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Abstract

Examining the interpersonal effects of suffering in the context of family caregiving is an important

step to a broader understanding of how exposure to suffering affects humans. In this review article,

we first describe existing evidence that being exposed to the suffering of a care recipient

(conceptualized as psychological distress, physical symptoms, and existential/spiritual distress)

directly influences caregivers’ emotional experiences. Drawing from past theory and research, we

propose that caregivers experience similar, complementary, and/or defensive emotions in response

to care recipient suffering through mechanisms such as cognitive empathy, mimicry, and conditioned

learning, placing caregivers at risk for psychological and physical morbidity. We then describe how

gender, relationship closeness, caregiving efficacy, and individual differences in emotion regulation

moderate these processes. Finally, we provide directions for future research to deepen our

understanding of interpersonal phenomena among older adults, and we discuss implications for

clinical interventions to alleviate the suffering of both caregivers and care recipients.
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Caring for a close relative with a chronic disease or disability can have a negative impact on

family caregivers’ physical and psychological well-being. Family caregivers often experience

personal distress, burden, impaired self-care, and increased psychological and physical

morbidity (Burton, Zdaniuk, Schulz, Jackson, & Hirsch, 2003; Christakis & Allison, 2006;

Pinquart & Sörensen, 2003a, 2003b; Schulz & Beach, 1999; Vitaliano, Zhang & Scanlan,

2003). The family caregiving literature suggests that these detrimental health effects are

primarily due to care recipients’ functional disabilities, such as level of physical and cognitive

impairment and behavior problems, and the associated caregiving demands, such as providing

assistance and staying vigilant to care recipients’ needs (Pinquart & Sörensen, 2003a).

However, another common feature of the caregiving experience is that caregivers are frequently

exposed to the physical and psychological suffering of a loved one, which may also directly

influence caregivers’ emotional experiences and subsequent psychological and physical health.

Theory and empirical evidence suggest that individuals are vigilant to relationship partners’
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physical and emotional distress and often experience similar emotions (e.g. anxiety in response

to anxiety) and/or complementary emotions (e.g. love in response to anxiety) in response to

this distress (Hatfield, Cacioppo & Rapson, 1994; Hatfield, Rapson, & Le, 2008; Keltner &

Kring, 1998). There is also evidence that people respond to relationship partners’ vulnerability

defensively (e.g. anger in response to anxiety; Rholes, Simpson, & Orina, 1999).

From an evolutionary perspective, it has been theorized that vigilance to others’ emotional and

physical distress is adaptive because distress provides important information about threats to

survival (Frijda, 1988), and in the caregiving context it signals the need and desire for care and

support (Clark, Fitness, & Brissette, 2001; Graham, Huang, Clark, & Helgeson, 2008).

However, constant exposure to a loved one’s suffering may take a toll on caregivers.

Based on previous research on family caregiving and the interpersonal effects of emotion, we

make the case that exposure to suffering is an important and understudied pathway that may

explain some of the psychological and physical consequences of caregiving. To support our

argument we synthesize diverse literatures to address four key issues.

First, we provide a working definition of suffering as a holistic construct defined by three

measurable dimensions: psychological distress, physical symptoms, and existential/spiritual

distress. The advantage of bundling the three dimensions under the rubric of “suffering” is that

it allows us to capture the holistic state of a person which is missing when individual physical

and psychological symptoms are measured in isolation (Cassel, 2004; Cherny, 1996; Heath,

1989; Kleinman, 1988). This is particularly true when suffering is viewed in an interpersonal

context where the focus is on understanding the effects of suffering in one person on another.

Our view is that people automatically make appraisals about the magnitude of suffering in

another person based on a learned algorithm that incorporates the three key dimensions of

suffering. This holistic appraisal is an important final pathway to understanding the

interpersonal effects of suffering and is different from approaches which treat factors such as

psychological distress and pain separately. This has important implications for the development

of treatments and interventions to improve the lives of people with chronic disease and

disabilities and their caregivers. Clinical practice that focuses on the treatment of human

suffering in a general, as opposed to the fragmentation and decontextualization of the person

that often occurs in health care practice, is likely to be more effective (Cassell, 2004).

Second, we review research that supports the claim that the perception of care recipient

suffering can directly affect caregivers’ emotions, while also acknowledging methodological

issues that limit the extent to which we can draw conclusions about this direct link. Although

our review examines the impact of each constituent dimension of suffering on caregiver

outcomes, we also show that high levels of suffering on all three dimensions uniquely

contribute to caregiver outcomes.

Third, we propose a model through which care recipients’ suffering behaviors influence

caregivers’ emotions through three pathways: cognitive empathy, mimicry and feedback, and

conditioned responding. We then discuss how gender, relationship closeness, caregiver

efficacy, and individual differences in emotion regulation may affect caregivers’ emotional

reactions to care recipients’ suffering.

Finally, we discuss implications for future research and interventions, emphasizing the

importance of assessing the unique effects of care recipient suffering on caregiver outcomes,

moderators of this effect, and developing new interventions that help caregivers minimize their

loved ones’ suffering as well as helping them cope with those aspects of suffering that are not

under their control.
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What is Suffering and How is It Measured?

The nature of and reasons for human suffering have been the subject of scholarly writings for

millennia. Many important questions can be asked about suffering, including why do people

suffer, how is it experienced and expressed by individuals, and how is it perceived and

responded to by individuals exposed to suffering. Our emphasis in this paper is limited to the

interpersonal aspects of suffering, how the experience of suffering in one individual is

perceived by and affects the well being of the observer. Thus, our conceptual focus is on

defining and measuring the experience and perception of suffering, recognizing that what an

individual experiences may sometimes be at odds with what is perceived.

The experience of patient suffering has received increasing attention in the medical and health

care literature (Cassell, 2004; Ferrel & Coyle, 2008; Schulz et al., 2007). Eric Cassell, a

physician and leading contributor to discourse on this topic, stated that suffering is

“experienced by persons, not merely bodies, and has its source in challenges that threaten the

intactness of a person as a complex and social entity” (Cassell, 1982, 2004). He explained that

suffering may include pain, but is not limited to it. Laural Copp defined suffering as “a state

of anguish in one who bears pain, injury, or loss” (Copp, 1990); and in a recent book on the

nature of suffering and the goals of nursing, Ferrell and Coyle (2008) summarized definitions

of suffering that included the following qualities: multidimensional distress/pain/discomfort,

loss of control, helplessness, inability to cope, anxiety, and depression.

