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This article explores the relationships between caregiving stressors and caregiver well-being in a representative

community sample of disabled elders and their informal caregivers. The direct and indirect effects of stressors and

potential mediators on the outcome of caregiver psychological well-being, as measured by depression, were exam-

ined using path analysis. Potential mediators of the primary stressors on depression included mastery, emotional

support, quality of relationship between the caregiver and the care recipient, formal service use and role overload.

Findings indicate that the caregiving stressors (needs for care) led to caregiver depression indirectly through their

effect on hours of care provided and the resulting caregiver perception of role overload. Quality of the

caregiver/care recipient relationship mediated the relationship of the caregiving stressors and caregiver overload

and depression. Finally, regardless of the level of primary stressors, caregivers with high levels of mastery or emo-

tional support were at lower risk of depression. These findings can be used to inform the design of proactive care-

giver interventions.

PREVIOUS research has examined the psychological
and physical outcomes associated with the stress and

strains of caring, as well as coping strategies used by care-
givers (Folkman & Lazarus, 1988; George, 1990; George
& Gwyther, 1986; McFall & Miller, 1992; Miller et al.,
1995; Zarit, 1989). Frequently based on stress theory
(Lazarus, 1966; Lazarus, 1993; Pearlin et al., 1990), a
major outcome or focus of this research has been caregiver
well-being, measured by physical health (Cohen & Syme,
1985; Pruchno & Potashnik, 1989; Taylor, Ford, & Dunbar,
1995) and/or mental health (Gallagher et al., 1989; Pruchno
& Potashnik, 1989; Pruchno & Resch, 1989; Tennstedt,
Cafferata, & Sullivan, 1992; Thompson et al., 1993). Men-
tal health outcomes have been reported as more likely to be
affected by caregiver burden than are physical health or fi-
nancial outcomes (George & Gwyther, 1986). A direct rela-
tionship between depressive symptoms and the extent of
negative impacts of caregiving has been reported (Tenn-
stedt,' Cafferata, & Sullivan, 1992), even though the rela-
tionships between depressive symptoms, care recipient dis-
ability, and the type or amount of care have not been
clearly identified (Kinney & Stephens, 1989; Poulshock &
Deimling, 1984). This suggests that the relationship be-
tween depression and caregiving experiences may have
less to do with caregiving stressors (the actual tasks or
amount of care) and more to do with the perception or ap-
praisal of these tasks by the caregiver and the meaning at-
tached to the caregiving situations.

Caregiver perceptions or appraisals of the caregiving sit-
uations in relation to caregiver outcomes of burden and de-
pression have been examined by other researchers (Abel,
1990; Braithwaite, 1992; Braithwaite, 1996a; Gallagher et
al., 1989; Kasper, Steinbach, & Andrews, 1994; Pruchno &
Potashnik, 1989; Pruchno & Resch, 1989; Raveis, Siegel,
& Sudit, 1990). The caregiving appraisal model, as pro-

posed by Lawton and colleagues (1989, 1991), focuses on
the relationships between the objective caregiving situation
and the caregiver's constant appraisal and reappraisal of
the situation. The results of this appraisal, in turn, are re-
flected in the expression of the total caregiving experience
of the caregivers (Braithwaite, 1992; Braithwaite, 1996a;
Lawton et al., 1989; Lawton et al., 1991).

In sum, research to date on caregiver well-being has
been based on two conceptual models—stress and ap-
praisal. The results of this research suggest advantages to
investigating both the impact of stressors as well as the ap-
praisal of these stressors on caregiver well-being.

CONCEPTUAL MODEL

The model proposed for this analysis draws upon both
the stress model presented by Pearlin, Mullan, Semple, and
Skaff (1990) and the appraisal model presented by Lawton,
Kleban, Moss, Rovine, and Glicksman (1989) and Lawton,
Moss, Kleban, Glicksman, and Rovine (1991). These two
models view the various components of the caregiving pro-
cess in a slightly different manner. The caregiving stress
model is derived from work on the stress process, in which
the relationships among many factors that lead to personal
stress are evaluated in terms of how the relationships de-
velop and change over time (Pearlin et al., 1990; Skaff,
Pearlin, & MmTan, 1996). The basic stress model includes
four major factors—stressors, mediators, outcomes, and
contextual or background information. Important features
of the caregiver stress model include the acknowledgment
of multiple types of factors that can lead to caregiver diffi-
culties, acknowledgment of individual differences, and the
use of multiple indicators of adaptation (Gatz, Bengtson, &
Blum, 1990). The appraisal model proposed by Lawton
and colleagues (1989, 1991) groups subjective and inter-
pretive variables together into the category of "appraisal,"
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P14 YATESETAL.

or variables of care recipient need for care; (b) caregiver
appraisal (primary) of the need for care as measured by
hours of informal care provided; (c) mediators, which po-
tentially change the effect of the stressors (including the ap-
praisals of the stressors) on caregiver psychological well-
being; (d) caregiver appraisal (secondary) of the caregiving
situation (overload); and (e) the outcome of caregiver psy-
chological well-being, measured by risk of depression. The
model proposes that the elder's needs for care lead to the
number of care hours provided by the caregiver. In turn, the
number of caregiving hours, along with contextual and in-
tervening variables, lead to perceptions of burden, or care-
giver overload. Finally, the model proposes that it is the
caregiver's perception of overload that leads to caregiver
depression.

