 

According to Fillenbaum (personal communication, 1996), 

responses to items on the social ,resources subscale are 

assessed and rated. collectively by the investigator on a

scale of 1 to 6~. A rating of 1 on the scale indicates 

·excellent social resources wherein social relationships are 

very satisfying _and at least one person would take care of 
) 

the subject indefinitely. A rating of 6 indicates that the 

individual is totally socially impaired with few·and 

unsatisfactory social relationships and with no one 

available to provide any care. To assure reliability of the 

scoring of social resources, completed scales from 30% (30 

dyads) of the study sample were randomly selected from the 

total sample.and.their.responses on social resource items. 

were rated ·by tbe investigator and a doctorally prepared 

nurse. interrater-reliability for the ~ocial resources 

rating was .96~ 

Economic resources. Four items from the OARS economic. 

resources subscale were used to measure economic resources 

of the dyad (see Appendix G). Conceptually, these items 

relate to subjectively assessed income adequacy (Fillenbaum, 

1988). 
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The first item asks how well you are doing financially 

compared to other people your own age. The next asks how 

well the money you have meets your needs. The final two 

items ask if you have enough money to buy "little extras" 

and if you feel you will have enough money to-meet your 

future needs. A reliability coefficient for the entire 

economic resources subscale has been reported at .86 

(Fillenbaum, 1988). Cronbach's Alpha for the four items used 

in this study sample was .73. 

In addition, dyads wer~ ~sked to indicate their monthly 

income on a scale ranging from less than $870 (poverty 

level) up to $3,800 or more, _at $500 increments. Dyads were 

also be asked to estimate how much out-of-pocket money per 

month they·spent on caregiving. These items.served to elicit 

how financial resources match financial need._ 

Physical health. Physical health was measured using the 

eight item Multilevel Assessment Inventory (MAI) (see 

Appendix H) (Lawton, Moss, Fulcomer, & Kleban, 1982; 

Weinberger et al., 1986). The MAI is a well validated brief· 

self-report rating of general health. Items include self 

assessment of overall health; how much health problems 

interfere with desired activities; number of physician 
. ' 

visits in the· past year; number _o_f hospital days in the past 

_year; whether one has heart or circulatory problems; whether 

one uses a wheel chair; and number of Inedicat-ions taken each 

day. A minimum score of a.indicates very poor physical 
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health while a maximum score of 27 indicates excellent 

health. Criterion related validity of the scale when 

compared to other·self-report rating scales of physical 

health has been reported as .79. Cronbach's alpha has been 

reported_as .74. Cronbach's alpha for this study sample was 

high at .81. 

Emotional health. Emotional health was measured using 

the Blessed Dementia Rating Scale (Blessed, Tomlinson, & 

Roth, 1968) and Philadelphia's Center for Epidemiologic 

studies Depression Scale (ci§-o) (Radloff, 1977). Both 

instruments have been widely used with aging populations. 

The Blessed Dementia Rating Scale (see Appendix I) is 

an 11 item instrument used to evaluate memory from one day 

to the next. It is designed to measure cognitive tasks 

involving everyday activities such as finding one's way 

around, or recalling recent events, and performance of· 

observable activities including eating, dressing, and 

toileting. Data is obtained with this instrument from a 

close relative or friend of.the individual who knows about 

the person's performance of these activities over the past 6 

·. months. 

Eight of the 11 items relate to memory and the 

performance of daily activities. These include items from

"ability to cope with small sums of money" to "ability to 

find way about indoors." These items are scored on a scale 

of no loss of ability (0), some loss of ability (0.5}, and 
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severe loss of ability (1). The three remaining items assess 

eating, dressing, and toileting habits. Possible scores 

range from Oto 3 with higher scores indicating the need for 

maximum assistance. Summation of all item scores produces a 

scale score ranging from o to 17. A. higher score indicates 

increased cognitive impairment. 

The Blessed Dementia Scale was originally validated 

against postmortem neuropathological findings of ind~viduals 

wit~ a prior diagnosis of clinical d~mentia (Blessed, et 

al., 1968). Mean dementia scores were correlated with mean 

number of senile plaques yielding a correlation of .77 which 

was highly statis~ically significant (R < .00l)e 

One advantages of this scale over other cognitive 

assessment instruments is that it is not educationally· 

bound. Therefore, the Blessed Dementia Scale does not 

exclude uneducated subjects. The scale was used in this 

study as the screening criteria for selective inclusion of 

cognitively intact care receivers. 

The CES-D Scale (see Appendix J) is a 20-item·self~ 

report scale which is used to_ measure general depressive 

symptomatology currently being experienced (Radloff, 1977). 

The instrument has been widely used in research on community 

dwelling populations with depression including the elderly 

(Husaini, Neff, Harrington, H~ghes, & Stone, 1980; Krause, 

1986; Pruncho·, Kleban, Michaels, & Dempsey, 1~90). Item 

responses indicative of depression are scored on a scale 
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including_"rarely or none of the time" (O), "some or little 

of the time" (1), "a lot of the time" (2), and_ "most or all 

of the time: (3). Higher scores on the scale indicate 

greater depression. A score.of 16 or higher has been 

recommended as· reflective of the level .. of depression 

associated with a depressive disorder~ However, 20 is 

recommended as a score appropriate for differentiating 

depressive symptomatology in older persons (Robinson, 1989). 

The Instrument's utility as a screening tool has been well 

documented through_validatioh ~ith clinical ratings of 

depression (Hertzog, Van Alstine, Usala, Hultsch, & Dixon, 

1990). ~Estimates of internal consistency of the CES-D Scale 

have been reported with coefficient alpha .90 and the 

Spearman"'.""Brown, split halves method • 85. Cronbach' s _alpha 

for the present sample was .78. 

Developed from an item pool from previously validated 

depression scales,. the CES-D Scale was widely field tested 

with large samples including using the scale in face to face 

interviews, mailed surveys, and test-retesting. 

Subsequently, factor analysis was used by Radloff (1977) to 

estab1ish a four factor model including depressive affect, 

well-being, somatic, and interpersonal factors. This was 

later validated through Confirmatory Factor Analysis by 

Hertzog et al. (1990). 

Functional health. Functional health refers to the 

ability to perform activities of daily living (AOL's). The 
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ADL subscale of the OARS was used to measure care receiver 

functional health (see Appendix K). The scale includes items 

that address both instrumental activities of daily living 

(IADL) and physical activities of daily living {PADL). IADL 

include questions r~garding functional ability to use.a 

telephone, go places, prepare meals, do housework, take 

medicine, and handle money. On each item, possible responses 

include without help, with some help, and completely unable. 

The PADL items include questions regarding functional 

ability to eat, dress and groom walk, get in and out of bed, 

bathe and toilet. The final item asks if there is someone to 

help with ADL and if so, who and what is ·your relationship. 

The validity of the.OARS ADL subscale is supported by 

good correlations with clinical assessments (Fillenbaum, 

1988; Kane & Kane, 1981). Interrater _reliability has been 

reported at .87 (Fillenbaum & Smyer, 1981). Internal 

consistency reliability for the ADL subscale in this study 

was .88. 

Quality of the caregiving relationship. In an effort to 

construct a valid and reliable measure of quality of the 

caregiving relationship, Carruth-(1993) developed the 
. ' 

Caregiver-Reciprocity Scale (CRS) (see Appendix L). The 

instrument was designed to measure adult children.• s 

perspectives of caring for elderly parents. A revision of 

the tool was utilized in this study to measure quality of 

the caregiving reiationship from the dyadfc·perspective. 
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Grounded in social exchange.and equity theory the 

concept of reciprocity as identified by a review. of the' 

literature encompassed two overriding themes .. These included 

perceived value attributed to ·exchanges between caregiver 

and care receiver and perceived balance of fairness in 

giving and receiving valued exchanges. Within _these themes 

of valued and balanced exchanges, the following four 

dimensions of caregiver reciprocity emerged: (1) warmth and 

regard, (b) intrinsic rewards of giving, (c) love and 

affection, and (d) balance within family caregiving. 

Consisting of·the 22 items•within four sub-scales refiective 

of the ·four dimensions, the CRS was constructed using 

statements reflecting specific exchanges within the 

caregiving·context. Caregiver respondents are ~~ked to rate 

the extent to which they agreed or disagreed· with the 

statement on a 5-point Likert format. Following Carruth's 
. . 

(1993) work, an overall reciprocity score·was obtained by 

summing the 22 items as four sub-scale scores. Higher scores 

reflect a higher degree of perceived reciprocity. 

The nine items on the "warmth and regard" subscale 

reflect the expression of some degree of regard, ·commitment, 

or respect between caregiver and care receiver. One item on 

the subscale is "My parent [in-law] and I are-considerate of 

each other's feelings." Warmth and regard subscale items 

reflect values of caring and concern which may play a role 
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in the satisfaction derived from the caregiving relationship 

itself (Carruth, 1996). 

The "intrinsic rewards of giving" subscale contains· 
. . ' . 

five items reflective of satisfaction of giving within the 

caregiving relationship. One example is the item "Shar.j.ng 

back and forth with my parent [in-law] is important t6 me." 

The four item "love and affection" subscale includes 

items such as· "My parent [in-law] appreciates·me". These 

items relate to closeness between the two members of the 

caregiving dyad. 

"Balance within family caregiving", the final four item 

subscale, is composed of items concerning perceptions of how 

evenly shared or balanced caregiving is within the family 

unit.. Items include "Members of my family appreciate each 

other" and "There is a balance between what I do for my 

family and what they do for me." 

Content validity was assessed using two panels of 

experts in instrumentation and.9erontological nursing. 

Initially 10 experts reviewed 50 items utilizing Lynn's 

(1986) content validity assessment criteria. Although 
I 

consensus for the concept of reciprocity existed, items were 

rewritten to better reflect originally conceptualized sub

scales. A second panel of eight experts examined the revised 

35 item instrument. All items were judged to reflect 

caregiver recipro"city; however, three were deleted for low 

Content Validity Index (CVI) scores of less than 0.8. 
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. Following instrument pilot testing with a sample of 303 

supjects, content validity of .the CRS was further 

investigated using exploratory and confirmatory factor 

analyses. Classical factor analysis with orthogonal 

(Varimax) rotation was.utilized to select a four-factor 

solution as the best factor structure. The four factor 

solution accounted for 62.9%· of the variance with each 

factor eigenvalue reported at 6.0, 3.3, 3.0, and 2.9 

respectively~ Confirmatory factor analysis was used 

subsequently to determine fit between the 4 factor model and 

the data. 

A goodness-of-fit index for the. model was .88. Results 

close to 1 are indicative of a good fit. Further support for 

the model was a Tucker Lewis Measure reported at .95 

~xceeding the recommended level of .90 and a normed chi~ 

square (chi square/degrees of freedom) of 1.45 with 1.0 to 

2.0 recommended. 

Convergent and discriminant validity were established 

using confirmatory factor analysis. Factor loadings, 

composite reliability, average variance extracted by each 

construct, and t values were used to assess convergent 

validity. Factor loadings of all items on the four factors 

exceeded .50. Composite reliabilities exceeding .70 for all 

construc~s further indicated that items·were sufficiently 

representing the constructs. Approximate_~ values for··all 
~ 

items exceeded the accepted 2.0 level for statistical 



significance and ranged from 6.171 to 13.062 (2 < .01) . . 

indicating support for convergent validity of the items in 

each factor. 
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Comparisons of squared correlations· for each construct 

and variance extracted estimates further supported 

convergent validity. Between factor correlations were .used 

to assess discriminant validity. None of the factor pairs 

included 1.0. Test-retest was ·completed with 35 subjects at 

a two week interval to deter~ine stability of the CRS ov~r 

time. Pearson correlation coefficients were .70 (warmth and 

regard), .69 (intrinsic rewards of giving), .88 (love and 

affection), and .58 (balance within family caregiving).· 

Paired t-tests resulted in low and nonsignificant t values 

indicating that.test-retest scores were not significantly 

different. Internal consistency reliability for the CRS sub

scales was high as indicated.by Cronbach's alphas of .89 

(warmth and regard), .82 (intrinsic rewards.of giving), .86 

(love and affection), artd .78 (balance within family 

caregiving) . Although the CRS is a newly developed·._ 

instrument, early support for validity has been 

-demonstrated. 

Because the CRS was developed for use ·exclusively with 

adult child caregivers, and the intent of this. study was to 

examine a dyadic. perspective of caregiving, a revised 

version of the scale for use with both members of the 

caregiving dyad (see Appendix M) was pilot tested. Without 
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conceptually altering item content, _items were rewritten by 

the investigator to apply to the ~are receiver as well as 

the caregiver. For example, an item on the love and 

affection subscale which read "My parent [in-law] 

appreciates me" was revised to read "My 

appreciates me." This allowed the insertion of the 

caregiver or care receiver's dyad partner, regardless of 

filial relationship. Items which were-judged by a panel of 

experts to be restricted to the "present, 11 ·and therefore 

non-applicable to some elder care receivers with recent 

declines in functional status, were rewritten to permit 

reflection and incorporation of past experiences or 

perceptions. For example, on the-intrinsic rewards of giving 

sub-scale,-the item "!,enjoy being able to arrange a special 

treat for my parent [in-law]" was revised to ·read "I enjoy/I 

have enjoyed in th~-past bein~ able to arrange a special 

treat for my ________ _ " The interviewer could then 
. . 

circle either the present or past option and fill in the· 

blank with the ~orrect family relative, ie. mother.·A 

nonapplicable option (~/a) was added to the response options 

for each item. This option would permit subjects to respond 

accurately to items that do not apply to them. 

Pilot Study-

A pilot study was'conducted to establish initial 

reliability estimates of the revised CRS and to identify 

necessary changes in the data collection procedure. Prior to 



data collection for the pilot study, Human Assurance 

Committee approval was obtained. 

· In t~is pilot study, the revised CRS was administered 

to 20 caregiving dyads. Caregiving·dyads_included elderly 

persons age 60 · and over who identified a family member..,as 
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, their primary caregiver. Care receivers required assistance 

with a minimum of two AOL's a minimum of three times per 

week. 

Subjects were recruited. through.the same physicians' . 

. clinic where subjects were recruited for the main study. The 

same procedure for the recruitment of subjects for the main 

study was carried out for the pilot study. Physicians at the 

clinic were contacted by the investigator who explained the 

study protocol and described the subject profile required 

for the pilot study. Clinic staff agreed to.identify 

potential dyads who ·were then approached by clinic staff at 

their next scheduled visit and asked to participate in a 

care·giving study. Those dyads agreeing to participate were 

then approached-by the investigator and following an 

explanation o~ the study protocol and human.assurance 

issues, those dyads giving verbal consent were interviewed. 

Each dyad member·was interviewed separately in a 

private waiting room at the clinic. The CRS was used as an 

interview schedule with the investigator verbally asking 

each i,tem. A response card listing all response options in 

large bold print was· handed to each subject at the beginning 



of· the interview. Subjects were instructed to use the 

response options to answer each item. 
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It should be noted that on the revised CRS on•items 

allowing for either present or past perceptions of 

reciprocity, the interviewer circled the indicated response. 

Care ·receivers consistently ref erred to the past· whi·le 

caregivers referred to.the present. At the completion of the 

interview, each ?,Yad was thanked for their willingness to 

participate. 

Analysis of the pilot study data was completed using_ 

the Stat.istical Analysis System _(SAS) statistical program. 

Cronbach's alpha was computed for the revised·CRS as an 

initial measure• of internal consistency for the sample of 

caregivers __ and care receivers· in the study. Internal 

consistency reliability represents the extent to which items 

go together (Ferketich,, 1990). Cronbach' s alpha f_or the 

total instrument was .82. ·Alphas for· the subscales were .79 

(warmth and regard), . 79. ( intrinsic rewards of giving)~ • 74 

( lo_ve and aff e9ti(?n) , and . 88 (balance within family 

caregivirig) _and is related to the degree of inter-item 

correlation. 

Internal consistency reliabilities foi, the Caregiving 

Reciprocity Scale data in this pilot study were high with a 

total alpha- of .88. Subscale alphas were .77 (warmth & 

regard), .84 (intrinsic rewards of giving), .80 (love and 

affection), and .79 (balance within family caregiving). 



Upon completion of the pilot testing of the ·revised 

instrument it was determined that none of the subjects in 

the pilot _study (n = 40) had utilized the nonapplicable 

(n/a) option on the Likert Scale. The decision was made to 
'-

delete the option from the scale. To reflect the dyadic 
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perspective of the newly revised scale, it was re~named the 

"Caregiving Reciprocity Scale" with permission from the 

original author. 

Hypotheses and Research Questions 

The hypotheses set forth in this study included: 

I. Caregiver perceived reciprocity will be predicted by 

_caregivers' higher social and economic resources,· better 

physical health, less depression, shorter time in the 

caregiver role, and the care receivers' better functi6nal 

and physical health and less depression. 

II. ·care rec·eiver perceived reciprocity will be predicted by. 

care receivers•· higher social and economic.resources, better 

functional and physical health, less depression~ shorter 

time in the care receive~ role, and the caregi~ers' better 

·physical health an~ less depression. 

III. There will be · a positive relat_io:i:iship between 

caregivers' and care· receivers' perceptions of reciprocity. 

IV. Dyadic perceived reciprocity will be predicted by less 

depression for both caregiver and care receiver, better care 

receiver physical and functional health, and less time in 

the caregiver/care receivei role. 



In addition to testing hypotheses with standardized 

measures, descriptiv.e data were obtained to answer the 

following r~~earch questions. 

1. What are the perceptions of elderly care receivers 

regarding their relationships with family_ caregivers? 

2. What are the-perceptions of family-caregivers regarding 

their relationships with elderly care receivers? 