Although some researchers believe that attempting to measure suffering is inappropriately

reductionistic because the experience of suffering is unique to the individual and is inherently

inaccessible to scientific inquiry (Black & Rubenstein, 2004), researchers interested in end-

of-life care have been at the forefront in developing methods to assess various components of

suffering. Notable examples include simple, direct questions such as “Are you

suffering?” (Cassell, 1999) and scales that emphasize physical symptoms, such as the

Edmonton Symptom Assessment system (Bruera, Kuehn, Miller, Selmser, & Macmillan,

1991), and measures of pain behavior (Keefe et al., 2003; Wilson et al., 2004). Other researchers

have included psychological, spiritual, and social feelings with measurement of the physical

symptoms (e.g., Ferrell, Grant, Dean, Funk, & Ly, 1996; Idler et al., 2003; McClain, Rosenfeld,

& Breitbart, 2003). Still others have taken a more clinical approach, asking health care

providers to rate attributes such as calmness, screaming, pain, and stability of general medical

condition, and the impression of medical staff and family regarding the patient’s level of

suffering (Aminoff & Adunsky, 2004).

The conceptual and measurement literature on suffering suggest consensus around four

common themes. First, suffering is a holistic construct with multiple dimensions. Second,

suffering includes psychological distress, such as depression and anxiety, along with feelings

of lack of control, which reflect the individual’s appraisal of their condition. Third, physical

symptoms, such as pain, nausea, and difficulty breathing, are a key feature of suffering. Fourth,

suffering has an existential/spiritual dimension which includes loss or impairment of inner

harmony, meaning and purpose of life, and comfort and strength in religious beliefs. Thus, our

recommendation for measuring suffering would include a simple direct question assessing

suffering, as suggested by Cassell, in conjunction with scales that capture each of the three

dimensions.

Both the experience of suffering and perception of suffering by others can be measured. In the

present paper we primarily focus on the effects of caregivers’ perceptions of care recipients’

suffering and suggest that perceptions of suffering should be most predictive of caregivers’

emotional reactions. Although we would expect the experience, expression, and perception of

suffering to be correlated, one can also imagine situations where they might be at odds with
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one another. For example, an observer might over- or under-estimate the suffering of their

partner (compared to their partner’s own report of suffering) if they thought that their partner

tended to inhibit expressions of suffering or dramatize their suffering.

How is our conceptualization and suggested measurement of suffering different from existing

multidimensional measures such as quality of life? Although there is some overlap between

quality of life (QOL) and suffering measures in that they both include assessments of emotional

well-being, there are important differences. QOL scales typically do not assess a variety of

physical symptoms or existential/spiritual aspects of suffering, and they assess only a subset

of the psychological suffering items we deem important (see Carr & Higginson, 2001 for a

review of domains captured by well known QOL measures). Moreover, most of the QOL scales

measure such a broad array of domains that they have limited utility in guiding interventions

that would benefit the person who is suffering.

Existing Evidence for the Link between Care Recipients’ Suffering and

Caregivers’ Emotions

Although a vast number of studies have examined the influence of care recipients’ impairment

(e.g. physical, cognitive, and behavioral problems) and the associated demands on caregivers’

psychological and physical morbidity (see Pinquart & Sörensen, 2003a, 2003b; Schulz,

O’Brien, Bookwala, & Fleissner, 1995), few studies have examined the role of care recipients’

suffering on caregiver emotions (Schulz, et al., 2009; Schulz, et al., 2008). There are, however,

studies that have examined associations between individual components of suffering

(psychological distress, physical symptoms, and existential/spiritual distress) and caregivers’

emotions. Here we review these studies, while discussing methodological issues that limit the

extent to which we can make claims about the direct link between care recipients’ suffering

and caregivers’ emotions. In our review of the effects of physical suffering on caregivers’

emotions, we limit our discussion to pain expression, because it has received the most research

attention. Little is known about the interpersonal effects of other physical symptoms.

Most of the research in this review focuses on the effects of individual components of suffering

on caregivers’ emotions; however, we also describe studies that examine multiple components

of suffering (e.g. Kornblith, Herr, Ofman, Scher, & Holland, 1994; Schulz et al., 2009; Schulz

et al., 2008). Although studies that investigate the combined effects of the multiple components

of suffering are likely to give us a more accurate view of how human suffering affects others,

a first step is to understand the contribution of each component.

Effects of Psychological Suffering

A number of studies show significant positive associations between care recipients’

psychological distress and caregivers’ emotional experiences. In these studies, psychological

distress and emotional experiences are operationalized as depression, anxiety, negative mood,

presence of a psychiatric disorder, and/or symptoms of distress measured with a variety of

instruments including the Beck Depression Inventory (BDI; Beck, Rial, & Rickets, 1974), the

State Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983),

the Profile of Moods Scale (POMS; McNair, Loor, & Droppleman, 1981), the Minnesota

Multiphasic Personality Inventory (MMPI; Hathaway & McKinley, 1967), and/or the Brief

Symptom Inventory (BSI; Derogatis & Melisaratos, 1983). Positive associations between care

recipients’ distress and caregivers’ emotional experiences have been found in situations

involving patients with cancer (e.g. Bambauer et al., 2006; Breitbart, Gibson, & Tremblay,

2002; Matthews, Baker, & Spillers, 2003; Northouse, Templin, & Mood, 2001), rheumatoid

arthritis (Revenson & Majerovitz, 1990), osteoarthritis (Druley, Stephens, Martire, Ennis, &

Wojno, 2003), chronic pain (Ahern, Adams, & Follick, 1985; Kerns & Turk, 1984; Leonard,
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Cano, & Johansen, 2006), dementia (Drinka, Smith, & Drinka, 1987; Yeatman et al., 1992),

amyotrophic lateral sclerosis (Rabkin, Glenn, & Del Bene, 2000), and individuals on dialysis

(Soskolne & Kaplan De-Nour, 1989).

In many of these studies, the extent to which the care recipient’s distress influences the

caregiver’s emotional experience is not the primary focus. Typically researchers examine the

effects of disease characteristics, such as the level of care recipient disability, and caregiving

demands on caregiver outcomes such as stress, burden, psychiatric morbidity, and physical

health. They may report the correlation between care recipient and caregiver distress in their

descriptive statistics, but they rarely analyze the underlying cause of the observed co-variation.

However, significant independent links between partners’ distress have been reported in studies

that control for demographic and social variables (e.g. age, gender, race, education, financial

strain; Bookwala & Schulz, 1996; Goodman & Shippy, 2002; Tower & Kasl, 1995, 1996), care

recipient and caregiver lifetime psychiatric diagnosis (depression, anxiety, and panic disorders;

Bambauer et al., 2006), and various care recipient health and disability variables (e.g. cognitive

impairment, dependencies in activities of daily living; Goodman & Shippy, 2002; Northouse,

Dorris, & Charron-Moore, 1995).

Other researchers have found direct links between care recipient and caregiver distress with

path analyses, controlling for patient dependency (but not care provision) in their models

(Given et al, 1993; Kurtz, Kurtz, Given, & Given, 1995; Northouse et al., 2001). For example,

using structural equation modeling, Kurtz and colleagues (1995) found in a sample of cancer

patients and their family caregivers that patient symptoms, and to a lesser degree patient

immobility, were strong predictors of patient depression, which in turn predicted caregiver

depression. Similarly, in a sample of cancer patients and their caregivers, Given and colleagues

(1993) found that caregivers’ depression was dependent on patient depression to a greater

extent than patients’ dependencies with activities of daily living. Also, using structural equation

modeling that controlled for variables such as gender, age, disease severity, marital satisfaction,

and appraisals such as hopelessness and uncertainty, Northouse and colleagues (2001) found

in a study of breast cancer patients and their husbands, that partners’ emotional distress was

significantly linked.