The primary stressors consist of three separate measures
of need for care: (a) level of functional disability; (b) pres-
ence of cognitive impairment; and (c) presence of problem
behaviors. The relationship between these factors and care-
giver depression has been investigated, but results are in-
conclusive. Some studies have found relationships between
the care recipient's physical disabilities and caregiver de-
pression, while others have found that only cognitive im-
pairments are related to mental health outcomes for the
caregiver (Pruchno, 1990; George & Gwyther, 1986). Con-
sideration of the caregiver's appraisals of these needs for
care is expected to better explain their relationship to care-
giver well-being.

As previously described, this model proposes that there
are two separate caregiver appraisals, which affect the rela-
tionship between the primary stressors and the outcome.
The primary appraisal is hours of informal care provided,
which represent both the caregiver's subjective appraisal of
the needs of the care recipient, as well as a more objective
measure of caregiving work. The secondary appraisal mea-
sures the caregiver's perception of being overwhelmed or
overloaded by the daily caregiving experiences. This sec-
ondary appraisal is the one most closely related to the com-
monly used concept of burden, and can be considered the
"burden" variable in this analysis.

In stress research, it has been shown that people exposed
to apparently equivalent stressors are affected by them in
different ways. The usual explanation provided for this out-
come variability is that mediators or resources are used to
alter the effect of the stressor (Pearlin et al., 1990). Media-
tors that have been examined in caregiver research include
personal and social resources (Lawton et al., 1989; Lawton
et al., 1991; Lazarus, 1966; Lazarus, 1993), levels of mate-
rial or financial resources (Archbold, 1983), locus of con-
trol (Miller et al., 1995), and provision of formal services
(Bass, Noelker, & Rechlin, 1996). Intervening and mediat-
ing variables in this model include the previously men-
tioned number of hours of informal care and caregiver
overload (appraisals), as well as the caregiver's sense of
mastery, emotional support available to the caregiver, qual-
ity of the relationship between caregiver and recipient (in-
ternal resources), and the number of hours of formal ser-
vices used by the elder (external resources).

The outcome of the proposed model—caregiver psycho-
logical well-being—is measured by risk of depression, for

several reasons. First, depression has been shown to be
higher among caregivers than general populations (Gallagher
et al., 1989; Tennstedt, Cafferata, & Sullivan, 1992). Second,
depression is higher among women, who are a disproportion-
ate percentage of the caregiving population (McGrath et al.,
1990; Pruchno & Potashnik, 1989). Third, and importantly,
untreated depression may lead to psychosocial difficulties,
such as relationships with spouses and friends, enjoyment
of leisure activities, general social adjustment, and overall
contentment (Coryell et al., 1995). These symptoms and re-
sulting behaviors can affect the quality of life for both the
caregiver and the care recipient, as well as the continuity
and quality of care provided to the disabled elder.

The goal of the analyses is to determine the relative ef-
fects of functional disability, cognitive impairments, and
problem behaviors (stressors) on caregivers' psychological
well-being, and to identify the factors that influence this re-
lationship. Although the presentation of the conceptual
model in Figure 1 shows the variables categorized by type,
in the path modeling, the variables were entered individu-
ally, based on a logical order (Davis, 1985; Tabachnick &
Fidell, 1989). Specifically, among the three stressors, the
temporal order was assumed to be cognitive impairment,
functional disability, and problem behaviors. For mediators,
the order was assumed to be formal services, quality of re-
lationship, emotional support, and mastery. Figure 1 shows
the possible directions and ways in which the primary stres-
sors may affect the outcome of psychological well-being.
Based on previous research and using this stress-appraisal
model of caregiving, three hypotheses were tested.

1. The stressors—functional disability, cognitive impair-
ment and problem behaviors—each affect caregiver psy-
chological well-being, both directly and indirectly,
through caregiver primary and secondary appraisals of
the situation. That is, the more disabled the elder, either
physically or cognitively, and the more problem behav-
iors which are exhibited, the greater the risk of depres-
sion for the caregiver.

2. Functional disability, cognitive impairment, and prob-
lem behaviors will also have direct and indirect effects
(through caregiver primary appraisals) on caregiver
overload (the secondary appraisal).

3. Resource mediators of two types—external and inter-
nal—will affect the relationships among the stressors,
the appraisal variables, and the outcomes of depression
and overload. It is expected that greater use of formal
services (external resource), higher levels of global mas-
tery, a better quality of the relationship between the
caregiver and care recipient, and emotional support
available to the caregiver (internal resources) will re-
duce caregiver overload and, therefore, lessen the risk of
depression for the caregiver.