3. What are.the ·characteristics of a positive caregiving 

relationship from the perspectives of both members of the 

caregiving dyad_? 
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Lead questions posed to both caregivers and care. 

receivers included: (a) -"How would_ you describe your 

caregiving relationship?," (b) "What do you like best about 

your caregiving relationship?," (c) "What do you like least 

about your caregiving relationship?," (d) "In your opinion, 

what makes a really good caregiving relationship?·," and (e) 

"If you wanted to change anything about your caregiving 

relationship, ·what would it be?" (see Appendix N). 



CHAPTER IV: DATA ANALYSIS 

This chapter contains the results of the research 

study. The sample characteristics are presented first, 

followed by exploratory analyses of the data, and testing 

and analyses of the hypotheses and research questions. 

The major dependent variable in this study'is quality 

of ·the caregiving relationship as perceived by either or 

both mernber·s of the caregivifi_~ dyad.· Four· hypotheses 

·formulated to examine the relationships between-selected 

·c~regiver and care recei~er characteristics and.quality of 

the caregiving relationship will be tested by analyzing 

pert;inent_quan~itatiye da.,ta. Relevant descriptive data will 

be analyzed for the purpose of validating and enhancing 

quantitative findings and answering research questions 

concerning the dyadic perspective of quality of the 

caregiving relationship. 

Techniques of.Analysis 

·The dyadic nature of the sample in this study, as well 

as the combined use of quantitative and qualitative methods·, 
{ / 

warranted the use of multiple techniques for data· analysis. 

The following analyses were used: 

1. Descriptive.statistics were used to describe the 

study sample and to evaluate the nature of study data. 
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2. Non-parametric chi-square analyses were used to 

compare study sub-samples. 
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3. Bivariate correlation measures were used to evaluate 

relationships among study variables. 

4. Correlations, internal reliability coefficients, and 

interrater reliability estimates were used to assess 

psychometric adequacy of newly developed or revised 

measurement instruments. 

5. Multiple regression analyses were used to estimate. 

predictors of· the majoi dependent variables. 

6.. Paired-t-tests, Pearson's Product Moment 

Correlations, and difference scores were used for 

determining congruence of caregiver and care receiver data. 

7. ·Mean scores were used to measure the level of 

dyadic perceived reciprocity. 

8. An analytic inductive technique was used to evaluate 

and extract common themes from descriptive study data. 

An alpha level of .05 was used for all statistical_ 

tests in this study. 

Sample· Characteristics 

Caregivers of 153 elderly individuals were _identified 

by phisicians and staff from a large private physicians' 

·clinic in west Georgia. Caregivers wer~ then contacted by 

phone by the investigator who explained the study and asked 

those eligible if they were will'ing to participate. Of the 

dyads successfully contacted, se~eral failed to.meet study 
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inclusion criteria. Twenty caregivers were either not family 

members or were related to the care receiver but were 

neither spouses nor daughters or daughters-in-law •. Thirteen 

caregivers chose not to be interviewed for reasons such as 

not wanting to upset or confuse their care·· receiver or not 

wanting to disclose personal information. Four care 

receivers were admitted to nursing homes and one moved into 

a personal care home prior to being contacted by the 

investigator.· Four care receivers were excluded from the 

study based on ~igh: scores dn·the Blessed Dementia Rating 

Scale indicative of _cognitive· impairment. Eleven dyads could· 

not be contacted by the investigator due to lack of 

telephone service or having reloca.ted. A summary ·of this 

accounti~g is presented in Table 1 .. The final sample. 

consisted of 100 careg,iving dyads (100 caregivers and 100 

care receivers) who met study inclusion :_criteria. 

Caregiver-care Receiver Comparisons 

Comparisons on demographi9s were made between 

caregivers and. qare receivers. Chi-square and t-tests were 

conducted to determine• if the groups. differed (see Tables 2 

& 3). Compared to care receivers, caregivers were 

significantly more often female (X2 [1] =3.91, R < .• 05); 

married (X2 [3] = 23.62, R < .0001), and currently employed 

(X2 [2] ·= 24~02, :g < .0001). There were no racial differences 

between caregivers and care receivers. 



Table 1 

Recruitment of Study Participants 

Number of Dyads 
Contacted 

Refusals 

·Dyads Not Related 
According to 
Criteria 

Care Receiver 
Institutionalized 
Prior to 
Interview 

Care Receiv~r Not 
Meeting Cognition 
Criteria 

Unsuccessful 
Telephone Contact 

Final Sample· 
(Dyads) 

Final Sample 
(Individuals) 

Spousal Parent-
Dyads Daughter/ 

(in-law) 
Dyads 

(n) (!l) 

74 59 

3 10 

0 0 

2 3 

4 0 

7 4 

58 42 

116 84 

93 

Other Total 

(!l) (n) 

20 153 

0 13 

20 20 

0 5 

0 4 

0 11 

0 100 

0 200 



Table 2 

Demographic Characteristics of Study Sample 

Variable · 

Race 
Euro-American 
African American 

Gender* 
Female 
Male 

Marital Status* 
Married 
Widowed 
Single 
Divorced 

Employment S_tatus* 
Retired 

.. Currently employed 
Unemployed 

* R < .05. 

Table 3-

Caregivers_ 
en= 100) 

77 (77.0%) 
23 (23.0%) 

75 (75.0%) 
25 (25.0%) 

83 (83.0%) 
9 (09.0%) 
4 (04.0%) 
4 (04.0%) 

74 (74.0%) 
22 (22.0%) 

4 (04.0%) 

Care Receivers 
<n = 100) 

77 (77.0%) 
23 (23.0%) 

62 (62.0%) 
38 (38.0%) 

64 (64.0%) 
35 (35.0%) 

0 
1 (0.10%) 

98 (98.0%) 
2 -(02.0%) 
0 

Demographic Characteristics of study Sample 

Variable 

Age* 
(Years) 

Length of 
Caregiving_ 
(Months) 

Education* 
(Years) 

* R < •· o5 .• 

· Caregivers 
en= 100) 

Mean 

65.98 

'83 e 40 

10.02 

Care Receivers 
<n = 100). 

Range Mean Range 

33-88 77.89 61-97 

2-444 83.40 2-444 

3-17 8.66 2-17 

94 
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_r-tests on continuous variables of age_, ed~cation, and 

length of time in the caregiving relationship revealed so~e 

demographic group differences. Compared to care receivers, 

caregivers were significantly younger (t[198] = 7.72, 12 < 
-. t ' • 

- ~ -

.001) and had more formal education (t[198] = 2.74, 12 < 

.01). There were no differences regarding length of time in 

the caregiving relationship because all caregivers and care 

receivers were reporting on their caregiving relationships 

with each other. 

Caregivers 

Seventy-five (n = 75) percent of caregivers in the 

study were female. Caregivers.were between 33 and 88 years. 

of age, with a mean age of .66 years and a median age of 67 

years. Etghty three of the care~iv~rs were married, while 17 

were either widowed~ single, or .divorced. Years of education 

ranged from 3 to 17 with a mean education of 10 years. 

Seventy-eight percent of caregivers were retired, 22% 

reported being employed either full. or part-time, and 54% 

were unemployed_and indicated caregiving as their reason for 

unemployment. 

A comparison of spouse and daughter/daughter-in-law 

caregivers is shown in Tables 4 & 5. Compared to daughter 

and daughter-in-law caregivers, spouse caregiver_s were 

significantly more often Euro American (t[98] = 2.63, 12 < 

• 05) , _'female (t[ 98] = 5. 58, 12 < • 001) , married (t[ 98] = 

5.27, 12 < .001), retired (t[98] = 4.21, 12 < .001), and 
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Table 4 

Comparison of Spouse and Daughter/Daughter-in-law Caregiver 

Demographic Variables 

Variable 

Race* 
Euro American 
African American 

Gender* 
Female 
Male 

Marital Status* 
Married 
Widowed 
Single 
Divorced 

Employment Status* 
Retired 
currently employed 
Unemployed 

Coresidence with Care 
Receiver* 

Having Children 

* R < .05. 

Caregivers 

Spouse 

en = 58) 

50 (86.2%) 
8 (13.8%) 

31 (53.4%) 
27 (46.6%) 

58 (100.0%) 
0 (00.0%) 
0 (00.0%) 
0 (00.0%) 

51 (87.9%) 
7 (12.1%) 
0 (00.0%) 

58 (100.0%) 

51 (87. 9%) 

Daughter/ 
Daughter-in-law 

<n = 42) 

27 (64.3%) 
15 (35.7%) 

42 (100.0%) 
0 (00.0%)· 

25 (59.5%) 
9 (21.4%) 
4 ( 09. 5%) · 
4 (09.5%) 

23 (54.8%) 
15 (35.7%) 

4 (09.5%) 

20 (47.6%) 

35.(81.0%) 
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Table 5 

Comparison of Spouse and Daughter/Daughter-in-law Caregiver 

Demographic Variables. 

Variable Caregivers 

Age* 
(Years) 

Length of 
Caregiving 
(Months) 

Education* 
(Years) 

* R < .05. 

Mean 

73.66 

93.81 

9.38. 

Spouse Daughter/ 
Daughter-in-law 

(n = 58) en= 42) 

Range 

58-88 

2-444 

3"."'"16 

55.38 

69.02 

19.9 

Range 

33-76 

3-312 

2-17 

coresiding with their care receiver (t(98] = 5.54, R < 

.001). Spouse caregivers were significantly older (i[98] = 

10.01, R < .001), and had l~ss formal education (1;(98] =. 

2.26, R < .05) than daughter and daughter-in-law caregivers. 

The-mean age for spouse caregivers was 73.66 years 

(range =·58-88) compared to a mean age for 

daughter/daughter-in~law caregivers of 55.38 (range= 33-

76). All spouse caregivers(n.= 58) reported coresiding with 

their care· receivers. Approximately half (48%) of 

daughter/daughter-in-law caregivers reported-living with 

their care receivers. Approximately sixty-percent of 
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daughter/daughter-in-law caregivers were married 'and 81% had 

children. Average years of education for spouse caregivers 

was 9.38 (SD= 3.53) and for daughter/daughter-in-law as 

10.90 (so·= 3.03). Approximately 12% of sp~use caregivers 

were employed as compared to 36% of daughter/daughter-in-law 

caregivers. 

Care Receivers 

Sixty-two percent of care receivers in the study were 

female. Care receivers ranged in age from 61 to 97 years 

~ith a mean age of 77.9 years and a median age of 78 years. 

Ninety-e~ght percent of care receivers were retired and two 

p~rcent reported working part~time although they-were not 

working at the present time. To summarize, care receivers in 

the study were more likely to be male, older, less educated, 

and were .less likely to work or be.married than their 

caregiver counterparts. 

Caregiving Dyads 

As shown in Table 2, 77 percent of dyads were Euro

American and 23% were African American. Dyads reported 

lengths of time in the caregiving relationships ranging from 

2 months to 37 years with a mean length of caregiving of 6~9 

years. 

All dyads represented family relationships. Table 6 

presents descriptive data regarding the types of dyads 

comprising the study sample. Fifty eight of the caregiving 

dyads in the study were husband-wife dyads. In 31 of these 
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Table 6 

Type of Dyadic Relationship 

Dyad Type <n = 100) n ~ 
..2. 

Spouse 

Wife c_aregiver. - Husband care receiver 31 31.0% 

Husband caregiver - Wife care receiver 27 27.0% 

Daughter -· Mother 33 33.0% 

Daughter - Father 5 05.0% 

Daughter-in-law - Mother-in-law 4 04. 0% 

spousal dyads, the wife wasthe caregiver and the husband 

was the care receiver. In the remaining 27 spousal dyads, 

the husband was the caregiver and the wife was the 

care receiver. Thirty three dyads were composed of 'daughter 

caregivers and their care receiver mothers.· Five dyads were 

made up of care~iver daughters and their care receiver 

fathers. Four dyads contained daughter-in-law caregivers and 

their mother-in-law care receivers. 

Exploratory Analysis of Data 

Prior to hypothesis testing detailed examination of the 

data was completed. Descriptive, univariate, and bivariate 

analyses were completed. 
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Univariate Analyses 

Examination of data distribution and variability was 

completed using measures of.frequency, central tendency, and 

dispersion •. ·Frequency distributio~s, sc~tter plots, and· 

histograms• were examined and revea.led approximately normal 

distributions of all measurement variables with minimal 

levels of skewness and kurtosise After conferring with a 

biostatistician it was determined that transformation of the 

data was not ~arranted. Table 7 displays the ranges, means, 

.and standard deviations for the measurements of the study 

variables as well as those variables on which caregivers and 

care receivers significantly differed. 

Social resources scores using the OARS social resources 

subscale were similar for ·caregivers and care receivers in 

this study. The mean social resources score for caregivers 

was 4.47 (SD= 1.36) on a scale ranging from 1.(totally 

socially impaired) to 6 (excellent social resources). The 

mean care receiver social resources scores was 4.64 (SD= 

1.02). Mean scores for both caregivers and care receivers 

indicated subjects were in the mildly socially impaired to 

good social resources range. According to Fillenbaum (1988), 

mild social impairment means an individual either has 

adequate social resources but only has short term ·help 

available or has poor social relationships and has at least 

one person who would take care of him/her indefinitely. 

Individuals in the "good social resources" range have 



Table 7 

Descriptive Statistics for Variables Measured for Caregivers and Care~Re~eivers 

Variable caregiver {n = 100) Care Receiver (n = 100) 

Range M SD Range M SD 

Social Resources 1-6 4.47 {1.36) 1-6 4.64 (1~02) 

Economic Resources 0-6 3.58 {l.64) 0-6 3.51 {l.64) 

Physical Health* 12-27 21.14 {3.53) 9-23 14.84 { 2. 95) 

Functional Health - - - 1-27 17.78 (5.96) 

Depression* 6-34 :15. 37 · {4·. 83) 7-32 16.77 (4.96) 

Time as Caregiver/· 
Care Receiver 2-444 83.40 {80.35) 2-444 -83.40 {80.35) 

Perceived 
Reciprocity 55-104 83.87 { 8. 00) _67-102 86.32 {5.34) 

Note* indicates t-test significant at R < .05. 
Scores on social resources were revers~d for ease of computation. Functional health of 
caregivers was not measured in this study. 

I-' 
0 
..... 
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adequate social resources and at least one person who will 

care for them indefinitely or have very satisfying and 

extensive social relationships but have only short term 

help available. The paired t-test revealed no statistically 

-significant difference between the caregiver and care. 

· receiver social.resource scores within dyads (t[99] ·= -1.15, 

R = .25). The t-_test for independent samples revealed no 

significant differen,ce between spouse and daughter/daughter

in-law caregivers on social resources as w~ll (t[98] = 1.13,· 

R = .263-). 

Economic resources·were similar fo:t caregivers and care 

receivers-in.the study due.in part to.shared incomes, 

particularly among spouses. The meari caregiver·economic 

resources·score was 3.58 (SD= 1.64) on a scale of o (poor) 

to 6 (excellent). The mean economic resources score for care 

receivers was 3. 51 . ( SD = 1. 64) • Mean scores for both groups 

indicated adequate but modest economic resources. The paired 

t-test revealed no signific'ant within dyad difference 

between economic-resource scores for caregivers and care 

receivers (t[99] = 1.35, R = .18). The t-test for 

independent samples revealed no significant difference 

between economic resources of-spouse caregivers and economic 

resources of daughter or daughter-in-law caregivers (t[98] = 

.08, R = .937). 

Physical health of caregivers was significantly better 

than that of care receivers in this study· (t[99] = 14.18, R 
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< e00l). On a scale ranging. from 8 (poor health) to 27 

(excellent health) caregiver mean physical health score was 

21.14 {SD= 3.53) and care receiver mean physical health 

score was 14.84 {SD= 2.95). 

T-tests revealed significarit differences between 

caregivers' and care receivers' self described health (~(99]· 

= 6.40, R < .001) and caregivers' and care receivers' 

reports of how much health interfered with their desired 

activities (~(99] = 11.46, R < .001). Differences are 

presented in table 8. As showrt, caregivers' descriptions of 

their health were more positive than their care receiver· 

counter-parts . 

. When comparing physical health of spouse caregivers 

with that of daughter or daughter-in-law caregivers, a 

.significant difference was f6und· (t(98] = 3.60, ·g ~ .001). 

Spouse caregiver physical health was significantly lower 

than daughter or daughter-in-law physical health._ 

Length of the· caregiving relationship in this study 

ranged from 2 · months to -444·. months (37 ,years) with a mean of 

83.4 months (SD= 80._35) or 6.95 years. As explained by the 

dyaqic nature of study data, caregivers and care receivers 

were the same with regard to length of time in the 

caregivi~g relationship. A comparison of spouse and 

daughter/daughter-in-law caregivers regarding length of time 

as caregiver revealed no statistically significant 

difference {~(98] = 1.53, R· = .129). Mean length of time for 
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Table 8 

Comparison-of Self Described Physical Health of Caregivers 

and Care Receivers 

How Would Yo.u Describe 
Your Own Health?* 

Excellent 
Good 
Fair 
Poor 
Not Answered 

How Much Does Health 
Interfere With 
Activities?* 

Not at all 
A little 
A lot 
Completely 
Not Answered 

Caregiver 
en = 100) 

<n> < % > 

13 
39 
39 
09 
0 

35 
44 
20 
1 
0 

13% 
39% 
39% 
09% 
00% 

35% 
44% 
20% 
01% 

.00% 

Care Receiver 
(n = 100)' 

<n> < % > 

0 
22 
48 
30 
0 

1 
18 
58 
23 
0 

00% 
22% 
48% 
30% 
00% 

01% 
. ·18% 

58% 
23% 
00% 

Note. * indicates t-test significant at R < .001. 

spouse caregivers in the caregiving relationship was 7.82 

years (SD= 6.98) and mean length of time for 

daughter/daughter-in-law caregivers was 5.75 years (SD= 

6. 16) • 

The variable functional health was measured only for 

care receivers in this study. Results appear in table 9. The 

mean care receiver functional health score was 17.78 (SD= 



Table 9 

.Care Receiver Functional Health (n = 100) 

Activities of 
Daily Living 

Instrumental 
AOL's 

Using Telephone 

Going_ Places 

Shopping 

Preparing Meals 

Housework 

Taking Medicine 

Handling Money 

Physical AOL's 

Eating 

Dressing 

Grooming 

Walking 

Getting iri/out 
of Bed 

Bathing 

Toileting 

Totally 
Dependent 

(n) .i-0 

12 12% 

4 04% 

46 46% 

34 "34% 

54 54% 

14 14% 

32 32% 

4 04% 

11 11% 

16 ·16% 

7 07% 

3 03%. 