Not only have researchers found direct associations between care recipient and caregiver

distress concurrently, there are several longitudinal studies indicating changes over time. For

example, Revenson and Majerovitz (1990) found that spouses of patients with rheumatoid

arthritis whose wives or husbands became more depressed reported greater perceived stress

with current life circumstances. Also, in a study of patients with multiple sclerosis and their

caregivers, Pakenham (2001) found that patients’ distress was strongly related to caregiver

distress 12 months later, but patients’ disability was not strongly related to caregivers’

adjustment concurrently or longitudinally. In both of these studies, amount of care provision

was not associated with caregiver adjustment.

Further evidence for the association between care recipient and caregiver emotional distress

can be found in studies of the effects on caregivers of placement of spouses in institutional care

or bereavement. Although caregivers have less caregiving responsibilities after the transition

to institutionalization of their loved ones, they often still experience impaired health and well-

being (The Canadian Study of Health and Aging Working Group, 2002). This suggests that

the physical burden associated with taking care of a loved one is not the only source of caregiver

distress. Thoughts about or actual exposure to care recipient suffering during visitation is likely

to be a stressor for caregivers even after the care recipient’s institutionalization. For example,

research has shown that institutionalization of a loved one can result in relief from the primary

effects of caregiving (e.g. feelings of overload and tension) and improved well-being, but other

indicators of stress remain unchanged (e.g. negative affect, changes in how they view the self,
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and competency; Zarit & Whitlatch, 1992). Also, caregivers who visit their loved one more

frequently in the institution are more likely to experience increased depression and anxiety

than those who visit less frequently, controlling for care recipients’ cognitive and functional

disability (Schulz et al., 2004). However, it is important to note that exposure to suffering may

not be the only predictor of caregivers’ distress in this case. Changes in financial situations,

reduced control over care provision, and guilt over abandonment have also been theorized to

be related to continued caregiver depression after institutionalization of a loved one (Schulz et

al., 2004). Despite these alternative explanations, the role of caregivers’ continued perceptions

of care recipient suffering should not be overlooked as a determinant of caregiver emotional

distress.

Although bereavement in the elderly is generally associated with increased depression (Mendes

de Leon, Kasl, & Jacobs, 1994) and weight loss (Rosenbloom & Whittington, 1993), in some

cases caregivers’ health improves after the death of a care recipient (Kurtz, Kurtz, Given &

Given, 1997; Mullan, 1992; Schulz et al., 2001). Specifically, Schulz and colleagues (2001)

found in a prospective study that the impact of bereavement varied according to the level of

caregiving involvement preceding the death. Among caregivers who were strained prior to the

death of their spouse, the death itself did not increase the level of distress. By comparison, non-

strained caregivers or non-caregivers who experienced the death of their spouse had increased

depression after their partner’s death. In another prospective study of bereavement among

Alzheimer’s disease caregivers, Schulz and colleagues (2003) showed that depression levels

quickly declined to near normal levels after the death of their loved ones. Caregivers also

reported relief after death, because death marked the end of suffering for their relatives and

themselves. Caregivers may benefit when they feel their loved ones are no longer suffering,

even if it means they have died.

Taken together, this research suggests that there is a significant link between care recipient

psychological suffering and caregivers’ emotional distress in relationships between older

adults where one person has a disease or disability. Not only do caregivers experience distress

because of the support-related demands of caregiving, exposure to a loved one’s psychological

suffering is also an important predictor.

Effects of Physical Suffering (Pain)

Only a few studies have examined the emotional effects of care recipient pain expression on

caregivers of older adults with a chronic disease or disability (Dar, Beach, Barden, & Cleeland,

1992; Redinbaugh, Baum, DeMoss, Fello, & Arnold, 2002; Schwartz, Slater, Birchler, &

Atkinsons, 1991; Stephens, Martire, Cremeans-Smith, Druley, & Wojno, 2006), and only one

study reporting physiological indicators of caregivers’ emotional responses (Block, 1981). In

general, these studies suggest that being exposed to expressions of pain in a loved one is

distressing for caregivers and can often be more distressing for caregivers than for the care

recipients themselves (Yeager, Miaskowski, Dibble, & Wallhagen, 1995). For example,

Schwartz and colleagues (1991) found that for patients with chronic pain and their spousal

caregivers, patient pain intensity was the strongest predictor of caregiver depression. Similarly,

Dar and colleagues (1987) found that spousal caregivers’ mood was dependent on patient pain

(and less on patients’ mood) in couples coping with cancer. Furthermore, Redinbaugh and

colleagues (2002) found that caregivers’ perceptions of end-stage cancer patients’ pain were

associated with caregiver distress beyond the effects of the patients’ level of physical disability.

The importance of expressed pain as opposed to patients’ reports of the experience of pain was

demonstrated in a study by Stephens and colleagues (2006). They found that disclosure of pain

was more important than experienced pain intensity in predicting spouses’ distress in couples

dealing with osteoarthritis. Specifically, husbands whose wives had the most severe

osteoarthritis pain and who verbally disclosed their pain to a greater degree experienced
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increases in depressive symptoms over the course of 6 months. In contrast, husbands whose

wives experienced similar levels of pain but disclosed their pain to a lesser degree did not show

such increases. Also, they found that husbands of women who engaged in more nonverbal pain

behavior became less satisfied with life, regardless of the initial levels of wives’ pain. Thus,

caregivers’ exposure to expressions of pain is an important determinant of their emotional

distress. Caregivers who have more expressive partners are more likely to perceive that their

partner is in pain and respond emotionally to this exposure.

Research also suggests that people react physiologically to others’ pain expression (Bandura

& Rosenthal, 1966; Berger, 1962; Block, 1981; Craig & Lowery, 1969; Craig & Weinstein,

1965; Craig & Wood, 1970). In one experiment specific to the context of caregiving spouses

watched videotapes of “painful” and “neutral” facial expressions emitted by spouses with a

chronic pain condition (Block, 1981). Results indicated that spouses showed greater increases

in skin conductance to painful than to neutral displays.

Together, these studies suggest that witnessing a loved one in pain can have negative

consequences for caregivers’ emotions and psychological and physical health. However, more

research is needed on the acute and chronic effects of care recipients’ pain expression and

caregivers’ perceptions of care recipients’ pain in the caregiving context. Furthermore, pain

expression is not the only physical symptom involved in suffering. Additional research is

needed to examine the effect of other symptoms perceived by caregivers, such as fatigue,

difficulty breathing, and nausea, on caregivers’ emotions.