SAMPLE

The Massachusetts Elder Health Project (MEHP) is a
longitudinal study of a representative sample of older per-
sons conducted in two major phases from 1984-1996. In
Phase I, four waves of data were collected, from 1984-1991,
at approximately 15-month intervals, to investigate the
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CAREGIVER PSYCHOLOGICAL WELL-BEING P15

needs for assistance with daily living activities (functional
disability) as persons grow older, as well as the patterns and
sources (both informal and formal) of this help. Phase II
consisted of an additional four waves of interviews, at 5-
month intervals, conducted from 1993-1996, to focus on
the process of caregiving, from the perspectives of both
caregiver and care recipient. The first wave of Phase II data
was used in this analysis.

The sampling design for the original, geographically
stratified random sample of 5,855 older adults aged 70 and
older is described by Tennstedt and colleagues (1992,
1993a). The Phase II sample consists of two groups of el-
ders: those who were functionally disabled and residing in
the community at the last wave of Phase I, and a similar
number of elders who were nondisabled at the end of Phase
I, but were determined to be functionally disabled at the
first wave of Phase II. Inclusion of this latter group of re-
cently disabled elders permitted comparison of caregivers
new to the role with those who had been providing care for
an extended period of time. At each of the four waves in
Phase II, the elder respondents were interviewed regarding
their functional limitations, need for assistance in activities
of daily living, and sources of this assistance. The elders'
primary caregivers were interviewed regarding the types
and amounts of care provided, their assessment of the care
recipient's functional and cognitive status, their appraisal of
caregiving stressors, coping mechanisms, and their physical
and mental health status. Interviews were conducted pri-
marily by telephone. Proxy interviews for elder respondents
were conducted when necessary, usually because of hearing
or cognitive impairments. Approximately one third of the
elder sample had proxy interviews at each wave.

The analytical sample consists of 204 disabled elder/
caregiver dyads (i.e., both were interviewed) at the first
wave of Phase II. As can be seen from data in Table 1, the
elders in the Phase II sample are quite old, with a mean age
of 86.6 years, predominantly female and not married. They
were quite disabled; 40% of the elders had some degree of
cognitive impairment, although only 18% exhibited prob-
lematic behaviors. Given the age of the care recipients, the
caregivers were also older (mean age: 62 years) than typi-
cally reported in other studies. Most were women and adult
children of the care recipients. Probably related to their
older age, less than half were employed.

MEASURES

Descriptive statistics and coding for the measures are
displayed in Table 1. The contextual variables included in
the analyses were selected through preliminary analysis of
these data, and the results of other studies. Pearlin has sug-
gested that the contextual variables may play a part in care-
giver outcomes (Pearlin et al., 1990), but much of the
caregiver research has not reported these effects when
stressor and appraisal variables are taken into consideration
(Lazarus & Folkman, 1984; Pearlin et al., 1990). Contex-
tual variables were included in this analysis and included
elder age, elder gender, caregiver age, caregiver gender,
relationship of elder to caregiver, coresidence of the care-
giver and elder, and caregiver employment. Elder and care-
giver age (years) and elder and caregiver gender (male/
female) were measured in traditional ways. Caregiver em-
ployment status was measured as employed versus not
employed. A combination variable was constructed to mea-
sure coresidence and the relationship of the caregiver to the

Table 1. Descriptive Statistics (n = 204)

Elder
Age: mean (S.D.)

Gender (male)

Marital status (married)

Cognitive impairment
Problem behaviors

Functional disability: mean (SD)

Caregiver

Age: mean (SD)

Gender (male)
Relationship to elder:

Spouse

Adult child
Other

Employed

Log hours of informal care: mean (SD)*

Log hours of formal services: mean (SD)*

Quality of relationship: mean (SD)

Emotional support: mean (SD)

Mastery: mean (SD)

Overload: mean (SD)

Depression (CES-D): mean (SD)

Value
/!(%)

86.6 (4.9)
51 (25.0)

52 (25.0)

61 (29.9)
36(17.7)
3.3(1.4)

62.1 (15.3)
64(31.4)

43(21.1)

100 (49.0)
61 (29.9)
84(41.2)

2.2(1.1)

1.1(1.1)

15.4(3.5)
27.6 (3.0)

20.1 (3.8)

7.8 (3.0)

7.7 (2.6)

Min

79

1

23

0

0

6
15

8

4

5

Range

Max

101

5

90

4.6

3.7

20
32

28

16

16

Coding

years
0 = female, 1 = male

0 = no, 1 = yes

0 = no, 1 = yes

0 = no, 1 = yes
1-5 (5 highest disability)

years
0 = female, 1 = male

log hours

log hours

higher = higher quality
higher = more support

higher = greater mastery

higher = greater overload

higher = more depressed

Alphas

.78

.83

.77

.77

.65

"Hours are log transformed due to the skewness of the distribution.
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P16 YATES ETAL.

care recipient because of previously reported differences in
amount and type of care provided based on residency status
compared to relationship status (Chappell, 1991; Tennstedt,
Crawford, & McKinlay, 1993b). This combination term
was coded as: coresident offspring, non-coresident offspring,
coresident other relative or non-relative, and non-coresident
other relative or non-relative. It was assumed that all spouse
caregivers were coresident for this community-dwelling
sample. The contextual variables are not included in the fig-
ures depicting the model, but they are included in the ta-
bles, due to the fact that these variables were designated as
control or contextual variables, were not central to the hy-
potheses, and explained little in terms of the hypotheses.