17 17% 

2 02% 

Care Receiver Need 

Partially 
Dependent 

Cn) - .i-0 

33 33% 

88 88% 

48 48% 

45 45% 

39 39% 

44 44% 

33 33% 

27 27% 

34 34% 

39 39,% 

66 66% 

18 18% 

35 35% 

31 31% 

105 

Needs No 
Assistance 

(n) .i-0 

55 55% 

8 08% 

6 06% 

21 21% 

7 07% 

42 42% 

35 35% 

69 69% 

55 55% 

45 45% 

27 27% 

79 79% 

48 48% 

67 67% 
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(SD= 5.96) on a· scale ranging from 0 (totally dependent for 

all AOL's) to 29 (completely independent in performing all 

AOL's). As shown in table 9, over half of care receivers 

reported needing help with going places beyond walking 

distance, shopping, preparing meals, housework, taking 

medication, handling money, grooming, walking, or bathing. 

However, less than 20% of all·care receivers were totally 

dependent on their caregivers for any physical AOL's such as 

bathing or toileting. 

Caregivers and care receivers in this study differed 

significantly regarding depression scores (i[99] = -2.41, R 

< .05). The mean score for caregivers (m·= 15.37) was below 

the cut-off level of 16, which is used as an indicator of 

clinica~_depressione A higher score of 20 or greater has 

been suggested as an.indicator of clinical depression for 

elderly samples (Robinson, 1989) and is therefore

appropriate for the age 60 and older subjects in this study. 

·The mean depression score for care receivers in this study 

was 16.77. Mean.scores however, may obscure the. cases that 

actually reached ·the level of clinical depression. In this 

study, 20 caregiver~ scored at the level indicative of 

6linical depression. Of these caregiver~, 10 were under age 

'60 and 10 were. age 60 or over. Twenty-six care receivers, 

all o·f whom were age 60 and older, scored at the level of. 

clinical depression. A comparison of caregiver and care 
. . 

receiver depression scores is presented.in Table 10. 



107 

Table 10 

Caregiver and Care Receiver Depression Scores 

CESD 
Scores 

0-15· 

---------
16·-19 

20+ 

Caregivers 

. Age <60 
en = 26) 

(n) (%) 

16 16% 
----- -----

.7 7% 

3 3% 

Age ~60 
(n = 74) 

(n) (%) 

49·· 49% 
-~~-- -~~---

15 .15% 

10 10% 

Care.Receivers 

Age ~60 
en = 100) 

<n> (%) 

48 48% 
------ ------

26 26% 

26 26% 

Note. Scores··> 16. indicate · clinical depression in younger 
subjects; Scores~ 20 indicaie clinical-depression in older 
subjects. · 

Caregivers were significantly younger than care receivers in 

the study. However, a comparison of age 60 and over 

caregivers and care receivers revealed that 10% of 

caregivers were clinically.depressed while 26% of care 

receivers scored at the level of clinical depression. In 

five of the 100 caregiving dyads in this study, both the 

caregiver and car~ receiver scored at the clinical 

depression level or higher~ 

A comparison of spo~se and daughter/daughter-in-law 

caregivers regarding depression revealed no significant 
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difference (t[98] = .14, ~ = .89). Mean depression scores 

for spouse·caregiver (15.31; SD= 4.91) were approximately 

the same ~s mean depressio_n scores for daughter/daughter-in

law caregivers ( 15. 45; SD = 4·. 78) . 

The variable reciprocity was measured· for both 

caregivers and care receivers in the study. Mean caregiver 

perceived.reciprocity was_83.87 (SD =.8.00) and mean care 

receiver perceived reciprocity was 86.32 (SD= 5.34). The 

mea~s were significantly different as indicated by the 

paired t-test (t[99] = -3.02, R < .005). 

To more closely examine the variable of perceived 

reciprocity, a ,t-test was performed to compare perceived 

reciprocity for spouse caregivers and a daughter or 

daughter-in-law caregiv~rs~ The .t-test revealed no 

significant difference between perceived reciprocity of 

·spouse caregivers and perceived reciprocity of daughter ·or 

daughter-in-law caregivers (j;[98] = 1.21, R = .230). 

Biva·riate Analyses 

The relationships among the study variables were 

examined to identify problems related· to multicollinearity. 

A correlation matrix was constructed for all model variables 

(see Table 11). Because each member of a dyad had been in 

the relationship consistently since the onset of 

caregiving/care receiving, length of time in the caregiving 

relationship was correlated at 1.0 between caregiver and 

care receiver. Caregiver economic-resources and care 



Table 11 

Intercorrelations Among Study Variables 

SRTFIL1 SRTFIL2 ECONGR1 ECONGR2 MAITGR1 f,1AITGR2 CESDGR1 CESDGR2 CESDCROS BE.GIN ADLT CRST1GR1 CRST2GR2 

SRTFIL1 1.00 0.41** 0.07 0.09 0.06 0.04 -0.29** -0.28** -0.38** -().21* 0.10 0.25* 0.12 

SRTFIL2 1.00 0.11 . 0.17 -0.06 .-0.05 -0.09 -0.06 -0.12 -0.03 -0.07 0.18 0.20* 

ECONGR1 1.00 0.95** -0.02 0.37** 0.01 -0.11 -0.08 -0.13 0.22* 0.26** 0.25* 

ECONGR2 1.00 -0.05 0.34** 0.01 -0.11 -0.08 -0.11 0.22*- 0.28** 0.26** 

MAITGR1 1.00 0.07 -0.12 -0.02 -0.07 -0.09 0.13 -0.10 0.09 

MAITGR2 1.00 -0.08 -0.34** -0.25* -0.08 0~39** 0.03 0.10 

CESDGR1 1.00 0.30** 0.85** 0.05 0.00 -0.30** -0.11 

CESDGR2 1.00 0.71*1r 0.22* -0.19 0.13 -0.14 

CESDCROS 1.00 0 • .17 -0.12 -0.19 -0.20 

BEGIN 1.00 -0.19 -0.01 -0.11 

ADLT 1.00- 0.08 0.06 

CRST1GR1 1.00 0.31** 

CRST2GR2 1.00 

Legend: SRTFIL1--Caregiver Social Resources, SRTFIL2--Care Receiver Social Resources, ECONGR1--Caregiver Economic Resources, ECONGR2--Care Receiver 
Economic Resources, MAITGR1--Caregiver Physical Health, MAITGR2--Care Receiver Physical Health, CESDGR1-~Caregiver Depression, CESDGR2--Care 
Receiver Depression, CESDCROS--Caregiver/Care Receiver Depression Crossproduct, BEGIN--Time in Caregivimg Relationship, ADLT--Care Receiver 
Functional Health, CRST1GR1--Caregiver Perceived Reciprocity, CRST2GR2--Care Receiver Perceived Reciprocity; 
*Q < .05, **Q < .01 -

1--' 
0 

'° 
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receiver economic resources were strongly correlated (r = 

.95) as anticipated because 78% of dyads co-resided, most of 

whom were husband and wife, and reported a combined income. 

Evaluation of all remaining bivariate correlations 

among model variables revealed that with.the exception of 

the anticipated high correlations between the cross-product 

of caregiver/care receiver depression and both caregiver 

depression(~= .85)· and.care receiver depression (r = .70), 

none approached .65, a value suggesting multicollinearity 

(Gordon, 1968). Caregiver and care receiver social 

resources were moderately correlated(~= .41) as were 

caregiver economic resources and care receiver physical 

health(~= .37) and care receiver economic resources and 

care receiver physical health (!: =, .34) e Although these 

bivariate correlations are not large, the possibility of 

multicollinearity exists and will be considered in the 

discussion of the results. 

Hypothesis Testing· 

caregiver Perceptions of Qual~ty of the caregiving 

Relationship ~s. Dependent Variable 

Hypothesis I: Caregiver perceived reciprocity will be 

'predicted by caregivers• higher social and economic 

resources, better physical health, less depression, shorter: 

time in the caregiver role, and care receivers• better. 

functional and physical health and less depression. 
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A hierarchical multiple regression model was used to 

determine the amount of variance in caregiver perceived 

reciprocity explained by the combination of caregiver social 

and economic resources, physical h~alth, depression, and 

time in the caregiver role, and care receiver functional and 

· physical health and depression variables. Independent 

variables were grouped into two sets: (a) caregiver 

characteristics and (b) care receiver characteristics. 

As shown in Table-12, in the first step of the 

regression, the first set of variables, the caregiver 

variables, were entered irito the model. This step accounted 

for i6% of the variance (E = 4.84, R ~ .001)~.Of these 

variables, caregiver depression (R = .·0050) and caregiver 

economic resources (R = .0089) were- significant. Lower 

caregi~er depression and higher ~conomic resources predicted 

increased ·1evels of caregiver peiceived reciprocity. 

Caregiver social reso~rces (R = .0725) and physical health 

(R = .1652) approached significance; while length of time as 

,care receiver (R = .5592) was not a significant predictor. 

In step two, the second set of ·explanatory variables, 

the care receiver variables, were entered into the model 

(see Table 12). After controlling for variables in step 1 

the second step accounted for an additional 10% of the 

variance in caregiver perceived re·ciprocity (F = 4. 88, R < 

.0001). Care receiver depression·was the only variable-in 

this block that was significant (R = .0015). As care 



Table 12 

Multiple Regression An~lysis of Caregiver Perceived Reciporcity (N = 100) 

Independent Step 1 Step 2 
Variables 

~ SE~ B(Beta) ~ SE~ 

Caregiver Characteristics 

Social Resources 1.04 0.57 .18 1.34 0.56 

Economic Resources 1.21 0.45 • 25* 1.29 0.47 

Physical Health -0.30 0.21 -.13 -0.34 0.20 

Depression -·o ."46 0.16 -.28* -0.60 0.16 

Time as Caregiver 0.01 0.01 .06 0.01 0.01 

Care Receiver Characteristics 

Functional Health - - 0.12 0.13 

Physical Health_ - - - -0.67 0.29 

Depression ··- - - 0.54 0.16 

B2 change 

Total B2 .2048 

Adjusted B2 .1625 

-
* R < .05 

B(Beta) 

.23* 

• 26* 

-.15 

-.36* 

.01 

.09 

-.03 

_33* 

.0957 

.3005 

.2390 

f-J 
f-J 
~ 



receiver depression increased, caregiver perceived 

reciprocity increased, an inverse relationship to that 

observed- between caregiver depression and caregiver 

perceived reciprocity. 
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When the second set of variables was entered, caregiver 

depression (:g = .0002) and caregiver economic resources (:g = 

.0069) remained significant and caregiver social resources 

(:g = .0181) became a significant predictor. Again, as 

caregiver.depression decreased, caregiver perceived 

reciprocity increased. Increased caregiver social and 

economic resources predicted increased caregiver perceived 

reciprocity. The multiple B for the entire model for 

caregiver perceived reciprocity was significant (B2 = .31, :g 

< .0001); the adjusted B2 (adjusted for degrees of freedom) 

indicated that the model explained 24% of the-variance with 

these predictor variables. 

care Receiver Perceptions of Quality of the caregiving· 

Relationships as Dependent Variable 
. . 

Hypothesis II: . Care receiver perceived recip-~ocity will be 

predicted by· care-receivers' higher social and economic 

resources, better functiona·l and physical health, less 

depression, shorter time· in· the care receiver role, and 

caregivers• better physical health and less depression. 

The second hierarchical multiple regression model 

included the independent variables of care.receiver social 

and economic resources, functional and physical health, 
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depression, and length of time in the care receiver role, 

and caregiver physical health and depression. The dependent 

variable, care receiver perceived reciprocity, was regressed 

on each independent variable to determine predictive 

relationships. Iridependent variables were also grouped into 

two sets: (a) ·care receiver characteristics. and (b) 

caregiv~r characteristids~ Except for care.receiver economic 

resources, no other·significant predictors emerged when a 

total-care receiver-perceived reciprocity score was 

regressed on _either set of independent variables entering 

the mode·l.· The ··overall· B2 was not·· significant. 
I 

In addition to regressing total care receiver perceived 

reciprocity scores on the independent.variables in this 

hypothe~~s, four dimensions of care receiver perceived 

reciprocity were also regressed. Measured as subscale 

scores,- the dimensions of "warmth and regard," "intrinsic 

rewards of giving," "love and affection," and "balance 

within family caregiving, 11· were analyzed. 

When the "~alance within family caregiving" dimension 

of care ~eceiver perceived reciprocity was regressed on the 

care receiver variables of social and economic resources, 

functional and physical health, depression, and time in the 

care receiver role, the multiple B for the model was 

significant (.B = ~39, R ~ .05) with this step accounting for 

10% of the variance (i = 2.77, R ~ .05). Although time in' 

the care receiver role (R = .08), and care receiver social 
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resources (R = .15)- approached significance, no significant 

predictors of. perceived, "balance within family caregiving" 

emerged. When the caregiver variables physical health and 

depression were added to the model again, no significant 

predictors were identifiable although the overall model. 

remained significant (Z = 2.07; 12 ~ .05). Length of time in 

the care receiver role yielded a significance level of .093. 

All other predictors had s~gnificance levels of .16 or 

higher. The explained variance ··remained essentially 

unchanged at 8 percent. 

In step_one of the regression of the "warmth and 

regard" dimension of care receiver perceived reciprocity, 

the independent variables of care receiver social and 

economic.resources, functional and physical health, 

depression, and time in the care receiver role were entered 

into the model. With this step·, the model did not reach 

significance CI: = 1. 7771; l2 = .1123). In step two, the 

caregiver variables physical health and depression were 

added to the regression; the model remained nonsignificant 

(F = 1.5858; R =.1400)~ 

The regression model for the "intrinsic rewards of 

giving" dimension of care receiver reciprocity was not 

significant. In step one of the-regression, care receiver 

social and economic resources, functional and physical. 

health, depression and time in the care receiver role 

entered the model yielding a significance level of .0584 (Z 
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. = 2. l;.183) for the total model.. In the secqnd- step, when 

caregiver physical health and depression were. added. to the 

model, the model remained nonsignificant rn: = 1.6736, R = 

01155) ~ 

The regression mod~l ·for the "love and affection" 

dimension of perceived care receiver reciprocity was not 

significant. In step 1, independent variables of care 

receiver social and economic resources, functional and 

physical health, depression, and time in the care receiver· 

role were entered into the. ~bdel. No ~ignificant predictors 

emerged and the model was not significant rn: = . 4569, R -

.8384). In step two,· the addition of caregiver physical 

health and depression, _did not increase the significance of 

the model (Z = .4178, R = .9076). 

Collinearity diagnostics were obtained and evaluated 

for each regression model of care receiver perceived 

reciprocity. No evidence of multicollinearity between the 

in_dependent variables was noted. 

Hypothesis .III: There will. be. a positive relationship . 
.. 

between caregivers• and care receivers• perceptions of 

reciprocity. 

The Pearson Product Moment Correlation Coefficient was 

used to measure the direction and strength of the 

relationship between caregiver and care receiver perceived 

reciprocity. Correlation coefficients were computed for 

total perceived reciprocity and the four subscale dimensions 
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of reciprocity. Dimensions were: (a)" warmth and regard," 

(b) "intrinsic r_ewards of giving," (c) "love and 

affection,"and ·(d) "balance·within -family caregiving." 

Table 13 presents the correlation coefficients for this 

hypothesis. All correlations were statisticially significant. 

However, all correlations were.low with an r for total 
. . 

perceived reciprocity between caregiver and care receiver of 

0.31. 

Paired .:t-tests were also performed to determine the 

difference between caregiver and care receiver per9eived 

reciprocity. The paired ,:t-test is an appropr~ate test when 

there is a relationship between measures as, 'for example, in 

repeated measures designs (Munro & Page, 1993). Because of 

the dyadic nature of the data in this study, the paired .:t-. 

test was used. All subjects were members of a dyad-and were 

related in that they were not independently selected. Each 

dyad member rated their perceptions of reciprocity in the 

relationship shared with their caregiver or care receiver. 

As seen in Tabl~ 13, all dimensions and the composite of 

perceived reciprocity were correlated between caregivers and 

care receivers in this study. Paired ,:t-tests were performed 

on each subscale. Results appear in Table 14. 

The t-value for composite reciprocity scores for 

caregivers and care receiv~rs was -3 •. 02 (Rs .005). This 

indicates that lev~ls of scores are different statistically. 