Effects of Existential/Spiritual Suffering

There are several qualitative studies on family members’ reflections of the existential and

spiritual aspects of their loved one’s suffering and how this affects family members’ feelings

(e.g. Coyle, 1996). For example, in Coyle’s study, one nurse described her intense sadness in

response to the loss of “something vital” in her loved one that had been eroded by drugs, pain,

and illness. In the book Soul Pain: The Meaning of Suffering in Later Life, Black interviewed

an elderly woman who explained that her son suffers because he has not fulfilled his life, further

elaborating that he has never worked at a paying job, is presently on disability for mental

problems and he is a loner (2006; pg. 77). This woman was emotionally distressed by her son’s

suffering as defined by his lack of fulfillment in life. Although this qualitative work provides

important insights into the effects of existential/spiritual suffering on family members, more

research, especially quantitative research, is needed linking caregivers’ emotions with

perceptions of negative changes in loved ones’ existential and spiritual well-being. Perceiving

that a loved one has lost his/her will to live or faith in religion is likely to be very distressing

for caregivers. Witnessing a partner lose the desire for generativity, the engagement in life and

work activities that outlive the self, may also be disheartening for caregivers (Black &

Rubenstein, 2009; Kotre, 1984). Surprisingly, there is no quantitative research on this topic.

Additive Effects of Multiple Components of Suffering

Researchers have only just begun to examine the simultaneous impact of multiple components

of suffering—psychological distress, physical symptoms, and existential/spiritual distress-- on

caregivers’ emotional experiences using quantitative methods (Schulz, et al., 2009; Schulz, et

al., 2008). For example, in a large multi-site sample of dementia patients and their family

caregivers, Schulz and colleagues (2008) assessed the extent to which caregivers’ perceptions

of patient suffering affected caregiver depression. Suffering was assessed using the depression

subscale of the Revised Memory and Behavior Problems Checklist (RMBPC; Teri et al.,

1992). Three items assessed emotional distress (anxious, sad, crying), and six items assessed

existential distress (worthless, failure, hopelessness, lonely, talking of death, threatened self).

Importantly, they controlled for the effects of patient physical and cognitive disability, memory
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problems, disruptive behaviors, the amount of care provided by the caregiver, and socio-

demographic characteristics. Consistent with their predictions, they found that both emotional

and existential suffering were independently associated with caregiver depression and anti-

depressant medication use cross-sectionally and longitudinally. It is important to note that one

cannot make strong claims about directionality in this study because depression and medication

use could just as well affect perceptions of partner suffering. In another recent study involving

a large sample of elderly married couples, Schulz and colleagues (2009) found evidence that

the combination of physical, psychological, and existential distress in a spouse predicts

prevalent and incident depression and prevalent cardiovascular disease (CVD) in their partners,

independent of known risk factors for depression or CVD. Physical distress was measured by

the number of following symptoms reported by the respondent as occurring in the two weeks

before the baseline of the study: shortness of breath, dizziness, fatigue, weakness, nausea,

abdominal pain, fever, muscle aches, and diarrhea. Existential distress was measured with a

single item asking respondents to rate satisfaction with the meaning and purpose of their life.

Psychological distress was measured with the CES-D. The additive effects of spouses’

exposure to the three different types of suffering was supported by findings demonstrating a

dose-response relationship between the number of different types of suffering reported by the

spouse and the odds of clinical depression in their partner.

Several additional studies show the combined impact of physical and psychological symptoms

in care recipients as predictors of caregiver distress controlling for cognitive and physical

impairments in the care recipient. For example, Kornblith, Herr, Ofman, Scher, and Holland

(1994) found for prostate cancer patients, the sum of problems with physical symptoms,

fatigue/malaise, psychological distress, sexual problems, and impact on the family, was

positively related to the sum of these symptoms in spouses. Researchers have also used the

Neuropsychiatric Inventory (NPI; Cummings, Mega, Rosenberg-Thompson, Carusi, &

Gornbern, 1994) which assesses caregivers’ perceptions of various care recipient physical and

psychological symptoms of distress (sleep disturbance, agitation, depression, and delusions),

to show that these symptoms are associated with caregiver distress beyond care recipients’

cognitive and physical impairment (Aarsland, Larsen, Lim, & Tandberg, 1999; Craig,

Mirakhur, Hart, McIlroy, & Passmore, 2005; Figved, Kjell-Morten, Larson, & Aarsland,

2007; Kaufer, et al., 1998).

Viewed as a whole, this literature suggests that care recipient suffering with its multiple

components influence caregiver outcomes above and beyond the effects of care recipient

physical and cognitive disability and amount of care provided. Furthermore, there is evidence

that the effects of the multiple components of suffering are additive, as suggested by the dose-

response relationships reported by Schulz et al. (2009).

The Proposed Model of the Link between Care Recipients’ Suffering and

Caregivers’ Emotions and Psychological and Physical Morbidity

As illustrated in Figure 1, there are multiple pathways to caregivers’ psychological and physical

morbidity. The traditional stress health model is illustrated in the top half of Figure 1. In this

model, care recipient disease-related factors (operationalized as cognitive and physical

disability and problem behaviors) and associated caregiving demands (assistance provided,

vigilance demands, time spent caregiving) are viewed as primary sources of stress. These

stressors can have direct effects on caregivers’ health as well as generate secondary stressors

such as family conflict which in turn also affects caregivers’ psychological and physical

morbidity. However, we believe that an important additional pathway to caregiver’s

psychological and physical morbidity is missing from the traditional stress-health model:

caregivers’ exposure to care recipient suffering.
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As shown in the bottom half of the model, we propose that care recipient disease-related

conditions directly affect care recipients’ experience of suffering. Having a disease may cause

the care recipient to exhibit suffering behaviors: psychological distress, physical symptoms,

and existential/spiritual distress. In addition to having a direct effect on caregivers’ stress (e.g.

increased assistance, vigilance) the effects of suffering on the caregiver are mediated through

three processes which generate similar, complementary, or defensive emotional responses in

the caregiver. These processes include cognitive empathy, mimicry and feedback, and

conditioned learning. Caregivers may respond to symptoms of suffering with similar or

complementary emotions by consciously putting themselves in their partner’s place (cognitive

empathy). They may automatically experience emotions similar to those they observed

(mimicry) or experience similar, complementary, or defensive emotions as a result of

conditioned responses evoked by exposure to suffering. Although not illustrated in Figure 1,

we also believe that caregiver responses are moderated by gender, relationship closeness,

feelings of efficacy in relieving care recipients’ suffering, and individual differences in emotion

regulation.