The primary stressors consisted of level of functional
disability, cognitive impairment, and problem behaviors.
Disability level was determined by an algorithm based on:
(a) the number of instrumental activities of daily living
(IADLs: meals preparation, housework); and/or (b) basic
activities of daily living (ADLs: personal care, dressing,
and using stairs) which the elder reported difficulty per-
forming. These data were collected from the elder (or from
a proxy if necessary). Five levels of disability were defined:
(1) no ADL problems; (2) one ADL problem and no IADL
problems; (3) one ADL problem and any number of IADL
problems, or two ADL problems and no IADL problems;
(4) two ADL problems and any number of IADL problems;
(5) three ADL problems and any number of IADL prob-
lems. The mean level of disability for the analytic sample
was 3.19 (SD= 1.39).

The absence (0) or presence (1) of the elder's cognitive
impairment was measured by data from one of three
sources. Elders characterized as cognitively impaired were
those who answered four or more questions incorrectly
(i.e., adjusted for education) on the SPMSQ (Pfeiffer,
1975), those who required a proxy interview (and therefore
had no SPMSQ score) because of dementia, and those who
required a proxy interview for another reason and whose
caregiver reported frequent problems with either memory
loss or confusion.

Problem behaviors are highly associated with cognitive
impairment, but not all elders with cognitive impairments
have problem behaviors. It is important to understand
whether it was the cognitive impairment itself which was
difficult for the caregiver or if the behaviors associated with
the impairment were actually more difficult to deal with.
Caregivers were asked about the frequency in the previous
two weeks of five specific behaviors: wandering, yelling or
cursing, hitting, acting inappropriately, or accusing others
of stealing. The measure was dichotomized (0 if no prob-
lem behaviors and 1 if any problem behaviors) due to the
skewness of the distribution.

Variables thought to influence the relationship between
the primary stressors and the outcome of depression can be
categorized as follows: (a) primary appraisal, measured by
hours of informal care provided; (b) resources, including
formal services as an external resource and quality of rela-
tionship, emotional support, and mastery as internal re-
sources; and (c) secondary appraisal measured by overload.
All of these data were collected from the caregiver. Amount
of informal care was measured by the total hours of care

per week provided in each of seven areas: personal care (in-
cluding medication and health related tasks), housekeeping,
meal preparation, shopping, transportation, assistance with
finances, and assistance with obtaining health and medical
services. This measure was defined as extra time spent on
specific caregiving tasks, which was provided because of
the elder's health or functional disability as reported by the
primary caregiver. This definition distinguished informal
care from usual household tasks, especially housekeeping
and meals, performed by a caregiver. Hours of care were
log transformed for the analysis due to skewness of the
data, using a standard formula which adds one hour to each
participant's hours of care.

Formal service use was measured by the total number
of hours per week of community long-term care services
received by the elder including home health care, home-
delivered meals, homemaker services, transportation, finan-
cial management, and case management or social work. As
for the hours of informal care, these data were collected
from the caregiver.

Mastery can be described as a positive view of one's
ability and ongoing behavior during the caregiving process
(Lawton et al., 1989). An alternative interpretation of mas-
tery is a relatively stable view of the self that includes the
expectation that one is capable of dealing with, or has con-
trol over, issues in their lives as they arise (Pearlin et al.,
1990). Both definitions imply that mastery is negatively re-
lated to distress, specifically the stress of caregiving (Miller
et al., 1995). The global mastery scale consisted of eight
items which relate to the overall control that individuals felt
they had in their life, such as how much they felt they could
change their lives, feeling helpless in dealing with prob-
lems of life, how much control of the future they had, and
what they thought they could do in their lives (Pearlin et
al., 1990). Responses were coded on a four-point scale,
from strongly disagree (1) to strongly agree (4).

Emotional support consists of the perceived level of
emotional support that caregivers received from friends and
relatives. This was measured by an eight-item scale in
which the responses were coded on a 4-point scale, from
"strongly agree" to "strongly disagree." The questions fo-
cused on issues of trust, caring (from others), ability to con-
fide in someone, and expression of support to caregiver by
others (Pearlin et al., 1990). The quality of the relationship
between caregiver and care recipient was measured by five
items from Bengtson's and Schrader's Positive Affect Index
(1982). The items assessed general feelings of closeness
about the relationship, similarity in views about life, getting
along, and doing things together. The response categories
for the items ranged from "not at all" (1) to "very close"
(4). Caregiver overload was measured by the four-item
scale of Pearlin and colleagues (1990), which indicates how
much an individual feels overwhelmed by the tasks of care-
giving, specifically perceptions of exhaustion, having
enough time for oneself and to do required tasks of caregiv-
ing, and perceived progress in terms of caregiving. It mea-
sures the perceptions of the caregiver regarding the caregiv-
ing experience, and his or her ability and energy in terms of
caregiving and general life experience.