In an effort to further validate these findings that 
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Table 13 

Correlations Between Caregiver and Care Receiver Perceived 

Dimensions of Reciprocity· 

Reciprocity Dimension correlation 

Warmth & Regard 0.33 .:5. 0.0001 

Int~insic Rewards 0.28 .:5. 0.005 

Love & Affection 0.35 < 0.0005 

Balance within Family o·.19 .:5. 0.05 
Caregiving 

Total Reciprocity Composite 0.31 .:5. 0.005 

Table 14 

Paired t-Tests for Caregiver and Care Receiver Perceived 

Dimensions of Reciprocity 

Reciprocity Dimension ,t-value 

Warmth & Regard -3.46 99 <.001 

Intrinsic Rewards 0.09 99 .:5,.005 

Love & Affection -1.57 99 <.001 

Balance ~ithin:Family -2.07 99 <.05 
caregiving 

Total Reciprocity -3.02 99 <.005 
composite 
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caregiver perceived reciprocity and care receiver perceived 

reciprocity were different, difference scores were computed 

for each dyad. Eighty-four percent of all dyads (n = 100) 

had differenc~ scbres of 10 or less on the total reciprocity 

score. With a possible range of ~cores on the 22 item scale 

from 22. to 110, a difference scores of 10 o.r less can be 

considered minim':1,1; yet,, statistically, these scores were 

significantly different. This indicat~s that while 

reciprocity scores were moderately correlated, ·each group 

had different 1evels of perceived reciprocity. A 

comparison of male and female responses. on measures of 

perceived reciprocity was completed to determine if gender 

had an effect on subject responses to· reciprocity scale 

items. No statistically significant differences were found. 

Dyadic Perceived Reciprocity as Dependent Variable 

Hypothesis IV: Dyadic perceived reciprocity will be 

predicted by less depression for both caregiver and ~are 

receiver, better care receiver physical and functional 

health, and les~ time in the caregiver/care receiver role. 

A final regression model was used to determine the 

amount of variance in dyadic perceived reciprocity explained 

by caregiver and care receiver depression, care receiver 

physical and functional health, and) length of time ih the 

care giver/receiver role. (See Table 15). This new dependent 

variable, dyadic perceived reciprocity, was represented by 

the mean score of perceived reciprocity for each member of 



Table 15 

Multiple Regression Analysis of Dyadic Perceived Reciprocity 

Independent Variables Step 1 Step 2 

~ SE~ B(Beta) ~ SE~ B(Beta) 

Care Receiver Characteristics 

Depression 0.19 0.12 .17 0.86 0.27 .78* 

Physical Health 0.12 0.21 .06 0.85 0.20 .05 

Functional Health 0.08 0.10 .08 0.06 0.10 .06 

Time in Care Receiver Role -0.01 0.01 -.06 -0.01 0.0:L -.03 

Caregiver Characteristics 

Depression -0.36 0.12 - . 31 * o. 64· 0.38 .57 

Caregiver x Care Receiver -0.05 0.02 -1. 24 * 
Depression (cross product) 

g2 change .0679 

Total &2 .1067 .1746 

Adjusted &2 .0592 .1213 

* Q < .05 
~ 
N 
0 
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the dyad. A mean score was chosen to represent dyadic 

perceived reciprocity because mean scores reflect levels of 

response which cannot be _indicated by difference or 

congruence scores. Mean scores are useful if the purpose is, 

as.in this case,- to_classify a unit such as a dyad, on leyel 

·of response alone (Pruncho, 1990). By using a mean score, 

the level of within-dyad perceived reciprocity was 

estimated. This mean dyadic reciprocity score was then 

regressed on the set of independent variables. Independent 

variables of caregiver depression, care receiver depression 

ans physical and functional health, time in the 

caregiver/care receiver role, and a cross-product of 

caregiver and care receiver depression, were entered into 

the reg~ession equation. A cross-product reflects the 

interaction effect. of two variables in combin.ation as 

opposed to limiting findings to the main effect of the two 

separate variables. 

For step_ 1 of this analysis, the following independent 

variables were entered into the model: care receiver 

depression, physical health, functional health, and time in 

the1 care receiver role, and caregiver.depression (see Table 

15). The overall model approached significance (E = 2.25, R 

~ .0561) explaining 6% of the variance in dyadic perceived 

reciprocity (B = .33). Caregiver depression (R = .0026) was 

the only significant predictor of dyadic perceived 

reciprocity. Evaluation of tolerance, variance inflation 



factors, and eigenvalues for the independent variables in 

the regression.equation revealed no evidence of 

:multicoll~nearity. 
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In step 2 of the regression analysis, the cross-product 

of caregiver and care receiver depression was entered into 

the model •. With the introduction of this interaction 

variable, the 6verall model became significant (E = 3.28, R 

= .0057), accounting for 12% of the variance in dyadic 

perceived reciprociity (B = .42, g·< .di). Care receiver 

depression (R = . 0019) and the cross-pro_duct of caregiver 

and care receiver depression (R = .0069) emerged as 

significant predictor variables. Sp~cificallyj care receiver 

depression predicted dyadic perceived reciprocity. This is 

consistent with findings related· to hypothesis I in which 

care receiver.depression predicted caregiver perceived 

reciprocity. 

When cross-product of caregiver and care.receiver 

depression entered the new model, caregiver depression alone 

was no long~r a.significant predictor of dyadic perceived 

reciprocity. This indicates that the effect of caregiver 

depression on reciprocity is influenced by the care 

receivers' depression. When depression scores of both 

members of the dyad were compared, it became evident that 

when both caregiver and care receiver were depressed, dyadic 

perceived reciprocity decreased. Thus, without the cross

product of ca~egiver and care receiver depression in the 
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regression equation, the additive model, ie. the sum of the 

effects of caregiver and care receiver depression, would 

have over estimated the effect of caregiver depression on 

dyadic perceived reciprocity. 

Qualitative Descriptions of the caregiving Relationship· 

The remainder of this section examines the qualitative 

data obtained from caregivers ·and care receivers who 

described their perceptions of their caregiving 

relationships. This data was used to·glean a more complete 

understanding of the caregiving relationship from the dyadic 

perspective than could be achieved by quantitative measures 

·alone. Qualitative.data can serve to complement quantitative 

analyses when a broadened understanding of an area. of 

interest~is desired (Fielding & Fielding~·1986). In this 

study, caregiver and care receiver descriptions of their• 

car~giving served to enrich understanding of the caregiving 

relationship. Rich descriptions of the lived reality of the 

dyadic caregiving· experience enhanced explanation of. the 

phenomenon and the individuals in this study who were· 

experi~mcing it. 

Qualitative descriptions were obtained from caregivers 

and care receivers who'were asked by the investigator to 

describe their caregiving relationships. Responses were 

compiled in writing by the investigator.during and following 

interviews with each dyad member. Transcriptions were then 

read and reread for interpretation·of meaning and 
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identification of patterns of responses. Using a constant 

comparative approach in the search for patterns of 

responses,. data were systematica,lly c_ategorized by the 

investigator. Data categorization was confirmed by having an 

expert nurse resear~her recategorize responses from 30 of 

the caregiving dyads. Interrator reliability was greater 

than 90 perc~nt. Throughout this process each description 

·was compared to.others to identify ·1ikenesses·and 

differences in patterns of responses. 

Following further review ·'and· interpretation of the 

caregiver and care receiver descriptions of their caregiving 

relationships, two dominant themes emerged. The-first was a 

sense of willingness to give of oneself unselfishly, yet 

acknowledging benefits and rewards from caregiving. This 

theme was termed "through giving we receive. •i The second 

theme related to the overwhelming sense of closeness within 

dyads which was openly acknowledged by caregivers and care 

· receivers alike. This theme was·termed "attachment within 

the dyad." Both.themes were constructed through analysis of 

caregiver.and care receiver descriptions of their caregiving 

relationships. Examples of these descriptions and their 

relationship to quantitative study findings follow. 

Responses from caregivers and care receivers of both 

dyad groups were overwhelmingly· positive regarding 

perceptions of the caregiving relationship. Approximately 

90% of dyads in the study responded to the question, "How 
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would you describe your caregiving relationship?," by saying 

the relationship was either good, positive, or very good. 

Many caregivers and 6are receivers indicated a willingness 

to do whatever they could.to help their partner. 

With-regard to caregiver descriptions of how they 

perceived their dyadic caregiving relationship, responses 

were overwhelmingly positive. Caregivers expressed 

coitunitment to giving whatever possible in an effort to 

enhance care receiver well~being. One example of this 

particiular per~pective was that described by a seventy year 

old wife caregiver who had been caring for·her husband, a 

long-term paraplegic with multiple and complex physical 

problems.· 

She remarked: "If it takes all of my life, you see·I 
have- already been taking care o-f him for 37 years and r 
don't- know of anything· i~ life that r would like better 
than taking care of him. This has· taught me so much • 

. You see the more you learn, the mor.e you can do for 
him. It has been a good life. It hasn't always been 
like this. It used t~be like he wasn't even paralyzed. 
He never· even mentioned it. we used to travel, but now 
he's so bad off._There are· parts of it I don't 
particularly like doing, but I wouldn't change a 
thing." 

One husband, caring for his blind wife, stated: 

"I'm always willing to do for her. It's not a burden, 
it's a pleasure to be able to do it. We have had_a: good 
relationship for· 55 years. We have, always been 
together. I do things for her that I don't really· lik~, 
but if she- needs it, OK. When she is happy, I am happy. 
I don't know of anything that I would change." 
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Many caregivers made direct comments in describing 

their caregiving relationships regarding the good feelings 

they got from-caregivlng and the rewards they experienced. 

Some of these comments were: 

· "We have a great -relationship. It · is rewarding to me. -
It makes me feel good that· .I can help mother when she 
needs it. I brought- her here to live with me not 
because I had to, but because I wanted to and she 
wanted to, too . ." 

Another daughter whose mother had moved in with. her two 

years ago stated: 

"We are now. able to be together and spend time 
together. Now that-mother is living with us, my 
children can get to know her." 

Still another daughter commented: 

"I .feel so good about. what I. am doing-for daddy. It ·has 
given me.an opportunity to learn and to realize how 
important it is to help someone who needs it. I'm glad 
to do whatever I can. He is. so appreciative of 
everything." 

Perhaps the most poignant comment which seemed to 

capture the themes "through giving we receive" and 

"attachment within the dyad" came from a daughter caregiving 

for her elderly mother. Upon describing a laborious and 

difficult caregiving situation wherein she was obviously 

struggling to balance many demands and responsibilities, she· 

ended with the phrase: 

111:>ut ••• , she ain't heavy, she's· my mother." 
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The theme of "through giving we receive" was· expressed 

by many caregivers who described steadfast commitments to 

caregiving often reflective of strong, long-term past· 

relationships wherein bonds of- attachment were developed. 

This attachment was described by many including daughter and 

spouse caregivers as what sustained their caregiving. This 

was the second theme emerging from the caregiver 

d~scriptions of their relatiqnships. 

One daughter caregiver stated: 

"She's my mamma and she always. took care of· me and did 
for me. Now I can do something for her." 

Another explained: 

"I·- feel like I am paying mother. back for everything she 
did for me when I w·as. growing up. You know mother and 
papa raised eight children through the depression. r 
appreciate the chance to do something for·her. Who 
wouldn't want· to do it- for their mother?" 

Marital commitments were also referred to by several 

spouse caregive~s as part of their descriptions of 

caregiving. One wife described her caregiving relationship 

with her husband as: 

"I love him dearly, even more than 60 years ago when we 
married. I have to help him a_ lot and he doesn't talk a· 
lot like he used to, but when r cook his favorite, food, 
he always. tells me· it's goo.d. It's my place to help him 
till death do us part." 

Another wife caregiver stated of her relationship: 
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"I wouldn't have it any other way. I think it is your 
responsibility when you marry. It makes me feel good to 
help him. He would help anyone an~ I enjoy helping 
hini. 11 

Another wife described her caregiving by saying: 

"It· is a normal, natural thing because he's my husband. 
r kind of feel like no one else can do it like I can. 
He is such an important part of my life. I enjoy taking 
care. of· him because he is my husband and it is my duty. 
The doctor says I have been a good nurse." 

Husband caregivers also made comments in their 

responses concerning their sense of duty and loyalty within 

the marital relationship. One husband, who's caregiving. 

situation was very demanding because of his wife's severe 

physical debilitation, stated: 

"I: feel like it is my duty to care for her and I am 
honored to do it. I also feel that someone else could 
probably do a better job. She would do this for me I 
know. We are clo_ser now than ever. 11 

Another·· caregiver husband commented: 

"The best_ part of my relationship with my wife, as far 
as taking care of h~r goes, is the companionship that 
we share ~nd the love· .and concern we have -for each 
other. You know, that's what you promised to do 
(referring to marriage vows)." 

A few of the_ daughter caregivers in the study remarked 

in their descriptions of their caregiving relationships with 

their mothers or fathers, that the reversal of longstanding 

parent/child roles was somewhat awkward to them. In 

describing her relationship with her e"iderly mother, who had 



; i.. 

129 

recently come to live with her, one daughter stated: 

"It has been awkward. at·times being the child and then 
turning around to be the caregiver. Telling mother that 
she needs to-go to the doctor or needs to take her 
medicine, seems very strange." 

Another daughter commented of her relationship with her 

care receiver father: 

"I ·consider it a privilege that I have my parents. I'm· 
thankful that I can help Daddy. I look forward to 
coming over_ every morning and doing for :h.im. It's like 
I am the parent and he is the child. He appreciates 
everything I do." 

One daughter described_the difficulty she encountered 

with-the parent/child.r6le reversal: 

"I feel like I have a baby with a mind of her own who's 
opinions· and orders I have always had t_o listen to. Now 
it is difficult to draw the line between that and what 
I know needs to be. done. She still wants to be the 
boss. I love mother and I would take care of her 
forever but, She does have a mind of her own."· 

Although most caregivers openly described a willingness 

to care for their _loved one, sometimes at high personal 

·_ costs, many care·receiver descriptions of the caregiving 

relationship indicated perceptions of being burdensome or 

having feelings of guilt due to their dependency on their 

loved one. Some receivers verbalized concern for their 

caregivers and the sacrifices being made for them. One 

husband commented: 

"We have an excellent relationship. No matter what time 
of day· or night, whatever I need, she is willing to do 
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for me. This makes me somewhat reluctant to ask for her 
help because it must be tiring for her. sometimes my 
needs are so demanding that it makes life hard for my 
wife and I dislike that greatly." · 

One wife care receiver who had suffered a debilitating 

stroke stated of her relationship with her husband 

caregiver: 

"He has done a wonderful job. I couldn't have gotten 
better.care anywhere. ours is definitely a positive 
relationsliip •. However, I do feel badly that- he has to 
do all of this. I think he should·be out enjoying. 
himself·. we. had always planned on travel'ing and so 
forth, but not this." · 

An.other·wifecare receiver expressed concern about her 

husband's own physic?! condition and.the train.that her care 

imposed on him. She stated: 

"He does a. goo(l job with caring for.me. He's old though 
and he doesn't feel good either. so~etimes I feel like 
he gets so tired of it, but he is.old and he does get 
tired." 

Care receivers for the most part readily expressed 

gratitude for what their caregivers were doing for them. 

Statements such as "I don't know what I would do without him 

(her)", and "if it weren't for him (her), I know I would 

have to go to a nursing home~" were often made by care 

receivers. one very dependent husband referred to his wife 

as "his angel of.mercy." 

Because so many of the perceptions of caregivers and

care receivers concerning their caregiving relationships _ 
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were positive, they have been the primary focus of this 

review. It is important to note however, that a small 

number, only 11, of the 100 dyads in the study were 

divergent in that either one or both members of the dyad 

held definitive negative perceptions of their caregiving 

relationships. It is also important to note that this small 

portion of dyads was made up of spouse dyads wherein some 

caregivers were wives and.some were husbands as well as 

parent/daughter and parent-in-law/daughter-in-law dyads. 

Examples of descriptions of ne~ative ~erceptions of the 

caregiving relationship included comments by one daughter 

caregiver and her elderly.father who lived alone and voiced· 

concern over the possibility of being placed in a nursing 

home. When_.asked to describe his relationship, he stated: 

"It's not good like it should be ma:i.nly because she's 
the main o:rie who wants to get me ·into a rest home. She 
(daughter) checks on me and takes me to the doctor, but 
I've got a lot of people who are good neighbors who 
check on me too. All she wants to do is g·et · me into a 
nursing home. 11 

When his daughter was asked to describe the 

relationship, she responded: 

"I don't like having to listen to him complain. He 
thinks I.'m trying to take advantage of him, take his · 
money. I wish he would appreciate what I do for him, 
but it's more like he expects it. He doesn't want me to 
handle his money. He wants me to be sure he gets 
everything that's coming to him, but he doesn't want me 
to actually· handle-his money. I do think he would be 
better off in a nursing home. He doesn't need to be 
living alone in his condition, but he won't hear of 
it." 
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In some cases, only one dyad member expressed negative_ 

perceptions. For example, one husband caregiver described 

his relationship as: 

"It .. • s pretty rough. I have to cook and clean and all 
that. It isn't too good. We fuss a lot. I wish I .didn't 
have to take care of her. I wish she was able to take 
care of me. She always wants me to rub that cream on 
her and I hate it. I really don't like anything about 
it." 

In contrast, his· wife care receiver described the 

relationship by saying:· 

i•It •:s alright. I don It have any complaints. He takes 
good care of me. I do wish he didn't have to.help. I 
wish I could.make it on my own, but that's the way 
things are. We're okay." 

Negative perceptions as described by dyad members·often 

reflected long-standing negative relationships which were 

evolving ·10!1g before caregiving began. _One. such example was 

a daughter's description of her relationship with her 

mother: 

.. 
"She's a.lmost impossible to please. No one could live 
with her~ She can't g~t along with anyone. She has. 
always b•en in her owri little world~ Sh~'s always been 
so selfish. She doesn't want to have anything to do 
with anyone else. She has always been like this." 

Another daughter caregiver described her caregiving 

relationship with her father by saying: 

"· • • argumentative, not cooperative. He'.s always been 
one to complain. Nothing I do makes him happy. It never 
has." 
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Because reports of negative perceptions of the 

caregiving relationship by both dyad members were so'few in 

number and yet quantitative scores on the caregiving 

reciprocity seal~ (CRS) ~ndicated in some cases moderate to 

large difference scores (e.g. 10 to 1'5 points) between 

caregiver and care receiver perceived reciprocity, caregiver 

and care receiver descriptions of the caregiving 

relationship were compared with quantitative findings. 