Mediators of the Link between Care Recipient Suffering and Caregiver

Emotions

Caregivers may often feel similar emotions to those of the care recipients, such as anxiety in

response to anxiety, a phenomenon that has been referred to as emotional contagion (Hatfield,

et al., 1994; Hatfield et al., 2008). Caregivers may feel complementary emotions such as love

in response to care recipient anxiety; complementary emotions are thought to “motivate

important social behaviors, including helping, soothing, and forgiveness (Keltner & Kring,

1998, p. 324)”. Still others may experience defensive emotional reactions such as anger in

response to anxiety, which are aimed at protecting the self against feelings of insecurity or

vulnerability. The latter claim is supported by the substantial literature on “expressed emotion”

that emphasizes the role of family members’ hostile and critical attitudes toward care recipients

(Croog, Burleson, Sudilovsky, & Baume, 2006; Wagner, Logsdon, & Pearson, 1997). The type

and intensity of emotion elicited by exposure to suffering is determined by both mediators and

moderators in our model. Here we explain the processes through which caregivers experience

similar, complementary, and defensive emotions.

Cognitive Empathy

Caring for a loved one is likely to influence caregivers’ emotions because close relationship

partners actively empathize with each other (Bandura, 1969; Stotland, 1969). Care recipients’

emotion expression helps caregivers understand how to attend to care recipients’ needs and

understand whether or not care recipients are satisfied with the care they have received

(Graham, et al., 2008; Keltner & Kring, 1998). An important feature of cognitive empathy is

that it does not require caregivers to witness emotion expression from care recipients.

Caregivers can empathize with care recipients’ suffering through imagery, in addition to direct

exposure to emotions (Hatfield et al., 1994). For example, people are psychologically and

physiologically responsive to experimental conditions in which they are asked to imagine the

emotions of others or to talk about emotional situations with others (Eisenberg et al., 1991;

Vitaliano, Russo, Bailey, Young, & McCann, 1993). Cognitive empathy may result in the

experience of similar emotions to the care recipient, such as personal distress, as well as

complementary emotions, such as love, empathic sadness, or concern in response to care

recipient distress (Eisenberg et al., 1991; Omdahl & O’Donnel, 1999).

Mimicry and Feedback

Research also suggests that innate mimicry mechanisms can generate similar emotions to those

observed in others. Two types of mechanisms have been proposed for generating similar
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emotions. One focuses on afferent feedback from facial, verbal, and body movement. The other

argues that a cortical neural network is activated by merely observing emotion in another

person.

There is evidence that in conversation people tend automatically and continuously to mimic

the facial expressions (Adelmann & Zajonc, 1989), voices (Capella & Planalp, 1981), and body

movements (Bavelas, Black, Chovil, Lemery, & Mullett, 1988) of others. It has been proposed

that subjective emotional experiences are affected, moment to moment, by the activation and/

or feedback from such mimicry (Niedenthal, 2007). For example, according to the “facial

feedback hypothesis”, when facial muscles move, they produce afferent feedback, which plays

a primary causal role in generating and shaping emotions (e.g. Buck, 1980; Izard, 1971; Laird,

1974; Lanzetta, Cartwright-Smith & Kleck, 1976; Tomkins, 1984). People can experience

emotions consistent with the configuration of their facial muscles, without being consciously

aware of the face they are making. For example, Strack, Martin, and Stepper (1988) had

students hold pens between their teeth (activating the zygomatic smile muscles) and showed

that these students rated a series of cartoons as funnier when the pen was between their teeth

than between their lips (forming a “pout”) or in their hands. Similarly, Levenson, Ekman, and

Friesen (1990) gave muscle by muscle instructions to participants, some of which produced

prototypical emotional expressions. They found that participants who received these

instructions reported feeling the emotion associated with the combination of the facial

movements at greater than chance levels. Also, the associated emotion was reported most often

when the instructed movements were produced most accurately (i.e., the resulting expression

was closest to the emotion prototype). In addition to emotional experience, there were also

autonomic nervous system changes appropriate to the associated emotion (e.g. increased heart

rate when making an angry expression), and these autonomic changes were pronounced when

the facial movements most closely resembled the emotion prototype.

Neuroscientists have recently proposed a direct neural mechanism through which people

experience the emotions of others. This proposal was based on the discovery in macaque

monkeys that a set of neurons (called “mirror neurons”) representing a particular goal-oriented

action responded when they observed another individual performing a similar action (Gallese,

Fadiga, Fogassi, & Rizzolatti, 1996; Rizzolatti, Fadiga, Gallese, & Fogassi, 1996). Several

studies using different methodologies have shown the same effects with humans (see Rizolatti,

Fogassi, & Gallese, 2001 for a review). The core of this proposition is that the observation of

a particular action leads to the activation of parts of the same cortical neural network that is

active during its execution. Gallese, Keysers, and Rizzolatti (2004) proposed that a similar

mechanism is involved in the capacity to understand and experience the emotional states of

others. Consistent with this proposition, Carr, Iacoboni, Dubeau, Mazziotta, and Lenzi

(2003) have shown activation of the anterior insula, an area associated with the formation and

experience of one’s own emotions during the observation and imitation of facial expressions

of basic emotions (happy, sad, angry, surprise, fear). There is also evidence that this occurs for

the experience of others’ pain. Singer and colleagues (2004) found that the anterior insula and

rostral anterior cingulate cortex activate in response to both the direct experience of a painful

stimulus and when observing a loved one in pain. Thus, there is increasing evidence that people

experience the emotions and pain they observe in others in a similar manner to the way they

experience their own emotions and pain. We suggest that this has important implications for

emotional lives of caregivers because they are likely to witness expressions of suffering on a

daily basis.

Conditioned Emotional Responses

Caregivers may experience emotions in reaction to care recipients’ suffering behaviors because

of past experiences and memories associated with those behaviors (Aronfreed, 1970; Klinnert,

Monin and Schulz Page 10

Psychol Aging. Author manuscript; available in PMC 2010 September 1.

N
IH

-P
A

 A
u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t



Campos, Sorce, Emde, & Sveida, 1983). In other words, a care recipient’s suffering may be

paired with negative consequences for both him/herself as well as a caregiver. In subsequent

interactions this may condition the viewer to feel distressed when the other person is suffering.

In the context of caregiving, witnessing a loved one suffer may bring up memories and feelings

from past experiences that were painful or frightening for caregivers, such as the loss of another

close family member or a bad experience at the hospital. Not only are caregivers likely to be

conditioned to feel similar emotions to their loved one, such as anxiety in response to anxiety,

they may also be conditioned to feel complementary emotions, such as love or empathic

concern, or more defensive emotions, such as anger in response to distress. These different

emotional reactions to care recipient suffering may stem from caregivers’ attachment history,

or the extent to which others have been responsive to the caregivers’ needs and own emotion

expression over time (Bowlby, 1969/1982). Some caregivers feel the need to protect the self

when witnessing care recipients’ negative emotions; whereas others feel more secure in their

caregiving role and better able to focus on the needs of the care recipients (Rholes et al.,

1999). However, as evidenced by the results of the numerous studies showing a positive

association between care recipient and caregiver psychological distress, caregivers’ experience

of complementary emotions may be a less frequent or secondary response to care recipient

suffering than the experience of similar emotions.