Caregiver depression was assessed using the five-item
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CAREGIVER PSYCHOLOGICAL WELL-BEING P17

version of the Center for Epidemiological Studies Depres-
sion Scale (CES-D) (Radloff, 1977; Shrout & Yager, 1989).
Responses range from "hardly ever" (1) to "most of the
time" (4).

STATISTICAL ANALYSIS

Path analysis was used to test the proposed model and
study hypotheses. The path regression coefficients (stan-
dardized) were estimated by fitting ten ordinary least
squares regression models. The three stressor variables
(level of functional disability, cognitive impairment, prob-
lem behaviors), the one primary appraisal variable (log
hours of informal care), four resource variables (log hours
of formal services, quality of relationship, mastery, and
emotional support), the one secondary appraisal variable
(overload), and the outcome variable (depression) were
used separately as the dependent variable of each of the ten
regression models. The independent variables of each of the
ten models included the variables preceding the dependent
variable in the path model (Figure 1), plus the contextual
variables. Caregiver characteristics were not included as the
contextual variables in each of the three regression models
which used one of the three stressors as the dependent vari-
able because they were not expected to be related to the
elder's level of functional disability, cognitive impairment,
or problem behaviors. The direct and indirect effects of one
variable on the other were then estimated using these re-
gression models.

Specifically, hypothesis one was tested by estimating the
direct and indirect effects of the primary stressors on de-
pression. The direct effects were estimated by the regres-
sion coefficients obtained from the model, which used de-
pression as the dependent variable. The indirect effects of
the primary stressors on depression through appraisals were
estimated by the direct effect of primary stressors on ap-
praisals, and the direct effects of appraisals on depression.
Similarly, hypothesis two was tested by estimating the di-
rect and indirect effects of primary stressors on overload.
For hypothesis three, the intervening effects of resource
variables and appraisals (informal care log hours and over-
load) on the relationship of primary stressors and depres-
sion were tested by estimating the indirect effects of pri-
mary stressors on depression through resource variables
and appraisals. The intervening effects of resources vari-

ables and the primary appraisal (informal care log hours)
on the relationship of primary stressors and overload were
tested in the same manner.

RESULTS

The bivariate correlations of the variables included in the
path analysis are displayed in Table 2. Looking first at the
primary stressors, as might be expected, the presence of
cognitive impairment is positively related to the level of
functional disability and the presence of problem behaviors.
All three of the stressors, in turn, are related to the primary
appraisal variable—the hours of informal care provided to
the elder. The primary stressors are also related to the re-
source variables. The level of functional disability and cog-
nitive impairment, but not the presence of problem behav-
iors, are related to the hours of formal service received by
the care recipient. The quality of the caregiver-care recipi-
ent relationship is related negatively to presence of cogni-
tive impairment and problem behaviors, but not to level of
functional disability. Of the three stressors, only presence
of problem behaviors is related to the secondary appraisal
of caregiver overload and to the outcome of caregiver de-
pression. The primary appraisal of hours of informal care is
related to both the secondary appraisal (overload) and to
the outcome of caregiver depression, but not to any of the
resource variables. Among the resource variables, caregiver
mastery is positively related to relationship quality and the
receipt of emotional support. Mastery and caregiver rela-
tionship are negatively related to the secondary appraisal of
overload and, along with emotional support, to caregiver
depression. Finally, the secondary appraisal of caregiver
overload is positively related to the outcome of caregiver
depression.

The results of the path analysis (Table 3 and Figure 2) par-
tially support the first hypothesis, that the stressor variables
affect caregiver risk for depression. While cognitive impair-
ment, greater functional disability, and problem behaviors
were all associated with risk for depression, the effects of
each stressor were primarily indirect. Further, the paths lead-
ing from the effects of elder functional disability, cognitive
impairment, and problem behaviors on their caregiver's risk
for depression all went through both the subjective appraisal
variables and/or the resource variables. That is, the path from
functional disability to caregiver depression went through

Table 2. Correlation Matrix

1. Cognitive impairment

2. Functional disability
3. Problem behaviors

4. Log informal care hours

5. Log formal service hours

6. Relationship quality
7. Emotional support

8. Caregiver mastery

9. Role overload

10. Caregiver CES-D

*p <.05; **»<.01 ;***»<

1

1.000

0.148*
0 344***

0.313***

0.149*

-0.141*
0.034

- 0.062

0.126
0.074

.001.

2

1.000
0.017

0.224**

0.427***

0.064

0.016
0.067

0.100
-0.017

3

1.000

0.245***

-0.013

-0.365***
-0.021

-0.167

0.222**
0.284***

4

1.000

- 0.074
- 0.064

0.006

-0.130

0.288***

0.145*

5

1.000

0.000
0.108

0.032

0.055

0.023

6

1.000
0.099

0.210**

-0.265***

-0.328***

7 8 9 10

1.000

0.281*** 1.000

-0.070 -0.362*** 1.000

-0.291*** -0.491*** 0.438*** 1.000
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P18 YATES ETAL.