Caregiver and care receiver descriptive accounts of 

perceptions of the caregiving relationship were categorized 

as either being positive or negative and were compared with 

quantitative perceived reciprocity scores. This comparison 

revealed that although some caregivers and care receivers 

had moderate to large difference scores on quantitative 

measures of perceived reciprocity, these dyad members still 

d~scribed their caregiving relationships similarly and as 

positive. 

CaregiV~r~ and care receivers w~re very similar ·in the 

identification qf positive aspects of caregiving 

relationships. Commonly used de~criptions of positive 

relationships included, "having love for ea.ch other,_ having 

respect for each o~her, caring, and having concern for each 

other, 11 · 11having patience and understanding." Many responded 

by identifying different aspects of reciprocity such as, 

"It's a lot of give and take," or, "It takes two. If someone 

is kind and good to you, you want to do things for them." 
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Other responses were, "It takes understanding and both sides 

working together," "It has to be 50/50," and "it's treating 

people like you want to be treated." 

When viewed from the standpoint ·of what is positive 

about·your caregiving relationship from the caregiver 

perspective, based upon.the responses to all of the lead 

questions posed by the investigator, prevalent·responses 

once again were reflective of receiving. something from 

caregiving or "through giving. we receive. II ·From the 

standpoint of the dyad, but ~~rticularly the care-receiver, 

the overall response to what is· positive about your 

caregi ving relationship·, was having someone with whom· they 

were close, who love.d. and cared about·them and was willing 

to care for them. This attachment and willingness which 

surfaced during the descriptions of perceptions by 

caregivers and care receivers about their relationships, 
. ' 

prevailed across.responses. ~his theme represented a salient 

thread interwoven throughout dyadic. interpretations· of the 

meaning of the ~aregiving relationship. 

summary 

Chapter IV contained the results of the data analysis. 

Description of the study characteristics provided an 

overview of the 100 caregiving dyads including both 

caregivers and care receivers who participated in this 

study. Caregivers were typically female and were you~ger, 

more.educated, and more likely to be married and employed 
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than care receivers. Caregiving dyads in the stuqy were 

primarily Eu~o-American and -had been in the careg:j.ving' -

relationship for se·veral_ years. Slightly· more than half of 

dyads were husband and wife. The.remaining dyads were either 

parent/daughter or mother-in-law/daughter-in-law. Caregivers 

and care receivers were matched within dyad regarding race 

and length of time in the caregiving relationship. 

Examination of data for all study variables revealed 

approximate normal distributions. Differences were found 

between caregivers and care receivers on variables of 

physical health, depression, and perceived reciprocity of 

the caregiving relationship. Care receivers were more likely 

to have declining physical health and greater depression 

than caregivers, but perceived their caregiving 

relationships as more positive than ·caregivers in the study. 

Caregivers and care receivers were similar regarding social 

resources, economic resources, and length of time in the 

caregiving relationship. 

Correlati~~s among study variables revealed small to 

moderate relationships with the exception of likenesses 

imposed by the dyadic nature of the data. Length of time in 

the relationship for caregiver and care receiver and 

economic resources were explained commonalities within 

dyads. Following· bivariate analyses, each of the four 

hypotheses were tested. 
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For hypothesis I, multiple regression analyses revealed 

that lower caregiver depression, greater caregiver social 

and economic resources, and higher care receiver depression 

were significantly predictive of positive caregiver 

perceived reciprocity. Physical and functional health, and 

time in the caregiving relationship were not significant. 

Multiple regression analyses for hypothesis II revealed 

no significant predictors of total care receiver perceived 

recipro'city. A significant model of the "balance within 

family caregiving" dimension of care receiver perceived 

reciprocity emerged. Within this model, time in the care 

receiver role and care receiver social resources approached 

significance as predictors although no significant 

predictors were identified. Collinearity diagnostic tests 

revealed no evidence of multicollinearity among independent 

variables. Regression models for ~he remaining dimensions of 

care receiver perceived reciprocity were nonsignificant. 

For hypothes~s III, Pearson correlations were 

significant, but ~ow, ~ndicafing weak r~lationships between 

caregiver and care receiver composite perceptions of 

reciprocity as well as four dimensions of perceived 

reciprocity. Paired·~-tests indicated significant 

differences between caregivers and care receivers for both 

the composite and each of the four dimensions of perceived 

reciprocity. These findings imply that perceived reciprocity 

was similar for caregivers and care receivers in the study 
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but levels of perceived reciprocity for the two g~oups were 

different. 

Multiple regression for _hypothesis IV revealed that low. 

depressio~ for both caregiver and care receiver (a crbss

product of caregiver care receiver depression)- and high care 

receiver depression·predicted positive dyadic perceptions of 

reciprocity. High caregiver depression, care receiver. 

physical and functional health, and longer time in the 

caregiving relationship were not significant_ predictors. 

Descriptive data gathered from _caregivers and care 

receivers regarding their perceptions of their dyad_ic 

caregiving relationships were analyzed using a constant 

comparative approach. Descriptions of the caregiving 

relationship from both dyad members revealed that_most 

caregivers and care receivers perceived their caregiving 

relationships as positive. Two dominant themes ~merged from 

caregiver and care receiver descriptions. Th~ first, termed 

"through giving we receive" represents the prevalent 

acknowledgement.of the many rewards of caregiving, 

particularly from the caregiver's perspective. The second 

theme termed "attachment within the dyad" represents the 

overwhelming sense of closeness experienced within the 

caregiving dyad. 

Descriptive· data revealed that the characteristics of 

reciprocity including give and take, caring for each ~ther, 

and having· patience and understanding, are considered the 



138 

characteristics of a positive caregiving relationship. These 

data served to explain more completely the dyadic caregiving 

relationship as experienced.by the caregivers and care 

receivers in this study. 



CHAPTER V: Discussion arid Recommendations 

· The goal of this study was to investigate, from a 

dyadic perspective, how certain caregiver and·care receiver 

characteristics influence perceived quality of the 

caregiving_relationship. In addition, the study was aimed at 

determining what constitutes a positive caregiving 

relationship from the perspective of those individuals 

actually experiencing.caregiving and care receiving. A 

theoretical model based in ·the th!=or.etical and empirical 

caregiving literature was developed to guide the study. 

Within this model, quality of the caregiving relationship is 

determined by certain char'acteristics of both _the caregiver 

and the care receiver. 

The model depicted several caregiver characteristics 

that impact perceptions of quality of the caregiving 

relationship: social resources, economic resources, physical 

health, depression, and length of time in the caregiving 

relationship. Care receiver characteristics represented in 

the model as influencing perceptions of quality of the 

caregiving relationship were: social resources, economic 

resources, functional health, physical health, depression, 

and length of time in the caregiving relationship. As 

outcome measures of quality of the caregiving relationship, 

139 
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three concepts were used: caregiver perceived reciprocity, 

care receiver perceived reciprocity, and dyadic perceived 

reciproci~y. Chapter V includes an overview of study 

findings and their interpretations. 

Major study Findings 

Several major findings emerged from this investigation. 

which were either unique to this study, or consistent with 

past caregiving research. An overview of major findings will 

be presented in this section as well as detailed examination 

of the hypotheses~ study limitations will be addressed 

followed by recommendations for future research . 

. Caregiver Perceived Reciprocity 

Findings with regard to caregiver perceived reciprocity 

support earlier. studies of caregiver pe.rceptions of 

caregiving situations. _Regression analyses revealed th~ 

importance of caregiver depression, caregiver social. 

resources and care receiver depression as predictors ·of 

caregiver perceived reciprocity. In this study, less 

caregiver depression, and increased caregiver social and 

economic resources predicted positive·caregiver perceptions 

of reciproci~y. However, higher care receiver depression 

predicted positive caregiver perceived reciprocity. 

Findings regarding caregiver depression and social and 

economic resources have been documented in previous 

caregiving ·studies (George & Gwyther, 1986; Robinson, 1989; 

Wellman, 1981; Wright et al., 1993). However, the 
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relationship of higher care receiver depression to positive 

caregiver perceived reciprocity has .not ·been reported with 

regard to elderly caregiving dyads. In this study, the more 

depressed the care receiver was, the more positively the 

caregiver perceived rec~procity in the caregiving 

relationship. 

Care Receiver Perc~ived Reciprocity 

Regression analyses of a model of care receiver 

perceived reciprocity-revealed that care receiver variables 

of social and economic.resources, functional ~nd physical 

health, depression and time in the care receiver role and 

caregiver variables of physical health and depression were 

not predictive of composite care receiver perce~ved 

reciprocity. However, as a group these caregiver and care 

receiver characteristics were significantly related to the 

"balance within family caregiving' dimension of care 

receiver perceived r~cipro6ity. Lehgth of time in the care 

receiver role and·care receiver resources contributed the 

most variance but only approached significance. The 

hypothesized caregiver. and care receiver variables failed to 

predict any of the-three remaining dimensions of perceived

reciprocity. 

Intradyadic Congruence of. Perceived Reciprocity 

Findings with regard to congruence of dyadic perceived 

reciprocity are unique to this study since this concept has 

not been investigated with elderly caregiving dyads. In this 
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study within-dyad_perceptions of reciprocity were found to 

be significantly but weakly correlated and to differ 

significantly from eac~ other. Within-dyad difference scores 

-on perceived reciprocity measures were low. These findings 
' 

indicate that although caregiver and care receiver 

perceptions of reciprocity were similar, levels of perceived 

reciprocity were different. 

Dyadic Perceived Reciprocity 

Dyadic perceptions of reciprocity within ·the caregiving 

relationship have not been studied, nor has the relationship 

of caregiver and care receiver depression, care receiver 

physical and functional health, and length of-time in the 

caregiving relationship to dyadic perceived reciprocity.

Hierarchial regression analyses revealed that depression of 

the care receiver,~as well as the interaction of depression 

of the caregiver and 6ar~ receiver predicted_ dyadic· 

perceived reciprocity. Care receiver· depre·ssion explained a 

s.ignificant amount of the variance in dyadic perceived 

reciprocity; meaning that with higher care receiver 

depression, dyadic perceptions of reciprocity became more 

positive. The interaction effect (cross-product) of. 

caregiver and care receiver depression together however, was 

inversely related to dyadic perceptions indicating that with 

higher depression in the caregiver and care receiver, dyadic 

perceptions of reciprocity became more negative. More. 

specifically, this finding indicates that the interaction 



effect of high depression of both the caregiver ·and care 

receiver leads to negative intradyadic perceptions of 

reciprocity within the'caregiving relationship. 

Within Dyad Depictions of the Caregiving Relationship 
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Qualitative data in this study served-to bring into 

focus a more complete picture of the perceptions elderly 

care receivers and their family caregivers hold concerning 

their caregiving relationships than quantitative measures 

alone could provide. Two salient themes describing quality 

of the caregiving relationship as perceived by both members 

of the caregiving dyad emerged from qualitative data in this 

study. These were titled "through giving we receive" and 

"attachment within the -dyad." 

The first theme "through giving we receive," represents 

a pervasive sense of willingness to give on the part of the 

caregiver and a keen awareness of this willingness on the 

part of the care receiver. These percep~ions were widely 

held-across dyad types as well as within dyads. -Rich 

descriptioris of the care~iving r~lationship were co~sistent 

with quantitative measures of caregiver and care receiver 

perceived·reciprocity as well. Perhaps most importantly, 

these descr'iptions provided a more complete assessment of 

perceived r~ciprocity of the caregiving relationship. 

study sample Findings 

One hundred caregiving dyads participated in the 

present study. Dyads consisted of-community dwelling, 
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cognitively intact care-receivers, age 60 or-over, and their 

spouse, daughter, or daughter-in-law caregivers. Dyads were 

obtained through a 50-plus physician's clinic in the south 

serving an eight county area within two southern states. 

Approximately half (58%) of the dyads in the study were 

spouses with the remaining dyads (42%) being parent/daughter 

(38%) and mother-in-law/daughter-in-law (4%). Seventy-eight 

percent of dyads resided together. Average dyadic monthly 

income was less than $1300.00. 

Caregivers in the study were primarily Euro American 

females (75%) in their mid-sixties, married, currently 

retired, had less than a high school diploma, a_nd had been 

caregiving for approximately six years. Care receivers in 

the stuqy were essentially matched with caregivers on race, 

income level, and length of time in the caregiving 

relationship. Care receivers differed from caregivers in 

that they were older with an average age of 78 years, and 

were less likely to be married. ·caregivers had had less 

formal educatio~ and were not likely to be employed. 

Hypothesis Testing 

Study Models 

Hierarchical multiple regression analyses were used to 

examine the relationships of independent variables to three 

dependent variables: caregiver perceived reciprocity in the 

first hypothesis, _care receiver perceived reciprocity in the 

second hypothesis, and dyadic perceived reciprocity in the 
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fourth hypothesis. The third hypothesis was tested using 

correlations~ paired t-tests and difference scores to· 

exa~ine the relationship between caregiver and care receiver 

perceived reciprocity. 

Caregiver Perceived Reciprocity Model 

Hypothesis I: 

caregiver perceived reciprocity will be predicted by 

caregivers• higher social and economic resources, better 

physical health,· less depression, shorter time in the 

caregiver role, and_ the care receivers• better functional 

and physical health and less depression. 

Hypothesis I for this study was parti-aily supported. 

Caregiver depression,_social and economic resources, and 

care receiver depression each emerged as significan~ 

predictors of caregiver perceived reciprocity. More 

specifically, · iess caregiver· depression,· greater caregiver 

social and economic resources, and greater care receiver 

depression predicted positive caregiver perceived 

reciprocity. Caregiver physical health and time in the 

caregiving relationship, and care receiver functional and 

physical health did not predict caregiver perceived 

reciprocity in this model. Findings with regard to positive 

caregiver perceptions·of reciprocity are not totally unique 

to this study. 

Each of these variables has been individually, but_ 

inconsistently, linked to caregiving outcomes in past 



research. current findings·will be compared with previous 

research in an effort to delineate meaning and explain 

significance within the context of the dyadic caregiving 

relationship. 
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It is not surprising that as caregiver depression 

decreased, caregiver perceptions of reciprocity within the 

caregiving relationship were more positive. Depression has 

been repeatedly documented in earlier studies of caregiver 

well-being as an outcome of caregiving · (Gallagher et al., 

1989; Livingston, Manela, & Katona~ 1996; Prunchn6 & Resch,. 

1989; Stoller & Pugliesi, 1989). 

In the current study, 2ff percent of caregivers were 

clinically depressed as.indicated by CES-D depression scores 

attenuated for age. Half of the depressed caregivers were 

below age 60 and half were 60 or above. Compared with age 

matched noncaregivers, this is quite significant. The 

reported incid~nce of depression is 2 to 4 percent among 

community residing elderly individuals.and 10 to 15 percent 

among the genera_l population (Gurland, 1991) • 

Depressi6n explained the greatest amount of variance in 

the overall model of caregiver perceived reciprocity. This 

finding supports earlier research linking de~ression, which 

has been defined as a disturbance in mood characterized _by 

feelings of despair and hopelessne~s. (Stuart, 1995), to 

conflicted and often negative interpersonal relationships 

involving_the caregiver (~obinson, 1989; Wright., 1994). 
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Depression has been shown to severely limit effective 

family functioning, in some cases more so even than 

alcoholism, schizophrenia, or bipolar disorders (Miller et 

al., 1992). The impact of depression on family functioning 

includesi but is not limited to, impaired communication 

between family members, diminished ability to problem solve 

and decre~sed relationship satisfaction among family members 

(Miller et al., .1992; Walker et al., 1996). These ill 

effects were evident-within the dyadic caregiving 

relationships in the present study when the caregiver 

suffered depression. Depressed caregivers were more likely 

to report perceived imbalances in the caregiving 

relationship and greater interpersonal conflict with their 

care receivers than those who did not suffer depression. 

It is important to examine the incidence of caregiver 

depression in this study from the contrasting perspective 

that the majority of caregivers (ie., 80%) in the study were 

not depressed·. From this perspective, one might question the 

assumption that .family caregiving for dependent elderly 

leads to caregiver depression. _As Livingston and colleagues' 

(1996) recently discu~sed, caregiving, rather than 

increasing the ·risk for caregiver depression, may have 

actually stabilized or decreased the risk of caregiver 

depression when the care receiver was only physically 

impaired. Livingston et al., (.1996) explained this finding. 

in part by·the high rate of coresidence of caregivers and 
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care receivers. Living with a family care receiver may have 

provided the Garegiver with a confidant, a consequent buffer 

to the depres~ion that can result from ·the loneliness of. 

being alone. Livingston et al., (1996) noted a lack of 

association between depression and caregiving for elderly 

with only physical. impairments and related this-to the 

offsetting psychological benefits of a close relationship. 

However, when .. caregivers were caring for cognitively 

impaired eld~rly care receivers,· the incidence of depression 

was significantly_ increased. 

Findings from the current study lend support for the 

premise that although caregiving may bring with it the 

potential. for negative outcomes, an alternative trajectory 

exists. Within the alternative trajectory is the possibility 

for relationship building or strengthening. ·Results from 

the current study further.support these findings as all care 

receivers in the study were cognitively, intact and most 

resided with -their family caregivers. Descriptions of the 

caregiving relat~onship from the caregive~ perspective also 

corroborated these findings as caregivers described close 

dyadic relationships characterized as strong and enduring. 