Moderators of the Link between Care Recipients’ Suffering and Caregivers’

Emotions

Numerous factors may influence the extent to which one person’s suffering impacts another

person’s emotions. Here we highlight factors that are likely to be relevant in the context of

caregiving. These include (1) the gender of the caregiver, (2) the closeness of the relationship,

(3) the caregivers’ efficacy of relieving care recipient suffering, and (4) individual differences

in the caregiver’s emotion regulation. Considering these moderators may help researchers

identify those who are at a greater risk for negative emotional reactions and psychological and

physical morbidity.

Gender

Female caregivers may be affected more by care recipients’ suffering than male caregivers for

several reasons. First, women pay more attention to others. From birth, girls seem to be much

better at decoding emotions than boys are (Haviland & Malatesta, 1981), they are more likely

to maintain eye contact with others (Haviland & Malatesta, 1981; Hittelman & Dickes,

1979), and at age four years and older, they are better at processing, storing, and retrieving

social stimuli such as faces, names, and voices (Feldstein, 1976; Haviland & Malatesta,

1981). In a review of 125 studies, Hall (1978) found that at all ages, women are better than

men at reading nonverbal expressions of emotion. Second, women are more likely to mimic

others’ facial expressions and posture than men are (Eisenberg & Lennon, 1983), and are more

likely to experience the emotion of others (Doherty, Orimoto, Singelis, Hebb, & Hatfield,

1995). Robles and Kiecolt-Glaser (2003) conclude in a review of multiple studies that women

are more physiologically responsive to marital conflict than men are, and women show more

cardiovascular reactivity than men in response to relational events in general (Bloor, Uchino,

Hicks, & Smith, 2004; Nealy, Smith, & Uchino, 2002).

The differences between male and female caregivers’ sensitivity to their partners’ emotions

are important to take into account because it suggests that female caregivers are at a higher

risk for suffering the negative consequences of providing care to their loved ones. Indeed

caregiving studies show that female caregivers are more distressed than male caregivers

(Lutzky & Knight, 1994; Yee & Schulz, 2000).
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Closeness of the Relationship

People, and even non-primate mammals, are more likely to converge emotionally, or

empathize, with those with whom they have a close relationship. Langford and colleagues

(2006) found that mice who were exposed to cage-mates in pain also displayed pain behaviors

themselves, but this did not occur for mice that were not their cage-mates. And, although these

effects were marginally enhanced in same-sex siblings living together, a separate experiment

confirmed that close genetic relatedness was not required. Thus, it seems that closeness or

familiarity, (operationalized as being a cage-mate), but not necessarily genetic similarity

moderated emotional contagion.

But what about humans? Batson, Turk, Shaw, and Klein (1995) theorized that empathic feelings

arise when a person values another's welfare and perceives the other to be in need. Consistent

with their theory, they found that a similarity manipulation led to increased valuing of a similar

person's welfare and, in turn, to increased empathy when this person was in need. Direct

manipulations of empathy (perspective-taking instructions, or false physiological arousal

feedback) led to increased self-reported empathy and, in turn, to increased valuing of the

welfare of the person in need. Also, Block (1981) found that marital satisfaction, which is

related to closeness, had an effect on emotional contagion, such that spouses who were more

satisfied with their marriages, showed greater increases in skin conductance to painful displays

of their mates than did unsatisfied spouses. Tower and Kasl (1995, 1996) also demonstrated

that greater marital closeness was associated with greater emotional contagion of depressive

symptoms among elderly, community-dwelling spouses. Thus, research suggests that

caregivers who feel close to their partners share their partner’s experience of suffering more

intensely.

Efficacy of Relieving Care Recipient Suffering

The extent to which a caregiver is able to alleviate his or her loved one’s suffering is likely to

affect the caregiver’s emotions. If a caregiver feels that he/she is not able to help his or her

partner alleviate adverse physical and psychological symptoms or help the partner feel at peace

with his/her condition, because of the nature of the partners’ disease or because of other

uncontrollable circumstances, the caregiver may feel helpless and distressed or become

clinically depressed. Consistent with this idea is the finding that beliefs about uncontrollability

of pain among cancer patients and their family caregivers are associated with more symptoms

of distress and more caregiver burden (Riley-Doucet, 2005). Furthermore, caregivers vary

considerably in their perceptions of their own abilities to help cancer patients manage pain

(Blood, Simpson, Dineen, Kauffman, & Raimondi, 1994; Carey, Oberst, McCubbin, &

Hughes, 1991; Danielson, Hamel-Bissell, & Winstead-Fry, 1992), and caregivers’ perceptions

of low self-efficacy of helping partners manage pain is associated with more caregiving strain

as well as increased negative mood and decreased positive mood (Keefe et al., 2003; Zeiss,

Gallagher-Thompson, Lovett, Rose, & McKibbin, 1999).Hagedoorn, Sanderman, Buunk, and

Wobbes (2002) showed similar findings, but only for women. They argue that self efficacy of

caregiving abilities is particularly important for women because caregiving is a more identity

relevant stressor for them than it is for men.

If caregivers are able to relieve their partners’ suffering, this is likely to increase feelings of

competency and mastery while also increasing their partners’ well-being and positive

emotions. This can, in turn, feed back to the caregiver (Monin, Martire, Schulz, & Clark,

2009). A large literature shows that caregiving has negative consequences for caregivers, but

there is increasing evidence that helping a care recipient, under some circumstances, can have

positive effects on caregiver well-being (Beach, Schulz, Yee & Jackson, 2000; Brown &

Brown, 2006; Brown , Nesse, Vinokur, & Smith, 2003; Brown et al., in press). From our
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perspective, the benefits of helping should be maximized when they effectively relieve the

suffering of another person.

Caregivers’ Emotion Regulation

Although it is theorized that normatively people feel some amount of personal distress when

watching or imagining a loved one suffer, not everyone is able to regulate this distress equally

well. For example, in research with children and adults, Eisenberg and colleagues emphasized

the distinction between sympathy (a concern for the other person’s well-being) and personal

distress (preoccupation with one’s own negative feelings) reactions to empathy-eliciting

situations (Eisenberg et al., 1988; Eisenberg et al., 1989; Shortt & Pennebaker, 1992;

Wiesenfeld, Whitman, & Malatesta, 1984). They found that participants’ self reports and facial

expressions of sympathy are linked to a specific pattern of physiological activity, heart rate

deceleration (which indicates attention to external stimuli) and high heart rate variability

(which has been associated with positive psychological and physical health outcomes); whereas

personal distress is linked with a heightened cardiac stress response. This has implications not

only for family caregivers’ well-being, but also for professional caregivers such as nurses,

social workers, and clinical psychologists. Research indicates that personal distress is

associated with caregiver burnout in nurses, whereas empathic concern is not (Omdahl &

O’Donnel, 1999). There is also an emerging literature that suggests that psychotherapists who

work with chronically ill individuals often experience “compassion fatigue” from caring for,

empathizing with, and emotionally investing in the suffering of their clients. Figley (2002)

argues that empathy and emotional energy are the driving force in effective work with those

who are suffering. However, noticing and responding to the pain of the client (often achieved

through projecting the self into the client’s position) can result in stress that can be relieved

through successful treatment of or distancing the self from the client between sessions or

exacerbated by prolonged exposure to the client, traumatic recollections from other

experiences, and life disruption caused from outside sources.