Table 3. Standardized Regression Coefficients of All Paths

Cognitive
Independent Variables Impairment

Elder Age .09

Male Elder .06

Caregiver Age

Male Caregiver

Caregiver Employment

Nonemployed

Part-time

Full-time (reference)

Relationship X Coresidence

Nonresiding offspring

Nonresiding

other/non-relatives

Coresiding offspring

Coresiding

other/non-relatives

Spouse (Reference)

Cognitive Impairment

Functional Disability

Problem Behaviors

Informal Care

Formal Services

Relationship Quality

Emotional Support

Mastery

Overload

R
2 .01

Functional
Disability

.13

.07

.13

.04

Problem
Behaviors

-.10

.11

35***

-.03

.14

Informal
Care

.01

-.08

-.04

-.01

.12

-.05

-.28**

-.43***
.04

-.09

.14*

.18**

.15*

.35

Dependent Variables

Formal
Services

.17**

-.04

.09

.09

-.13

.02

27**

29**

-.09

-.01

.19**

4j***

-.03

.39

Relationship
Quality

.04

-.18*

-.10

-.20**

.07

-.12

-.15

-.06
-.07

-.23*

-.05

.09

-.32***

.004

-.03

.22

Emotional
Support

-.02

-.17*

-.01

-.15*

-.02

-.13

.15

.32**

.14

.07

.02

-.01

.002

.12

.06

.04

.15

Mastery

.08

.04

-.20

.03

.10

-.05

.10

.16

.22*

.05

.003

.10

-.09

-.11

-.07

.13

22**

.22

Overload

-.14*

.06

-.08

-.13

-.09

-.09

.21

.14

.14

.16

-.03

.04

.03

28***

.07

-.18**

-.03

-.33***

.33

Depression
(CES-D)

.03

.06

-.11

-.05

.08

-.01

.03

.04

.02

.04

-.07

-.05

.12

.04

.07

-.14*

-.18**

_ 33***

23***

.41

*p<.05; **/?<.01; ***/?<.001.

hours of informal care and overload. Higher levels of disabil-
ity, cognitive impairment, and the associated problem behav-
iors led to more hours of care, to greater overload, and, ulti-
mately, to greater risk for depression. The effect of elder
cognitive impairment on caregiver depression was through
three intervening variables: first, through problem behaviors
and resulting hours of care; second, through hours of infor-
mal care and overload; and third, through problem behaviors
to quality of relationship and overload.

Problem behaviors had an indirect effect on caregiver de-
pression through the quality of the relationship between the
elder and the caregiver. This path went to overload and then
depression, as well as through mastery to depression. The
path from problem behaviors also went through hours of in-
formal care to overload and depression.

The results of the path analyses also partially support the
second hypothesis. The effect of the caregiving stressors on
overload was similar to the effect of the stressors on care-
giver depression. Elder functional disability and cognitive
impairment did not affect caregiver overload directly, but
did so indirectly, through the hours of informal care pro-

vided to the elders. The effect of cognitive impairment on
caregiver overload was also evident through its relationship
to problem behaviors, and then through the amount of in-
formal care provided. Problem behaviors had no direct ef-
fect on caregiver overload, but did have indirect effects on
overload through the amount of care provided and the qual-
ity of relationship. In addition to the direct effect of cogni-
tive impairment on hours of informal care, the presence of
problem behaviors also mediated the effect of cognitive
impairment on hours of informal care, and, subsequently,
on caregiver overload. That is, a cognitively impaired elder
exhibiting problem behaviors received more care, and,
consequently, the caregiver experienced a greater sense of
overload.

The third hypothesis refers to the relationships between
the two sets of caregiver appraisals and caregiver psycho-
logical well-being. This hypothesis was also partially sup-
ported by the results of the path analysis. To test this hy-
pothesis, caregiver overload, the secondary appraisal, was
used both as an intervening variable and as a dependent
variable. This was done in order to understand how the
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CAREGIVER PSYCHOLOGICAL WELL-BEING P19

Figure 2. Results of path analyses.

stressors and resource variables differently affect overload
and depression, and, ultimately, to understand how the ap-
praisals affect caregiver depression. The data show that
hours of informal care, the primary appraisal, had a power-
ful relationship with the outcomes of overload (directly)
and depression (indirectly). The data also showed that el-
ders with higher levels of functional disability, with cogni-
tive impairments, and with associated problem behaviors
received more informal care. The amount of informal care
had a significant direct effect on caregiver overload which
then led to depression. This indicates that the caregiving
stressors affected caregiver overload and depression indi-
rectly through hours of informal care. That is, more hours
of care determined and provided by the caregiver led to
higher levels of caregiver overload and greater risk of de-
pression for the caregiver.

As shown in these figures and in the other presentations
of the data, overload, or the secondary appraisal of the care-
giving situation, was strongly related to depression. Care-
givers' overload and risk of depression had a high zero-
order correlation (r = .44, p < .001), and the association
between these two variables remained significant even after
controlling for the primary stressors, hours of informal
care, formal service elders received, resources, and the
caregiver characteristics. This finding suggests that sec-
ondary appraisal is related directly to the caregiver's risk of
depression.