Caregiver comments_such as "mother and I have always been 

close" and "·I would be lost without him ·(husband care 

receiver), he is-my whole world" reflect the strong 

relational bonds-between caregivers and care receivers in 

this study. 
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Although this explanation is plaus·ible, fipdings from 

this study regarding depression must be interpreted 

cautiously. The incidence of depression among caregivers was 

twice1that of the·general age matched population. This 

indicates that one cannot claim from the study results that 

all caregivers are positively affected by caregiving. Some 

experience negative consequences related to caregiving. 

Although one aim of this study_ was,to identify the positive 

aspects of caregi ving, th_e data indicate that caregi ving. is 

related to higher levels of d~~fession in :some c~regi~ers. 

Perhaps the most intriguing fincling related to the 
. . 

present model was the unanticipated_discovery of the 

relationship between care receiver depression and caregiver 

perceived reciprocity. In this study model, contrary_ to the 

relationship. between less caregiver depression and more 

positive caregiver perceptions of reciprocity, ·as care 
. . 

. - ' . ' 

receiver depression increased~ .caregiver perceptions of 

. reciprocity became more positive_~--_ Specifically, higher 

levels of care r_eceiver depression resulted in more positive·· 

caregiver perceptions of reciprocity. Although divergent 

from previously cited research supporting the assumption 

that depression leads to negative perc~ptions of caregiving 

and its outcomes,- this finding· may represent an interesting· 

paradox. A plausible explanation.is-that high levels· of care 

receiver· depression may actually lead the caregiver to 



experience a sense of importance and being needed, 

indicating a mututal benefit of caregiving which is 

experienced by both members of the caregiving dyad.· 
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Caregiver social resources predicted positive caregiver 

perceived reciprocity in this study model. This finding is 

consistent with findings from other studies wherein the 

presence of adequate social resources contributed to the 

cargivers ability to interrupt negative events and avoid. 

health problems of their own (Wright et al., 1993). Social 

resources may serve as an important buffer to the many 

stressful demands that caregivers often encounter.· 

caregivers in this study generally reported having 

someone to talk to, someone they felt they could trust, and 

someone ~hey could count.on ·if they became sick or disabled. 

Clipp and George (1990) reported that perceived adequacy of 

available social resources is often more impo~tant to 

caregivers than the actual support received. Statements by 

caregivers in this study validated this finding as 

caregivers often described friends and family who could be 

called upon ·i_f needed,. although rarely reported of their 

actually being called upon. 

Findings in this study regarding economiq resources 

support the assumption that caregiver perceptions of 

reciprocity in the caregiving relationship are related to: 

increased income. M~ny dyads reporte~ a shared income which 

was moderate to low. The majority of caregivers voiced 
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concern over expenses related to careg~ving, including 

reduced incomes as a result of having t6 limit or 

discontinue employment. Many expressed concern as· to whether 

future financial needs could be met. The insufficiency of 

the moderate to low levels of. reported economic resources 

was supported by qualitative descriptions of caregiving 
. . 

relationships. When asked "If you.could change anything 

about your caregiving, what would it be?", to have increased 

fin?tnces was among the responses given. It is.important to 

.note that.while.economic concerhs were·voiced by dyad· 

members, few complained about their financial situations. 

The fact that money effected-perceptions of reciprocity 

indicates .that_although basic needs may be provided for, 

economic resources are significant even when.commitments to 

caregiving are strong, as was the case in thi$ study. 

The elderly, probably because they have been victimized 

related to vulnera?ility factors, may be reluctant to 

divulge financial_information particularly to strangers. It 

is therefore pos~ible that financial data may not have truly 

reflected the economic state of the dyads in this study. 

Caregivers and care receivers were intervi~wed together 

concerning economic resources. It is not known whether this 

helped or hindered disclosure. To elicit financial 

information, a scale of income ranges was used, which is 

often less· threatening than stating a ~pecific monthly 

income. A common reluctance to disclose financial 
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information was noted by the investigator on several 

occasions. Research to discover more effective ways of 

assessing economic· resources and financial need is needed to 

further insure the validity of economic data. 

The most common economic concern voiced by caregivers 

· and care receivers alike was related to the extreme sums of 

money they were spending on· medications. These expenses 

often represented_ more than·half of the dyads combined 

monthly income which was typically at or below poverty 

level. In a limited number of c~ses, elders indicated that 

they had stopp~d taking certain prescribed medications 

because they simply could not afford to buy them. 

Physical health of neither the caregiver nor the care 

receiver,predicted car~giver perceived reciprocity in this 

model. As anticipated, caregiver health was considerably 

better than that of care receivers. This is likely to be 

related to the fact that almost half of caregivers in the 

study were _daughte~:5-and·daughters-in-law and were 

re-la ti vely younger thari care receivers in the study. The 

physical _health of caregiver_daughters/~aughters-in-law was 

considerably better than that of spouse.caregivers which may 

alsd be a factor of age. This finding supports earlie~ 

research (Cantor, 1983; Stone et al., 1987) and underscore 

. the need to recognize the physical health risks of 

caregivers, particularly as they grow older (Wright et· al., 

1993). Longitudinal research to measure changes in the 
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physical health of caregivers of nondemented relatives over 

time is-needed. 

The finding that physical health-of the care receiver 

did not influence caregiver perceived reciprocity is 

inconsistent with a body of existing caregiving research 

regarding the caregiving-burden paradigm (Braithwaite, 1992, 

Horowitz, 1985, Poulshock & Deimling, 1984). These earlier 

studies found physical health of elderly care receivers to 

be negatively related- to- caregiver outcomes. B·raithwaite 

(1992) noted in a study examirtirig the.conceptualization of 

caregiving burden that negative caregiving perceptions rose 

. from the erosion of physical, psychological, and social 

resources. Care receivers in the current study, although 

experieJ?-9ing· some physical decline, were cognitively- intact 

and reported stable and reliable social resources which ~ay 

consequently explain their more· positive perceptions of the· 

.caregiving relationship. 

Care receiver functional health was not a determinant 

of caregiver pe~ceived reciprocity in this study. The 

ability to complete activities of daily _living· (ADL)·, 

although somewhat limited in the majority of care ~eceivers 

in this study, was not severely diminished. All care 

receivers were receiving assistance, from their caregivers on 

a·minimum of two AOL's. In most cases these were 

instrumental AOL's such as grocery shopping, preparing 

meals, and assisting with the taking of medications. Most 
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care receivers in this study sample did not need total 

assistance with eating, walking, getting in and out of bed, 

·and toileting, what are considered by some to be the most 

demanding AOL's. 

Although posited as negatively influencing caregiver 

perceptions of the caregiving relationship,· length of time 

in the caregiving role was not a factor in predicting 

caregiver perceived reciprocity in this model. Althqugh 

previous studies have produced inconsistent results, this 

· finding does. corrobor~te· a· rec~nt multivariate latent growth_ 

curve analysis (Walker et al., 1996). _Researchers _in the 

study found no decline in caregiver satistaction of middle

.aged daughters caring for their physicaily impaired elderly 

mothers _as a result of length-of time-in the caregiver role 

alone. Reduced caregiver satisfaction was related to 

increased amounts of required care given. 

Findings from this study also support Stephens and 

Zarit's (19.89) model of adaptive caregiving which suggests 

that over time qaregivers adjust to the caregiving role and 

outcomes of caregiving. change very little. Caregivers in the 

present study had been in the caregiver role on average for 

more than six years and indicated overall satisfaction with 

the caregiving relationship with no desire to change things. 

It is important to note.that the wide variability of length 

of time as caregiver in this study, as well as the 

assessment of the relationship at only one point in time, 



may have limited the ability to detect time as a 

contributing factor to perceived caregiver reciprocity. 

Care Receiver Perceived Reciprocity Model 

Hypothesis II: 
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·care receiver perceived reciprocity will be predicted 

by care receiver's higher social and· economic·resources, 

better functional and physical health, less dep~ession, 

shorter time in the.care receiver role, and the caregivers• 

better physical health and-less depression. 

The second hypothesis in the study which was tested 

with multip·le re.gression analyses was partially supported 

with care receiver economic resources emerging as the only 

significant predictor of care· receiver·perceived 

reciprocity .. However, a significant composite model of care 

receiver perceived reciprocity did not emerge. Subsequent 

regression analyses of models of four individual dimensions 

of care receiver perceived reciprocity did however produce_ 

an overall significa:qt model of the-"balance within family 

caregiving" dimen~ion of dare receiver perceived 

reciprocity. Within this model of."balance within family 

caregiving", the constellation of all indep~ndent variables 

of-care receiver social ~nd~economic resources, £unctional · 

and physical health, depression, an? time in the care 

receiver role, and caregiver physical health and depression, 

was significant. However, none of the .variables were_ 

independently significant as predictors of care receiver 



perceived reciprocity. Models of the three remaining 

dimensions of care receiver perceived reciprocity were 

nonsignificant. 

The "balance.within family caregiving" dimension is 

that part of reciprocity involving the ~erceived balance.of 

care, responsibility, and appreciation bet~een the 

caregiver/care receiver and other family members •. Although 

only approaching significance (R = .0927), length of time in 

the care receiver role contributed the greate~t amount of 

model variance for the "balance withln famiiy caregiving" 

dimension. As hypothesized, the shorter the length of time 

_in the care receiver role, the more positive the care 

receiver's perceptions of reciprocity. Although no previous 

studies were found·to examine the relationship between time 

as care receiver and perceived reciprocity, this.finding is 

not consistent with recent caregiver research which 

.indicates that as time irt the caregiving role increases, 

caregiver satisfactibn ei~her stabilizes or increases 

(Walker et al., :1996; Zar it, 1989) • 

Intradyadic :congruence•of Perceived ~~ciprocity 

Hypothesis III: 

There will be a positive relationship between· 

caregivers• and care receiver-a• perceptions of reciprocity. 

The third study hypothesis was supported. Caregiver and 

care receiver perceptions of reciprocity within the 
f 

caregiving relationship were·correlated. However, the 
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correlation was relatively low(~= .31, R < .005). A paired 

sample t-test revealed a significant difference between 

caregiver and care receiver perceived reciprocity (t(99) = 

-3. 7_7, R < • 001). These findings indicate that although 

caregivers and care receivers perceptions of reciprocity, 

were related, caregiver and ~are receiver levels of 

perceived reciprocity were different. 

Further analysis of within dyad difference scores on 

perceived reciprocity confirmed a correlation between 

caregiver and care receiver p,rceptions. The difference 

scores for the majority of dyads were low. Approximately.85% 

of all caregiying dyads had dif~erence scores of less than 

10 on a scale rangihg from a po~sibl~ 22 to 110. 

Descriptive data ·from caregivers and care_receivers 

explibating their p~ibeptions of the caregiving relationship 

supported quantitative findings. Descriptive data also 

served to yiel_d • a more complete ptcture of the relationship 

between caregiver and care receiver perceptions of 

reciprocity. Th~- open-ended questions used to elicit 

descriptive data were more global than the individual items 

that caregivers and care receivers responded to on the 

quantitative measures_ used in the study. Descriptive data 

indicated that overall caregivers· and care receivers in.this 

study held positive perceptions of their caregiving 

relationships. Perhaps more importantly, cross-tabulation of 

descriptive data with quantitative scores showed that 
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variation in quantitative measurement scores did not 

necessar.ily lndic_ate di~metrically opposed differences in 

how relationships were perceived by caregivers and care 

receivers. The finer gradation in quantitative measures 

however, suggests extreme differences in caregiver and care 

receiver perceptions 6f reciprocity which if considered 

alone, could lead to-misinterpritation~ Findings in this 

study lend further support for the argument that 

quantitative descriptions of caregiver and care receiver 

perceptions of reciprocity are @~sential to increased 

understanding of the dyadic caregiving relationship. 

Dyadic Perceived Reciprocity 

Hypothesis IV: 

Dyadic perceived reciprocity will he predicted by less 

depression for both caregiver and care receiver, better, care 

receiver physical and functional health, and less time in 

the caregiver/care receiver role. 

The fourth hypothesis was part~ally supported; Care 

receiver depres~ion and the interactiori (cross~product) 

effect -of caregiver and care receiver depression we~e 

significant predictors within.the model of dyadic perceived

reciprocity. As was.the case in the caregiver perceived 

reciprocity model, care receiver depression was directly 

related to perceived reciprocity in the dyadic.perceived 

reciprocity model. In more sp~cific terms, as car~ receiver 

depression increased, dyadic perceptions of reciprocity 
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increased. While the care receiver's depression alone was 

not predictive, when both members of the' caregiving dyad 

were depressed, dyadic perceptions of reciprocity decreased. 

Within the model of dyadic perceived reciprocity, the 

interactive effect of both. ca,_regiver ._and care receiver being 

depre_ssed explained the greatest amount ._of model variance. 

The. interaction of depression of· both dyad ·mem}?ers in this 

study however, represents __ an effect less than the sum -of the 

depression of the two individual dyad members. An additive 
, I, 

model of caregiver and care receiver dep·ression would· be · an-

over estimation-of the outcome of dyadic perceived 

reciprocity.· Findings indicate that when both caregiver and 

·care receiver are depressed the effect. on dyadic perceived 

reciprocity is somewhat; but not greatly, increased over and. 
, L 

above the level when only one dyad member is depressed. 

Measurement and testing of the interaction effects of_ 

caregiver and care receiver 'depression on dyadic ·perceived 

reciprocity has not been reported in prior research. 

Findings are however supported by previous research findings 

of the effects of depression of either the caregiver or care 

receiver as separate entities and for marital partners 

wherein the depression of one partner affected the other 

(Collins et al., 1994; Gallagher et al., 1989; Litwak & 

Kail, 1983; Suitor & Pillemer, 1994)·. These earlier studies 

have, however,· dealt primarily with the effects of 

depression on the caregiver despite the fact that depression 



has been identified as the most common emotional health 

problem among the.elderly (Meyers & Alexoponlas, 1988). 
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This prevalence of depression·among the elderly has 

been linked by several researchers to the many losses that 

accompany advancing age (Gallagher et al.,, 1989; Robinson, 

1989; Wright, 1994). This may ·further explain the depression 
\ 

experienced by caregivers who may experience loss as they· 

watch their loved one undergo progressive and often 

deteriora.ting changes, as well as ,their own p~rsonal loss of 

employment, social network, and time for oneself (Kuhlman et 

al., 1991; Tennstedt et al., 1992). In the present study 

caregivers often commented about how caregiving h~d resulted 

in.decreased social ·outlets and little time to do the things 

enjoyed in the past. Many caregivers reported missing being 

able to attend church or play golf with their friends.· 

These findings --point toward the ne~d tor research to 

identify means for detecting and preventing the progressive 

and compounding losses that put either and.potentially both_ 

members.of an el¢lerly caregiving dyad at risk for depression 

and subsequent '.decreased quality of the caregivi_ng 

relationship.· Cautionmust_be exercised however when 

generalizing study findings as-other types of caregiving 

dyads have . yet to be· .studied from this perspective. 

Methodological Considerations 

A cross-sectional descriptive correlational-design was 

used in the present study. The purpose of this research. 
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design is to examine the relationships existing. between 

variables. In this study, relationships were examined 

between selected characteristics of members of the 

caregiving dyad. and the dependent variable of perceived 

quality of the caregiving relationship •. It is important to 

emphasize that no attempt was made to establish causality. 

Because the study measured variables at a single point 

in time, it is not possible.to determine from findings, what 

influence caregiving over ·time had on quality of the 

caregiving relationship. Longitildinal studies spanning the 

years of.caregiving are needed to further understanding of· 

this ongoing ·phenomenon .. 

Regarding instrumentation, few instruments have been 

developed to measure quality of the caregiving relationship 

and existing tools have been ·designed for use exclusively 

with caregivers. Carruth's (1993) Caregiver Reciprocity 

Scale was designed to measure reciprocity in the caregiving 

relationship ,from the caregiver's perspective. Revision of 

this instrument .to facilitate measurement of perceived 

·reciprocity· from the perspectives of both members of· the 

caregiving dyad, and pilot- testing·· were completed J::>y the 

investigator. Although initial reliability and validity were 

establi~hed, further psychom~tric evaluation of.the 

instrument is needed. 

The measurement of quality of_ the caregiving 
j 

relationship must' be· interpr·eted with caution. As the 
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present investigation has clearly shown, within dyad 

differences on quantitative measures do not necessarily. 

indicate that caregivers and care receivers ·are divergent 

overall in their perceptions of their relationships. What 

these measures do indicate is that perceptions are not the 

~ame even though they may be similar. By.· supplementing these 

quantitative data with caregiver and care receiver 

descriptions of the caregiving relationship, it became clear 

that varied responses among dyad members could ~nd often did 

represent similar overall perceptions of the caregiving• · 

relationship. 

Recommendations for Future Research 

Research in determining quality of the dyadic 

caregiving relationship has been fragmented at best. 

Researchers have sought to understand the caregiving 

relationship by examining caregiver and care receiver 

characteristics _separately •. Limited.caregivi11g studies have 

approached ~aregiving from a dyadic perspective and those 

that have·typic~lly have collected data from caregiver and 

described the work.as dyadic. Re;;earch on caregiving dyads 

wherein the.care receiver was elderly has. been·extremely 

lacking and for reasons hc;:,t·completely understood, elderly 

care receivers have been largely excluded as subjects of 

inquiry. 

This study sought to increase knowledge of determinants 

of quality of the caregiving relationship from the dyadic 
I 
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perspective by focussing on both fam.ily caregiver and 

. elderly care receiver alike. This study provides a unique 

perspective from the elderly care receivers' perspective. 

Through ·descriptions and measure's of both caregiver and care 

receiver characteristics, as well as·pe~ceptions of 

reciprocity within the- dyad, the dyadic caregiving -~ 

relationship is more clearly understood. 

Because so few studies have approac1:1,ed caregiving from 

a dyadic perspective, future research in this area is 

greatly needed. Studying the frail elderly not without its 

challenges is often difficult and extremely time consuming. 