Empathic concern or personal distress may not be caregivers’ only reactions to their loved

ones’ suffering. Caregivers may be non-reactive or angry as a result of defensive strategies,

such as motivated cognition. One example of this is the tendency for people to believe in a

“just world” which leads to a number of strategies to reduce threats in the environment (Lerner,

1980). Lerner and Simmons (1966) found that when presented with a victim who suffered

through little fault of her own (i.e., an innocent victim), people recognized the unfairness of

the situation and were motivated to respond with compassion. However, when faced with the

expectation that the victim would continue to suffer, people derogated the victim’s character,

suggesting that the victim deserved the punishment she received. In line with this thinking,

some caregivers may protect themselves from feeling distress by finding fault with the partner.

For example, one could imagine a caregiver saying, “He knows he shouldn’t be lifting such

heavy things. He is just being stubborn. It is his own fault he is in pain.”

Caregivers may not only protect themselves through “just world” beliefs. Research suggests

that people have the capacity to make overly positive self evaluations, exaggerating perceptions

of control and mastery, and to be unrealistically optimistic (Taylor & Brown, 1988). The extent

to which unrealistic optimism actually benefits caregivers is not clear however. For example,

Martire and colleagues (2006) found that spouses who were more accurate in their perceptions

of their partners’ level of pain during a pain eliciting log-carrying task reported less stress from

providing support and assistance.

Future Research and Implications for Interventions

First and foremost, future research on the health effects of caregiving should not only examine

the effects of care recipient functional impairment and behavioral problems (and the associated
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caregiver demands), but the effects of care recipient suffering on the caregivers’ emotions and

health. In doing so, it will be important for researchers to show that care recipient suffering

contributes to caregiver outcomes, above and beyond the effects of demographic characteristics

(e.g., age, gender, race, SES) and health-related factors (e.g., cognitive and physical

impairment, dependencies with activities of daily living). A related goal should be to

demonstrate the independent effects of different components of suffering. Although we would

expect the three components of suffering to be moderately correlated, it will nevertheless be

important to assess the additive or synergistic effects of the three discrete components of

suffering (psychological distress, physical symptoms, and existential/spiritual distress) on

caregiver emotions and associated morbidity, as demonstrated by Schulz and colleagues

(2009). Addressing these questions will require additional research on the conceptualization

and measurement of suffering. There is still considerable debate about what elements are

necessary and common to most people’s experiences, expressions, and perceptions of

suffering. For example, are features such as controllability, responsibility, and fairness central

to suffering, or should they be viewed as moderators of suffering?

Second, future research should explore the role of key moderators of the effects of suffering

on caregiver outcomes, including the gender of the caregiver, the closeness of the relationship,

caregiving efficacy, and individual differences in the ability of caregivers to regulate their

emotions effectively. This will help researchers and clinicians identify who is at increased risk

for experiencing the negative effects of their partners’ suffering.

Third, it is important to explore the role of suffering when measured from both care recipient

and caregivers’ perspectives. A central question to address concerns the concordance between

care recipients’ and caregivers’ assessment of care recipient suffering and how this affects

caregiver and care recipient outcomes. As suggested by Schulz and colleagues (2007), one can

imagine situations in which individuals are perceived to be suffering in silence because they

show few overt signs of distress under circumstances in which high distress levels may be

expected. Alternatively, there might be situations in which individuals are considered to be

exaggerating or dramatizing their suffering for secondary gains. These scenarios are likely to

have different implications for the type and quality of support that caregivers provide.

Fourth, in order to better understand the interpersonal effects of suffering, it is important to

view this construct from an adult developmental perspective. For example, according to

socioemotional selectivity theory, older individuals selectively prune their relationships and

maintain those that are emotionally meaningful to them, resulting in smaller social networks

(Carstensen, 1994). Emotionally meaningful relationships are thought to be conducive to

positive emotional experiences; however, according to our view, a small network of

emotionally close individuals also has greater potential for generating distress or negative affect

when those network members experience suffering. Investing in emotionally meaningful

relationships is a double-edged sword; it increases opportunities for both positive and negative

emotions. As long as network members are healthy and happy they should generate positive

emotional experiences, but when illness-related suffering increases, the pendulum swings more

toward negative emotional experiences. In addition, a homogeneous constrained social

network may limit access to information and resources that might help an older individual cope

with the suffering of a close relative. Predictions that follow from this analysis are that over

time the potential for negative emotional experiences increases among older individuals and

that small homogeneous networks are likely to be less adaptive than larger diverse networks

in coping with negative emotional experiences.

Research on age-related identity and stereotypes also has implications for interpersonal effects

of suffering. It is generally believed that disease and disability are a normative part of the aging

process. For example, older adults are more likely to define the self in terms of the status of
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their health (Hooker, 1992), and older adults are generally viewed as less healthy than younger

adults (Gekoski & Knox, 1990). Frazier and Hooker (2006) suggest that the acknowledgement

of health for one’s identity helps older adults adapt to and cope with disease and disability

because it reflects acceptance of their condition. By extension, older individuals may view

suffering as normative when it occurs in the context of late life disease and disability. This may

in turn diminish the interpersonal effects of being exposed to suffering. Although young adults

also view aging as being associated with declining health, they lack the first-hand experience

of health decline and suffering and may therefore find it more difficult to cope with exposure

to suffering in others.

What might control theory (Heckhausen & Schulz, 1993,1995; Schulz & Heckhausen, 1996)

say about how aging influences caregivers’ reactions to care recipients’ suffering? The lifespan

theory of control claims that striving for primary control -- achieving effects in the external

environment (White, 1995) -- is a constant and universal motivational drive throughout the life

course. However, as individuals’ capacity for primary control declines in old age, they

increasingly resort to secondary control strategies of adjusting expectations, values, and

attributions to cope with threats to their ability to exert primary control. For older caregivers

exposed to their partners’ suffering, the initial response is to control or alleviate the symptoms

of suffering in their relative; if this fails, secondary control strategies such as blaming the victim

or diminishing the perceived intensity of suffering may be invoked. However, these strategies

are difficult to apply under circumstances where suffering is the result of normative age-related

conditions. As a result, we would predict that the inability to have an impact on symptoms of

suffering represents a fundamental erosion of primary control for the caregiver and should be

associated with intense and lasting negative affect.

Our views on suffering also point toward new approaches to interventions for family caregivers.