The resource variables expected to influence the unto-
ward effects of the stressors on caregiver well-being were

use of formal services, a sense of mastery, quality of rela-
tionship, and emotional support. The only resource variable
that had a substantial and statistically significant mediating
effect on the relationship between the stressors and care-
giver overload and caregiver depression was the quality of
relationship between elder and caregiver. That is, caregivers
of elders with problem behaviors were more likely to have
a poor quality of relationship with the elder, and those who
had a poor quality of relationship with their care recipients
were likely to report greater levels of overload and ulti-
mately were at higher risk of depression. It appears from
the paths that cognitive impairments themselves did not
lead to a poor quality of relationship, but that the problem
behaviors associated with cognitive impairments were what
negatively influenced the quality of relationship.

Caregiver mastery and emotional support also affected
caregiver overload and depression. Both had direct effects
on depression. Mastery also had a direct effect on overload,
whereas the effect of emotional support on overload was in-
direct, through mastery. Regardless of the level of primary
stressors, caregivers with high level of mastery perceived
less overload and were at lower risk of depression. Simi-
larly, those who indicated higher levels of emotional sup-
port were at lower risk of depression.

The data showed that elders with cognitive impairment
and elders with high levels of functional disability received
more formal services. Nonetheless, the data failed to support
the hypothesis that increased use of formal service by the el-
ders would reduce caregiver overload and risk of depression.
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P20 YATES ETAL.

DISCUSSION

To summarize the major findings, the primary stressors
(or needs for care) were related to greater risk of caregiver
depression as hypothesized, but indirectly through the asso-
ciated higher levels of informal care which resulted in a
sense of overload for the caregiver. In addition, the pres-
ence of problem behaviors associated with cognitive im-
pairment had a negative effect on the quality of the care-
giver-care recipient relationship that, in turn, led to greater
overload and risk of depression. Three of the four resource
variables—relationship quality, emotional support, mas-
tery—mediated the untoward effects of the primary stres-
sors on caregiver well-being. Only use of formal services
did not influence the effects of the stressors on caregiver
overload and depression.

The results of these analyses are quite complex. How-
ever, caregiving is a complex process. The results of this
analysis can be used to explain the minimal therapeutic ef-
fect of many intervention trials to date and can serve two
specific purposes. First, several factors have been identified
to inform the development of supportive or therapeutic in-
terventions. Second, the conceptual model facilitates fur-
ther understanding of the process of appraisal of the care-
giving situation.

To date, most interventions have taken an approach
which is directed at relieving caregiver burden, without a
full understanding of the contributors to burden. Caregiver
services have been developed in two specific areas, which
have seen limited success. The first of these is respite ser-
vices for caregivers (Montgomery, 1992; Cox, 1997). The
second category of services provided has been in the area
of caregiver support (Gatz, Bengtson, & Blum, 1990).
While there has been some success in the area of caregiver
services, it is possible that the type of support, or the em-
phasis of the supportive intervention, was misdirected. The
findings from this study support a more upstream approach,
in order to relieve caregiver overload and depression. This
upstream approach, described by McKinlay (1975, 1996) as
one which attempts to intervene before an issue becomes a
problem too difficult to solve, would focus on the contribu-
tors to overload and attempt to intervene in a way that pre-
vents overload, rather than simply relieving it. In the case
of caregiver overload and depression, interventions directed
at how caregivers appraise the needs for care (primary ap-
praisal) might prevent later problems with overload and de-
pression, which occur after the primary appraisal has been
made. Such interventions at this level might address issues
of evaluating the elder's needs, coming to terms with the
needs of the elder versus the caregiver's ability and willing-
ness to provide care, and developing strategies to prevent
overload, by training caregivers in technical skills or in ob-
taining emotional support before they actually need it.

Taking an upstream approach, the findings regarding
mastery suggest that it might be an effective focus of inter-
vention. Mastery has traditionally been seen as a relatively
stable concept, but there is evidence that global mastery is
subject to change (Bandura, 1977; Lachman, Ziff, & Spiro,
1994). For caregivers with a higher sense of mastery, the
perception of overload and risk of depression were lower.
These results support the development of an intervention

directed at increasing a caregiver's sense of mastery, either
in a general sense, or specifically to caregiving. Interven-
tions might be done in individual or group settings, and
would include supportive educational approaches to de-
velop skills, information to empower caregivers, and reaf-
firmation of their existing skills, abilities, and knowledge.

Emotional support is another potential intervention
focus. It also had a direct effect on depression, with higher
levels of emotional support directly associated with lower
levels of depression. Although emotional support was not
directly associated with overload, it was associated with
higher level of mastery which, in turn, decreased overload.
Interventions have traditionally been directed towards en-
couraging caregivers to participate in caregiver support
groups. It has been shown, however, that even when
caregivers participate enthusiastically in caregiver support
groups, there are few to no effects on caregiver psychologi-
cal well-being (Gatz, Bengtson, & Blum, 1990). Therefore,
what may be needed is a way for caregivers to obtain more
support, or to reevaluate their perceived support from their
family and friends. This may be addressed through individ-
ual counseling or specifically focused interventions to de-
velop skills to elicit desired emotional support from family
and friends.