However, it is critical that elderly car~ receivers become 

an integral part of studies of the caregiving dyad if this· 

phenomenon is to be more completely understood. 

Qualitative studies are needed as welL as quantitative. 

Because scientific inquiry in the area of- dyadic caregiving 

relationships is in a state of infancy, qualitative studies 

are needed to further explo~e the meaning of the caregiving 

and care receiving experience. Descriptive data in the 

current study served to enhance and validate quantitative 

findings. 

Longitudinal studi~s. are -also needed to examine changes 

in quality of the caregiving relationship over time. With 

regard to depression and its. significant. impact on quality 

of the ba~egiving relationship in this study, longitudinal 

research is crucial. 
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Findings in this study lean toward caregiving~as a 
.. ' . 

positive experience for caregivers and· care receiv~rs .. These 
- j , • 

findings are ~ncouraging for caregi~ing families_ and those 

individuals working with caregi~ing dyads. Research efforts 

that continue to explore these positive aspects of 

c'aregiving can help to build a solid understanding of how 

dyads ·can be assisted and more thoroughly understood. 
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Informed Consent for Caregivers 
·"Quality of the Caregiving Relationship 

and Health of the Caregiving Dyad" 
Maranah Sauter, R.N., M.S.N., Ph.D. Student, 

· Principal Investigator 
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_ I understand that r have been invited to participate in 
a study of family caregiving involving persons age 60 and 
over who have a spouse, daughter,· or daughter-in-law 
identified as their primary caregiver. This study fs 
designed to help explain how the caregiving relationship 
influences the health of both the caregiver and the care
receiver. 

I understand that I have been asked to participate 
becarise I am in a family caregiver/care-receiver 
relationship. I understan~ that I am one of 100 caregivers 
and over 100 care-receivers who will participate in this 
study. 

My participation will involve being interviewed by the 
principal inve~tigator, Maranah Sauter, fdr about one hour 
in a place that my care receiver, myself, and the , 
investigator agree will. be comfortable. This may be in my 
care receiver's home or doctor's office. I will be 
interviewed separately from my care receiver for some of the 
questions. I will be asked. questions about my caregiving 
relationship, my caregiving situation-,. and certain aspects 
of my health. I will answer these questions verbally or by 
placing a(✓) check mark in spaces shown on the forms. I 
will answer·two or three questions which will be recorded on 
a tape record~r. The~e will be_· questions like "How would you 
describe your caregiving relationship?" or "'What do you like 
best and· -least -about your caregi ving relationship?" Tape 
.recording wilL allow the investigator to m6re correctly and 
compietely describe my experiences. At the completion of the 
interview, the investigator will transcribe the·tape. The 
tape will be destroyed after the transcriptions-are made. 
All interview forms and the tape recordings will contain 
only a number for coding-purposes and will not be _identified
by name. My responses will be used only by the 
investigator. · · 

I understand that my participation in the research 
study and the research records specifically related to it, 
will be-confidential, unless specifically required to be 
disclosed by state or federal law. My name will not be 
released to anyone for anj reason. It will not be possible 
to identify me from the written reports of this study •. 

I understand·this study 'involves only minimal risk 
since a_ny problems pertaining :to my situation are already 
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known to me. However, if I should feel uncomfortable with 
some of the questions, I understand that I do not have to 

.answer them. If the investigator should notice some real. 
danger to my health- or my care receiver's health, she would 
arrange for medical help and may have to notify appropriate 
referral. agencies. The potential benefits include increased 
knowledge concerning .enhancing caregiving relationships and 
improving health. 

I understand that my participation '_is completely . 
voluntary-and that I can stop the interview.at. any time. I 
understand that. my decision· not to participate will not 
affect my health care in any way. I will.not·receive any 
money . for participat_irtg in th~ study. ' 

I understand that Marariah Sauter, R.N., M. s .• N., who can 
.be reached at••■•••• will answer any.further 
questions I may have at any time copc~rning the study. If. I 
have any questions ··or cond~rna abo.ut th;e rights of research 
subjects, t may contact Dr. George Schuster at 706/721-2999 
at· the Medical College of ·Georgia. I agree to be contacted 
in the future by.the investigator at·which time I may :b~ 

.asked further questions regarding my health and caregiving. 

The risks and benefits to me, if I participate in _this· 
study, have been explained. I have had the chance to ask 
questions, and these have been answered. 

Subject's Signature Date 

Principal Investigator's Signature Date. 
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Informed Consent for care Receivers 
"Quality of ·the Caregiving Relationship 

and Health of the Caregiving Dyad" 
Maranah Sauter, R.N •. , M.S.N., Ph~D. Studen~, 

Principal Investigator 
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I understand -that r have be·en invited to participate in 
a study of family caregiving involving persons age 60 and 
over who have a spouse, daughter, or daughter-in-law 
identified as their primary caregiver. This study is 
designed to help explain how the caregiving relationship 
influences the health of both the caregiver and the care-

·receiver. 

I understand that I have been asked·to p~rticipate 
because I am in a family caregiv~r/care~receiver 
relationship. r·understand that tam one.of 100 caregivers 
and over 100 care-receivers who will participate.in this 
study. · 

My participation will involve being interviewed_ by the 
principal investigator Maranah Sauter, for about one hour in 
a place that my caregiver myself, and the investigator agree 
will be c:omfortable.·· This may ·be in my home or my· doctor's 
office. I will be interviewed separately from my caregiver 
for some of the questions. I will be asked questions about 
my caregiving relationship, ·my caregiving situation,. and 
certain aspects of my health. I will answ·er these questions 
verbally or by placing a(✓} check mark in spaces shown on 
the forms. I _will answer two or three questions which will 
be· recorded on a tape record.er. These will be questions like 
"How would you describe your caregiving relationship?" or 
"What do you like best and least about your caregiving 
relationship?" Tape recording will allow the investigator to 
more correctly and_completely _describe.my experiences. At 
the completion of the interview, the investigator will 
transcribe the t~pe. The tape will be destroyed aft~r the· 
transcriptions are made. ·All interview forms and the tape 
recordings will contain only a number for coding purposes 
and will not be identified by name. My responses will be 
used only by the investigator. 

I under.stand that my participation in the research 
study and the research records specifically related to it, 
will be confidential, unless specifically required to be 
disclosed by state or federal law. My name will. not be 
released. to anyone for any reason. It will not be possible 
to i_dentify me from the written reports of this study._ 

I understand this study involves only minimal. risk 
since any problems pertaining to my situation are·already 
known to me. However, if I should feel uncomfortable with 
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some of the questions, I.understand that I do IJ.Ot have to 
answer them. If the investigator should notice some real· 
danger to my health or my caregiver's health, she would 
arrange for medical help and may have to notify appropriate 
referral agencies. The potential benefits include increased 
knowledge concerning enhancing caregiving relationships and· 
improving health. 

I understand that my participation .:j.s completely 
voluntary and that I can stop the interview at any time.: I 
understand that my decision not to participate will not· 
affect my health care in any way. I will not receive any 
money for participating in the study •. 

I understand that Maranah Sauter, R.N., -M.S.N., who can 
be reached at •• will answer any further 
questions I may have at any time concerning the study. If I 
have any questions or concerns·. about the rights of research 
subjects, I may contact Dr. George Schuster at 706/721-2999 
at the Medical College of Georgia. I agree to be contacted 
in the future by the investigator at which timer may be 
asked further questions regarding my health and caregiving. 

The risks and benefits to me, °if I participate in' this 
study, have been explained •. · I haye. had the chance to ask 
questions and these have been answered. 

Sl,l.bj,ect'_s Signature Date 

Principal Investi.gator·• s Signature Date 
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Informed Consent - Caregiver (Revised) 



Informed·consent for Caregivers 
"Quality of the Caregiving Relationship 

and Health of the caregiving Dyad" 
Maranah Sauter, R.N., M.S.N., Ph.D. Student, 

Principal Investigator. 
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I understand that I have been invited to participate in 
a study of family caregiving involving persons age 60 and 
over who have a spouse, daughter, or daughter-in-law 
identified as their primary caregiver. ~his study is 
designed to help explain how the caregiving relationship 
influences the health of both the caregiver and. the care
receiver. 

I understand that I have been asked to participate 
because I am in a family caregiver/care-receiver 
relationship.· I understand· that I am one_ of 100 caregivers 
and over 100 care-receivers who will participate in this 
study. · 

My participation will involve being interviewed by the 
principal inve~tigator, Maranah Sauter~ for about one hour 
in a place that my care receiver, myself, and the 
investigator agree· will be comfortable. This may be in my 
care receiver's home or doctor's _office·. I · will be 
interviewed separately from my care receiver for some of the 
questions .• -I will be asked questions about my caregiving 
relationship, my caregiving situation, and certain aspects 
of my health. I will answer these questions verbally or- by 
placing a(✓) check mark in spaces shown on·the forms. I 
will answer two or three open-ended questions.·.These will be 
questions like "How-would you describe your caregiving 
relationship?" or "What do you like best and least about 
your caregiving relationship?" These questions will allow 
the investigator to more correctly and completely describe 
my experiences. ·All interview forms will contain only a 
number for coding purposes and will not be identified by 
name. My responses will. be used only by the investigator. 

I understand that my.participation in the research 
study and the research-records specifically related to it, 
will be cionfidential, unless specifi~ally requiied to be 
disclosed by state or federal. law. -My name will not be 
releas~d to anyon·e.-for ~ny reason. It will not b_e possible 
to identify me from the·written reports of this study. 

I understand this study involves only minimal risk 
since any problems pertaining to my situation are. already· 
known to m_e. However, if I should feel uncomfortable with 
some of the· question·s, I uriderst_and that I do not have to 
answer them~ If the investigator should notice some real. 
danger· to my health or my care receiver's health, she would 
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arrange for medical help and may have to notify appropriate 
referral agencies. The potential benefits include increased 
knowledge concerning enhancing caregiving relationships and 

·improving health. 

I understand that my participation is completely 
voluntary and that I can stop the interview at any time. I 
understand that my decision not to participate will not 
affect my health care in any way. I will not receive any 
money for participating in the study. 

I understand that Maranah Sauter, R.N., M.S.N., who can 
b~ reached at ■ II/ 7222, will apswer any further 
questions I may have at any time concerning the study. If I 
have any questions or concerns about the rights of research 
subjects, I may contact Dr. George Schuster at 706/721-2999 
at the Medical College·of Georgia. I agree to be contacted 
in the future by the investigator at which time I may be 
asked further questions regarding my health and caregiving. 

The risks and benefits to me, if. I participate in this 
study, have been explained. I have had the chance to ask 
questions and these have been answered. 

Subject's Signature Date 

Principal Investigator's Signature Date 
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Informed Consent - care Receiver (Revised) 



Informed Consen:t fo,r care Receivers 
"Quality of the Caregiving Reiationship-
. · a·nd Health of the Caregiving Dyad" 

·Maranah Sauter, R. N. , M. S. N .-, Ph. D ~ student, 
Principal Investigator ·· 
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_ I understand that I have been invited to participate in 
a study of family caregiving involving persons age 60 and 
over who have a spouse, daughter, or daughter-in-law 
identified as their primary caregiver. This stµdy is 
de'signed to help explain how the caregiving relationship 
influences the health of both-- the caregiver and the care-
receiver. · · · · 

I understand that I have been asked to participate 
because I am in a family caregiver/care-receiver 
relationship. I understand that·I am one of _100 caregivers 
and over 100 care-receivers who will participate in this 
study. 

My participation will involve being interviewed by the 
principal investigator·Maranah Sauter, for about one hour in 
a place that my caregiver myself, and the investigator agree 
will be comfortable. This may be in my home or my doctor's 
office. I will be interviewed separately from my.caregiver 
for some of the questions. I will be asked questions about 
my caregiving relationship, my caregiving situation, and 
certain aspects of my health •. I' will answer these questions 
verbally or by placing a(✓) check mark in spaces shown on 
the forms. I will answer two or three open-ended questions. 
These will be questions like "How would you describe your· 
caregiving relationship?" or "What do you like best and 
least about your caregiving relationship?" These questions 
will. allow the investigator to more correctly and completely 
describe my experiences. All interview forms will co"ntain 
only a number for coding purposes and will not be identified 
by name. My responses will be used only by the 
investigator. 

r· understand that my participation in the research 
study and the research records specifically related to it, 
will be confidential, unless specifically required to be 
disclosed by state or federal law. My ~ame will not be 
released to anyone for any reason.. It will not be possible 
to identify me from the written reports of· this study. 

I understand this study involves only minimal risk 
since any problems pertaining to my .situation are already· 
known to me. However~ if I should feel uncomfortable with 
some of the questions, I understand that I do not have to 
answer them. If the investigator should notice some real 
danger to my health or my caregiver's health, she would 
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arrange for medical help and may have to notify appropriate 
referral agencies. The potential benefits include increased 
knowledge concerning enhancing caregiving relationships and 
improving health. 

I understand that my participation is completely 
voluntary and that I can stop the interview at any time. I 
understand that my decision not to participate will not 
affect my health care in any way. I will not receive any 
money for participating in the study. 

I understand that Maranah Sauter, R.N., M.S.N-., who can 
be reached at · · will answer any further 
questions I may have at any time concerning the study. If I 
have any questions or concerns about the ·rights- of research 
subjects, I may contact Dr .. George Schuster at 70·6/721-2999 
at the Medical College of Georgia. I agree to be contacted 
in the future by the investigator at which time I may be 
asked further questions regarding my health and caregiving. 

The risks and benefits to me, if I participate in this 
study, have been explained. I have had the chance to ask 
questions and these have been answered. 

Subject's Signature Date 

Principal Investigator's Signature Date 
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Caregiving Dyad Informat1on Form 
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CAREGIVING DYAD INFORMATION FORM 

Date: _________ _ Interview No. _ _____ __. ____ _ 
CAREGIVER INFORMATION 

Relationship to Care
Recipient: 

Age: 

Gender: 

Marital status: 

How long married: 

Number of children: 

·occupation· 
1. Now: 

. Hours: 

2e Past: 

Hours: 

Education: 

When did caregiving begin? _________________ _ 

Do the two of you live together? yes no 

If no, how far apart_do you live? 

Does·anyone else take part in your caregiving situation? 
yes . _____ no 

If yes, explain. 
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Appendix F 

OARS - Social Resources Scale 
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Date: Interview No: 

SOCIAL RESOURCES 

Now I'd like to ask you some·questions about your family and 
friends. 

1. Are you single, married, never married, widowed, 
divorced or separated? · 

1 Single (never married) 
2 Married 
3 Widowed 
4 Divorced 
5 Separated 

Not answered 

2e Who lives with you? 
[CHECK "YES" OR "NO" FOR EACH OF THE FOLLOWING] 

I 1 IGJ 
YES NO 

. no one 

husband or wife __________ _ 

children 

grandchildren 

· parents 

grandparents 

brothers and sisters _______ _ 

other relatives (does not include 
in-laws covered in the above 
categories) 

friends 

non-related *paid helper 
[*includes free room] 

other [specify] 
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3. How many people do you know well enough to visit with 
in their homes? 

3 Five or more 
2 Three to 4 
t One or two 
O None 

Not answered 

4. About how many times did you talk to someone - frien~s,. 
relatives, _·or others on the telephone in the past week 
(either you called them or they called your)? (IF 
SUBJECT HAS NO PHONE, QUESTION STILL APPLIES.] 

3 One a day or _more 
2 2-6 times 
1 Once 
O Not at all 

Not answered 

5. How many times during the past week did you spend some 
time with someone who does not live with you; that is, 
you went.to see them or they came to visit you, or you 
went out to do things together? 

3 Once a day or more· 
2 2-6 times 
1 · Once, 
o Not at all 

Not answered 

6. Do you have someone you can trust and confide in? 

_1 Yes 
0 No 

Not answered 

7. Do you find yourself feeling lonely quite often, 
sometimes, or almost never? 

o Quite often 
1 Sometimes 
2 Almost never 

Not answered 

8. Do you see your relatives and friends as often as you 
want to, or not? 

1 As often as wants to 
o Not as often as wants to 

Not answered 
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9. Is there someone who would give you any help at all if 
you were sick or disabled, for example, your 
husband/wife, a member of your family, or a friend? 

1 Yes 
o No one willing and able to help 

Not answered 

[IF "YES" ASK a. AND b.] 
a. Is there someone who would take care of you 

as long as needed, or only for a short time, 
or only someone who would.help you now and 
then. (for example, taking you to the doctor, 
or fixing lunch occasionally, etc.) 
_3 Someone who would take care of Subject 

indefinitely (as long as needed) 

2 Someone who would take. care of Subject. 
_for a short time (a few weeks to 6 
months) 

1 Someone who would help the subject now 
and then (taking him to the doctor or 
fixing lunch, etc. 
Not answered 

b. Who is this person? 

Name: 

Relationship_: 

Code: 1 = Spouse, i = Sibling, 3 = 
Offspring, 4 = Grandchild, 5 = 
Other Kiri~ 6 = Friend, 7 = Other 
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Appendix G 

OARS - Selected Economic Resources Scale Items 

) 



ECONOMIC RESOURCES 

1. Please tell me how well you think you 
are now doing financially as compared to 
other people your age~ better, about 
the same, or worse? 

2 
1 
0 

Better 
About the same 
Worse 
Not answered 

2. How well do you think you are doing now 
financially as compared to before 
beginning caregiving? 

2 Better 
1 About the same 
O Worse 
- Not answered 

3. How well does the· amount of money you 
have ·take care of your needs~ very 
well,.fairly- w~ll, -or poorly? 

2 Very·well 
1 Fairly well 
o Poorly 
- Not answered 

4. Do you usually have enough to buy those 
little "extras," that is, those small 
luxuries? 

1 Yes 
0 No 
- No.t answered 

5. At the present time do you feel that you 
will have enough for your needs in the 
future? 

1 
0 

Yes 
No 
Not answered 
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6. How much 
c_oming in 

Monthly: 

NOTE: 

do you and elder have 
every month? 