A wide variety of caregiver intervention programs have been developed and implemented to

provide respite care, home alterations, and skills training to the caregiver, often based on the

assumption that caregiver psychological and physical morbidity is due to the pragmatics of

providing physical care to relatives with functional impairment (National Caregiver Support

Program, 2006). However, equal emphasis should be placed on helping caregivers minimize

their loved ones’ suffering as well as helping them cope with those aspects of suffering that

are not under their control.

For example, Problem Solving Therapy (PST; D’Zurilla & Chang, 1995; Nezu, Nezu, & Perri,

1989) may be particularly effective in diminishing caregivers’ distress by allowing caregivers

the opportunity to: (a) identify specific behaviors or symptoms that lead to the perception that

the care recipient is suffering, (b) determine which suffering symptoms caregivers can help

minimize or alleviate, and (c) come to terms with those aspects of care recipients’ suffering

that are out of caregivers’ control. Identifying specific suffering behaviors, rather than focusing

on suffering as a global and uncontrollable fact of life may make it easier for caregivers to help

their partners in concrete ways (e.g. reminding their partner to take their pain medication or

engaging their partner in activities that elevate their mood). By helping their partners,

caregivers are likely to receive benefits not only because the care recipient’s well-being is

improved (thus decreasing the effects of negative emotional contagion), but also because the

act of helping a loved one is fulfilling in its own right. Recent findings suggest that supporting

or helping others may be just as beneficial to health as receiving support (Beach et al., 2000;

Brown & Brown, 2006; Brown et al., 2003; Brown et al., in press).

In cases where caregivers are not able to fully alleviate the care recipient’s suffering, other

therapeutic strategies may be useful. For example, increasing attention has been given to

therapies that induce mindfulness, which involves (1) the self-regulation of attention

maintained on the immediate experience that allows for increased recognition of mental events
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in the present moment and (2) an orientation toward one’s experience in the present moment

that is characterized by curiosity, openness, and acceptance (Bishop et al., 2004). Instead of

suppressing or ruminating on one’s emotional experience, both of which can be harmful to a

person’s psychological and physical health (Hayes & Feldman, 2004), mindfulness meditation

is hypothesized to develop a distanced or “decentered” relationship with one’s internal and

external experiences, to decrease emotional reactivity, and to facilitate a return to baseline after

reactivity. This approach stems from Buddhist traditions developed as a path leading to the

cessation of personal suffering (Thera, 1962; Silananda, 1990), and it has been found to be

effective in reducing psychological morbidity associated with medical illness (e.g. Reibel,

Greenson, Brainard & Rosenzweig, 2001; Speca, Carlson, Goodey & Angen, 2001) and the

mitigation of stress and enhanced emotional well-being in non-clinical samples (e.g. Astin,

1997). This type of therapy may be particularly useful for caregivers in helping them distance

themselves from, but not avoiding or suppressing feelings of distress in reaction to the partner’s

suffering. Mindfulness training may help foster empathic concern or sympathy in caregivers

rather than rumination or inner conflict with one’s own personal distress. As suggested by

Eisenberg and colleagues (e.g. Eisenberg et al., 1988) and nursing researchers (e.g. Omdahl &

O’Donnell, 1999), feeling personal distress is associated with increased caregiver stress and

burnout; whereas, empathic concern (concern for the well-being of the other person without

sharing the other person’s emotional state) is associated with feelings of personal

accomplishment and prosocial behavior. Thus, therapies that allow caregivers to acknowledge

their negative feelings but not become overwhelmed by them are likely to have positive

outcomes for both caregivers and their partners.

Mindfulness therapy may also help caregivers who are dealing with suffering that is not being

experienced in the “here and now”, for example, bereaved spouses experiencing traumatic grief

(Prigerson et al, 1999). For some people, the death of a loved one can be particularly difficult,

causing them to experience a pathological form of grief that includes intrusive thoughts about

the suffering of their loved one. Because it is no longer an option for the bereaved individual

to alleviate the partner’s suffering, the individual must come to terms with negative emotions

he or she is experiencing. Mindfulness therapy may be an effective coping tool in this situation.

For those dealing with suffering in ongoing caregiving relationships, interventions that

simultaneously focus on both caregivers and care recipients may be more effective than

interventions that focus on the caregiver only. Two recent meta-analyses show that dyadic

approaches that include both patients and their spouses in a psycho-social interventions for

chronic disease are more effective than interventions solely focused on patients (Martire,

2005) or typical medical care (Martire, Lustig, Schulz, Miller, & Helgeson, 2004). Couple

interventions have also been effective in disease involving pain (Keefe et al., 1996, 1999).

Berg and Upchurch (2007) suggest that interventions situated within the dyadic coping

perspective (Bodenmann, Charvoz, Cina, & Widmer, 2003; Widmer, Cina, Charvoz,

Shantinah, & Bodemann, 2005) that focus on understanding the other person’s perspective

regarding stress, couple communication, mutual problem-solving skills, and coordination and

collaboration regarding daily management tasks will help both care receivers and caregivers

with their distress.

In sum, we support existing interventions strategies that emphasize providing assistance with

the pragmatics of caregiving, but at the same time argue that these approaches be augmented

with strategies that address issues of care recipient suffering and its impact on caregiver

emotions. Existing therapeutic interventions such as problem solving therapy and mindfulness

interventions could be adapted to address specific symptoms of suffering as well as help the

caregiver come to terms with the limits of their ability to impact the suffering of others. A

dyadic or couples-oriented approach to implementing these strategies might be particularly

effective in achieving positive effects for both care recipient and caregiver.
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Conclusion

The expression of suffering can be adaptive in that it communicates a need for support and

enables others to attend to and respond to a person’s needs (Clark & Finkel, 2004; Clark, et

al., 2001; Graham, et al., 2008; Martire, et al., 2006; Monin et al., 2009). However, in this

paper we have made the case and presented evidence that chronic exposure to the suffering of

others can also take a toll on a caregiver. Specifically, we draw from existing theory to propose

that caregivers often experience negative emotions in reaction to care recipient suffering.

Importantly, we believe that this direct spread of suffering from one person to another is an

understudied pathway that can shed light on the widespread phenomenon that caregiving is

deleterious for the caregivers’ psychological and physical health. This paper takes an important

step by applying diverse perspectives on emotion to understand the effects of suffering in an

interpersonal context. It addresses Hatfield and colleagues (2008) suggestion that researchers

pay attention to which people and in what kinds of relationships people are most vulnerable

to emotional contagion. We suggest that caregivers are particularly vulnerable to emotional

contagion because of chronic exposure to the suffering of a loved one. By enhancing our

understanding about processes that lead to similar, complementary and defensive emotions

within caregiving relationships, we are likely to identify strategies for improving caregiver and

care recipient outcomes. The ultimate goal of this research is to reduce suffering and its effects

on family members.
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Figure 1.

Caregiver stress-health model showing how exposure to and perception of suffering affects

caregiver emotional response and health
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