Another resource variable that affected both caregiver
overload and depression was the quality of relationship be-
tween the caregiver and care recipient. Orona's work (1990)
with caregivers of Alzhiemer's disease patients suggests
that a reason for reduced quality of relationship is the loss
of their relationship with a loved one. Intuitively, it could
be said that the decline in the quality of the relationship be-
tween the caregiver and care recipient, especially if it is due
to cognitive impairments and problem behaviors, is not
amenable to change or intervention. It is also possible that
the period of actual caregiving is neither the most appropri-
ate, nor the only time for intervention. The change in the
quality of the relationship, and its effects on caregiver well-
being, may be inevitable short-term consequences of a diffi-
cult caregiving situation—grieving the relationship loss. In-
terventions might be more appropriate at a later time if the
caregiver's depression continues after the individual has
been placed in an institution or has died. Nonetheless, it is
critical to understand the importance of the association be-
tween the quality of the relationship and caregiver overload
and depression, especially for those caregivers providing
care for individuals with cognitive impairments.

Finally, while it seems quite plausible that use of formal
services would alleviate the caregiver's sense of overload,
in this study, use of services did not alleviate either care-
giver overload or depression. Instead, services may be used
to maintain the continuity of care as the needs for care in-
crease, rather than to substitute for informal care or to re-
lieve an overloaded caregiver. It is consistent with related
findings from this study, as well as results from other stud-
ies, that formal services do not reduce the amount of infor-
mal care provided, but, rather, supplement the care (Tenn-
stedt, Crawford, & McKinlay, 1993a). So, although formal
services might be necessary as the elder becomes more
functionally disabled, use appears to have little or no effect
on caregiver well-being.
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The findings from this analysis provide some important
additions to the caregiving literature. The findings are de-
rived from a population-based sample followed since 1984.
An obvious benefit of this study is that it is possible to ob-
tain a comprehensive understanding of older persons with
physical and cognitive impairments, and of their caregivers.
Importantly, the findings show that even in a community
sample of care recipients with a wide range of disabilities,
it is cognitive impairments and associated problem behav-
iors that have strong negative effects on caregiver well-
being by affecting the hours of informal care needed (or
provided) and the quality of the relationship with the care
recipient, both of which can cause a more stressful or frus-
trating situation. This supports and explains further some of
the findings reported in earlier studies of caregivers of cog-
nitively impaired elders (Li et al., 1997; Majerovitz, 1995;
Moritz et al., 1992; Schulz et al., 1995). However, given
the duration of the study and the field design, there are
some limits to the generalizability of these findings. The
original sample of older persons consisted of those who
were 70 years of age and older, at baseline, in 1984. Fur-
ther, persons admitted to nursing homes were not included
in follow-up interviews after the first wave. As a result, the
sample in this analysis is representative of surviving elders
older than the age of 80, who live in the community.

Given these limitations, the results of this study support
the usefulness of the conceptual model used in these analy-
ses for investigating caregiver well-being. In particular, the
model can be used to further understand the process of ap-
praisal, which has been found by others to be linked to
negative caregiver outcomes (although previously, the sec-
ondary appraisal has been used as the only appraisal vari-
able). The primary appraisal process consists of evaluation
of the health and disability of the care recipient, determina-
tion of the level of care needed, determination of who will
provide the care, how and where the care will be provided,
and determination of resources available to support the
caregiving process. It is this appraisal or evaluation and de-
cision process which has been overlooked or minimized in
the literature to date. The model provides further under-
standing of how primary appraisal is related to multiple
factors, including need for care, sociodemographic charac-
teristics of caregivers and care recipients, and use of re-
sources. This analysis has demonstrated how the primary
appraisal process is linked to both mediators and the sec-
ondary appraisal process. It demonstrates the effects of pri-
mary appraisal on secondary appraisal, and on the role of
mediators on the outcome of caregiver psychological well-
being. Ultimately, the model illustrates the need for further
understanding of the primary appraisal process and its rela-
tionship to secondary appraisal and caregiver well-being.

Further research should be directed toward using this
model to determine how the factors that contribute to pri-
mary appraisal fit into the overall picture of caregiver well-
being. It is possible that intervention at the level of primary
appraisal could be effective in later reducing caregiver
overload and depression. Because this model clearly identi-
fies areas in which interventions may occur (by revealing
the direct and indirect effects of mediators, including ap-
praisals), it can also be used to evaluate the potential effec-

tiveness of interventions in these areas on caregiver over-
load and caregiver psychological well-being. A greater un-
derstanding of the interrelatedness of primary and sec-
ondary appraisals, provided by this model, can lead to the
design of more effective interventions to reduce the risk for
caregiver overload and depression, and the associated ef-
fects on the recipient of care.
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