1: under $ 870 
2: $ 870 $1,299 
3: $1,300 $1,799 
4: -$1, 800 $2,299 
5: $2,300 $2,799 
6: $2,800 $3,299 
7: $3,300" $3,799 
8: $3,800 or more 

If not living together, 
record elder's own 
income. 

CAREGIVER 

7. Can you estimate how much out-of-pocket 
money per month you spend for 
caregivirig? 

208 

ELDER 
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· Appendix H 

Multilevel Assessment Instrument 



Date: __________ Interview No: 

Physical Health (MAI) 

Now I'd like to ask you some questions about your general 
health. 
(Physical Health [MAI] - questions 1-8) 

210 

Caregiver Elder 

MAI-2. 

MAI-3. 

MAI-4. 

How would you describe your 
own health? 

4 Excellent 
3· Good 
2 Fair 
1 Poor 

Not answered.· 

How much do health problems 
stop you ·from doing 
things/activities you would 
like to do? 

4 · Not at all 
3 A little · 
2 A lot 
1 Completely 

Not answered 

How many visits to the doctor 
have you had in the past 
year? 

4 None except a routine 
·checkup 
3 One to three visits 
2 Four to seven visits 
1 Eight or more visits 
- Not·answered 

How many:days have you been 
in the hospital this past 
year? 

4 None 
3 One to seven days 
2 Eight to 14 days 
1 15 or more days 
- Not answered 



MAI-5. 

MAI-6. 

MAI-7. 

MAI-M. 

MAI-8. 

Do you have heart trouble? 

2 No 
1 Yes 

Not answered 

Do you have circulatory 
problems, for example swollen 
ankles or hands; cold, 'numb 
toes or fingers? 

Do 

2 No 
1 Yes· 

Not answered 

you use a wheelchair? 

3 Never 
2 Sometimes 
1 Always 

Not answered 

Do you take any medications? 
[LIST ALL MEDICATIONS EXCEPT 
VITAMINS; USE NAME, DOSAGE 
AND TIMES TAKEN'AS STATED ON 
PRESCRIPTION BOTTLES] 

Number of medications (doses) 
taken per day INCLUDING PRN 
MEDICATIONS: 

4 None except vitamins 
3 One to three 
2 Four to seven 
1 Eight or more 

Not answered 
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Caregiver Elder 



MAI-D. In the past have you ever 
been so depressed that you 
needed treatment from a 

·doctor or therapist? 

2 No 
1 Yes 

Not answered 
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Caregiver Elder 
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Appendix I 

Blessed Dementia Rating Scale 
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Name: 
BLESSED DEMENTIA RATING SCALE 

(ob~ained from: fnformant) 

1. Memory and.Performance of Everyday Activities: 

Loss of Ability 

None Some f3evere-

A. Ability to. perform household 0 0.5 
tasks. 

B. Ability to cope with. small sums 0 ,o. 5 
of money. 

c. Ability to · remember a· short 0 0.5 
list of items. (e.g., shopping 
list.) 

D. Ability to find way about- 0 0.5 
indoors (patient's home or 
other familiar locations. 

E. Ability to find way·around 0 0.5 
familiar streets. 

F. Ability to grasp situations or 0 0.5 
explanations·. 

G .. Ability to-recall recent 0 0.5 
events. 

H. Tendency to dwell in the past. 0 0.5 

(Score:- o = None; 0.5 = Sometimes; 1 = Frequently) 

2. Habits: 

A. EATING.: 
0 = 
1 = 
2 = 
3 = 

B. DRESSING: 
0 = 
1 = 

2 = 

3 = 

Feeds self without much assistance 
Feeds self with minor·assistance 
Feeds self with much assistance 
Has to be fed 

Unaided 
Occasionally misplaces buttons, etc.; 
requires minor'help 
Wrong sequence, forgets items;· requires 
much assistance 
Unable to dress· 

1 

1 

1-

1 

.1 

1 

1 

1 



c. TOILET: 
0 = 
1 = 

2 = 

3 = 
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Cleans, cares for self at toilet 
Occasional incontinence, or needs to be 
reminded 
Frequent incontinence or needs much 
assistance 
No control 

3. Total Score of All Items: 

(maximum score of 17) 
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Center for Epidemiologic Studi~s Depression 

Scale (CES-D Scale) 
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Date: Number: __________________ _ 

) 

For each statement, describe how often you felt or behaved 
this way DURING ·THE PAST WEEK. 
Answer the_se questio~s with one of the fol.lowing: 

O - rarely or none -qf the time 
1 some or a little of the time 
2 a lot of the time 
3 - most or all of the time 

1. I was bothered by things that usually don't bother 
me • • • • . • • • • • • • • • • • • . • o 1 2 3 

2. _ I did feel -like eating: my appetite was 
poor . . . . . .. . . . . . . . . . . . . . . O 1 2 3 

3. I felt that I could not shake off the blues even 
with help from my family and friends .- 0 1 2 3 

4. I felt that I just as good as other people 0 1. 2 3. 

5. I had trouble keeping my mind on what I 
was doing . . . . . . . . . . . . . . . . . 0 1 2 3 

6. I felt depressed . . . . . . . . . . .. . . . 0 1 2 3 

7. I felt that everything I did was an effort 0 1 2 3 

8. I felt hopeful about the future . . . . 0 1 2 3 

9. I thought my life had been a failure .. . . ., 0 1 2 3 

10. I felt fearful . . . . . . . . .. . . .. 0 1 2 3 

11. My sleep was restless . . . . . . . 0 1 2 3 

12. I was happy ·- . . . . . . . . . . 0 1 2 3 

13. I talked less than usual . . . . . . . . 0 1 2 3 

14. I felt lonely . . . . . .. . . 0 1 2. 3 

15. People were unfriendly . . . . . . . . . 0 1 2 3 

16. I enjoyed life . . . . . . . . . . . . . . . 0 1 2 3 

17. I had crying sp~lls . . . . . . . . . . . . 0 1 2 3 

18. I felt sad . . . . . . . . . . . . . . . . ., . 0 1 2 3 

19. I felt that people dislikeo. me . . . . . . . o. 1 2 3 
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20. I could not get "going" . . . . . . . . . . 0 1 2 3 

21. I felt life was not worth living . . . . . . 0 1 2 3 

22. I felt like hurting myself . . . . . 0 1 2 3 

23. I felt like killing myself . . . . . . . 0 1 2 3 
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OARS - Activities of Daily Living Scale 



220 

· ACTIVITIES OF DAILY LIVING 

Now I'd like to ask you about some of the activities of 
daily living, things that we all need to do as a part of our 
daily lives. I would like to know if you can do these 
activities- without any help at all, or if you need some help 
to do them, or if you can't do them at all. 

[BE SURE TO READ ALL ANSWER CHOICES IF APPLICABLE IN 
QUESTIONS 1 THROUGH 15 TO RESPONDENT.] 

· Instrumental AOL 

1. Can you use the telephone~ .. 

2 without help, including looking up 
numbers and dialing; ' 

1 with some help (can answer phone or 
dial operator in an emergency, but 
need a special phone or help in 
getting the number or dialing); or 

o are you completely unable to use 
the telephone? 

- Not answered 

2. Can you get to places out of walking 
distance •.. 

2 without help (drive your own car, 
or travel alone on buses, or 
taxis); 

1 with some help (need someone to 
help you or go with you when 
traveling); or 

O are you unable to travel unless 
emergency arrangements are made for 
a specialized vehicle like an 
ambulance? 

- Not answered 



3e Can you go shopping for groceries or 
clothes [ASSUMING SUBJECT HAS 
TRANSPORTATION] •.. 

2 · without help (taking care of all 
shopping-needs yourself, assuming 
you had transportation); 

1. with some help (need someone to go 
with you on all shopping trips); or 

o are you completely unable to do any 
shopping? 

- Not answered 

4 • Can you prepare your own meals ••. 

2 without help (plan and cook full 
meals yourself); 

1 with some help (can prepare some 
things but unable to cook full 
meals yourself); or · 

o are you completely unable to 
prepare any meal$? 

- Not answered 

5. Can you do your housework .•. 

2 

1 

0 

without help (can clean floors, 
etc.);·.· 
with some help (can do ·-light 
housework but need help with heavy 
work); or 
are you completely unable to do any 
housework? 
Not answered 

6. Can you take your own medicine •.•. 

2 with6ut help (in the right dose at 
the right time); 

1 with some help (able to-take 
medicine if someone prepares it for 
you and/or reminds you to take it); 
or 

o are you completely unable to take 
your medicines? 

- Not answered 
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7 • Can you hand __ le your own money •.. 

. 2 without help (write checks, pay 
bills, etc); 

1 with some help (manage day-to-day 
buying but need help with managing 
your checkbook and paying your 
bills);·or 

0 are you completely unable to handle 
money? 
Not answered 

· Physical ADL 

Se Can you eat ... 

2 without help (able to feed yourself 
completely; 

1 with some he+p (need help with 
cutting~ etc.); or 

o are you completely unable to feed 
yourself? 

- Not answered 

_9., Can you dress and undress yourself ... 

2 without help (able to_ pick out 
clothes, dress and undress 
yourself); 

1 with some help or 
O are you completely unable to dress 

and undress yourself? 
- Not answered 

10. Can you take care of your own 
appearanc~, for example combing your 
hair and (for men) shaving ... 

2 without help; 
1 with some help; or 
O are you completely unable to 

maintain your appearance yourself? 
- Not answered 
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11. Can you walk ... 

2 without help (except from a cane); 
1 with some help from a person or 

with the use of a walker, or 
, crutches; or 

0 are you completely·unable to walk? 
- Not answered 

12. Can you get in and out of b~d~~-

2 _without any help or aids; 
1 with some help (either from a 

pers6n or with the aid of some 
· device)-; or 

o are you:totally·dependent on 
someone e-lse to· lift you?· 

- Not answered .... 

13~ Can you tak~ a bath or shower .•.. 

2 without help.; 
1 with some help (need h~lp getting 

in and out of the tub,. or need 
special attachments on the tub); or 

o are you completely unable to bathe· 
yourself? 

- Not answered. 

14. Do you ever have trouble getting to the 
bathroom on time? 

2 No 
O Yes 
1 Have a catheter or colostomy 
- Not answered 

[ IF "YES" . ASK a. ] 

a. How often d6 you wet or soi1-
yourself (either day or night)? 

1 Once or twice·a week 
O Three times a week or more 
- Not answered 
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15. Is there someone who helps you with such 
things· as shopping, housework, bathing, 
dressing, and getting around? 

1 Yes 
0 No 

Not answered 

[IF "YES" ASK a. AND b.] 

a •. Who is your major helper? 

· Name ______ ,,__ ________ _ 

Relationship ___ ,,__--~-----

b. Who else helps you1. 

Name. __________ _;__ ____ _ 

Relationship ___________ _ 
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CAREGIVER RECIPROCITY SCALE 

Many of the statement below came from interviews 
with other caregivers. I am interested in 
knowing if you have similar feelings. There are 
no right or:wrong answers. Your responses will 
remain confidential. 

/ 
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Please read each statement and mark an (X) in the 
box that represents how you feel. Statements 
refer to the person you care for br to.other 
family members •. If·you care for more than one 
person, think abo11t the person you provide the 
MOST when responding to these statemepts. 

KEY: Strongly Agree= SA, Agree = A,, Undecided = .u, Disagree =· 
D, Strongly Disagree =·SD 

SA A u D SD 

WARMTH AND REGARD 

1. My parent [in-law] gives me 
undesirable advice. 

2. My parent [in-law] has ways of .. 

making me feel bad. 

3. I'm satisfied ~ith the give 
and take between me arid·my 
parent [in-law]. 

4. I spend time with my parent 
[in-law] when I really don't 
want to. 

5. My parent [ iri'-law] . respects my 
privacy. 

6. I often get frustr.ated with my 
parent [in-law]. 

7. My parent [in-law] demands .too 
much of my time. 

8. My parent [in-law] and I are 
considerate of each other's 
feelings. 

9. My parent [in-law] takes me 
for granted. 
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KEY: strongly Agr·ee :: SA, Agree = A,. Undecided = u, Disagree =· 
D, Strong1y.Disagree = SD 

SA A u_ D SD 

INTRINS:IC R·EWARDS OF GIVING 

10. I don't mind· giving money 
to my·parent [in-law] if 
needed. 

11~ Sharing back and forth with 
my parent [in-law] is 
important to me. 

12. · I fe~l gratified by meeting 
my parent's [in-law] needs. 

13. I am willing to do all,I 
can for my parent [in-law]. 

14. I enjoy being able to 
arrange a.special treat for 
my parent. [in-law]. 

LOVE AND AFFECTION 

15. My parent [in-law] lets me 
know he (she) loves me. 

16. My parent [in-law] and I 
have stuck together through 
thick and thin. 

'11. My parent ·[in-law] 
appreciates me. 

18. My parent [in-law] accepts 
me. 

BALANCE WITHIN FAMILY·CAREGIVING 

19. Family m~mbers often come ' . 

to each others' rescue. 

20. There is· balance between.: 
what I do for :rny·family and 
what they do forme. 

21. Members of.my family 
appreciate each other. 

22. Responsibilities for my 
parent [in-law] are shared 
in a fair· manner among 
family members. 
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SCORING INFORMATION FOR THE CAREGIVER RECIPROCITY SCALE' 

The Caregiver Reciprocity Scale (CRS) consists of 22 
Likert items, each scored from 1 to 5'. Items yield 4 
scores: wa;rmth and regard, intrinsic rewards of giving, love 
and affection, and balance within family caregiving. scale 
scores are derived by 'Simple summation of items scores. 
Even though the enclosed instrument has items clustered 
under each sub-scale, items can be mixed in order to avoid 
bias in response sets. 

strongly Agree= 5 
Agree= 4 
Undecided= 3 
Disagree= 2 
Strongly Disagree =-1 

The following items are revers_ed scored: 

#1, 2, 4, 6, 7, 9 



Appendix M 

Caregiving Reciprocity Scale 

(Revised) 
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CAREGIVING RECIPROCITY SCALE 
(REVISED) 

Many of the statement below came from interviews 
with other caregivers or care-receivers. I am 
interested in knowing if you have similar 
feelings. There are-no right or wrong answers. 
Your responses- will iemain confidential. 

Please read each statement and mark·an (X) in the 
box· that represents how you feel. St~tements 
refer· to the person you care for or the person 
who cares for you, or to other family members. 
If you care for more than one person or are cared _ 

_ for by more than one person, think about the 
person you are involved in caregiving with the 
MOST when responding to these statements. 

KEY: Strongly Agree= SA, Agree =· A, Undecided= u, 
Disagree= D, strongly Disagree = SD 

SA A· u D 
'• 

WARMTH AND REGARD 

1. My gives me 
undesirable advice. 

2. My has ways of 
making me feel bad. 

3. I'm satis~ied with the give 
and take between me and 

' . -
-4. I spend time with._my 

-when !'really don't want to. 

5. My respects· my 
privacy. 

6. I often get .frustrated with.my 
. 

.7. My demands too much 
of my time. 

8. My and· I are 
considerate of each other's 
feelings. 

9. My takes me for 
granted. 
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KEY: strongly Agree= SA, Agree = A, Undecided= u, 
Disagree= D, strongly Disagree = SD 

SA A u D SD 

INTRINSIC REWARDS OF GIVING 

10. I don't mind/or have not 
minded giving money to my_ 

if needed. 

11. Sharing back and forth with 
my is important 
to me. 

12. .I feel/hav~ felt in the 
.past gratified by meeting 
my needs. 

13. I am willing/have been 
willing to do all I can for 

. 
14. I enjoy/I have enjoyed in 

the past being able to 
arrange a special treat for 
my . 

LOVE AND AFFECTION 

15. My lets me know 
he(she) loves me. 

16. My and I have 
stuck together through 
thick and thin. 

17. My appreciates 
me. 

18. My accepts me. 

BALANCE WITHIN FAMILY CAREGIVING 

19. Family members often.come 
to each others' rescue. r 

20. There is balance between 
what I do/have done for my 
family and what they· 
do/have done for me. 

21. Members of my family 
appreciate each other. 
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KEY: strongly Agree= SA, Agree - A, Undecided= u, 
Disagree= D, Strongly Disagree = SD 

SA A u D SD 

22. Responsibilities for my 
's care are shared in a --fair· manner among family 

members. 
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SCORING INFORMATION .FOR THE CAREGIVING RECIPROCITY SCALE 

The Caregiving Reciprocity Scale (CRs)·consists of 22 
Likert. items, each· scored from 1 to 5. Items yield- ;4 -
scores: warmth and regard, intrinsic rewards of giving, love 
and affection, and balance· within family caregiving. Scale 
scores are derived by simple summation of items scores. 
Even though the enclosed instrument has items clustered 
under each sub-scale, items can be mixed in order to avoid 
bias in response sets. 

Strongly Agree= 5 
Agree= 4 
Undecided= 3 
Disagree = -2· 
Strongly Disagree= 1 

The following items are. reversed scored: 

#1, · 2 I 4 I 6 I 1 I 9 



Appendix N 

Open-ended Items Concerning the -
Caregiver/Care Receiver Relationship 
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Open-ended Items Concerning the 
Caregiver/Care Receiver Relationship 

1. How would you describe your caregiving relationship? 

2. What do you like best about your caregiving 
relationship? 

3e What do you like least about your caregiving 
relationship? 

4. Have you been in other caregiving relationships in the 
past? If so, describe. 

5. In your opinion, what makes a really·good caregiving 
relationship?. 

6. If you wanted to change anything about your caregiving 
relationship, what would it be? 
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