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Abstract 

An investigation of positive aspects (PA) of caregiving was undertaken to 

determine how thtee measures differed in relation to one another and how they were 

related to other variables. Ninety two infoxmai caregivers (mean age=57.27) completed a 

questionnaire either by phone or mail regarding their age, gender, self-reported health, 

choice to become a caregiver, availability of relief help, education, task efficacy, total 

tasks completed, relationship to the care recipient and three measures of the PA: Personal 

Gain, Task Satisfaction and Caregiving Satisfaction. Results indicated that there were 

Merences between Personal Gain and both other PA measutes. More total tasks 

completed predicted higher Personai Gain. Fewer total tasks completed discriminated 

between caregivers reporting higher vs lower levels of caregiving satisfaction. Older, 

self-reported healthier caregivers with high task efficacy and more relief help available 

discriminated between higher and lower task satisfaction ratings. As well, scores for 

Task-related Satisfaction and Lawton's Caregiving Satisfaction were closer to their 

respective scale maximum than were those for Personal Gain. 



It is with sincere appreciation that 1 express my gratitude for the assistance of my 

supervisor, Dr. Cynthia Whissell. Her belief in my abilities has been an extremely 

influentid force in the completion of this research and on my academic career to date. 

1 would also like to thank Dr. Alan Salmoni for inviting me to assist with this 

research project. He has been a great source of encouragement and motivation, providing 

suggestions and ideas that have in tm compelled me to expand my thinking in valuable 

ways. 

As well, 1 would like to thank Dr. Raymond Pong for his thoughtful revisions. Dr. 

Pong is the director of the Centre for Rural and Northern Health Research (CRaNHR). 

This research was completed in conjunction with CRaNHR and I am gratefiil to have had 

the opporîunity to work with Dr. Pong and Lynn Martin, a project researcher at 

CRaNHR. Lyan and 1 worked very closely together on this project, sharuig ideas and 

laughs but most of al1 our passion for research. 1 am very gratefùl to Lynn for always 

being the light at the end of the research tunnel! 

Finally, I would like to thank my family and fnends who have endured many 

declined invitations and cancelled plans over the course of my education. Their continued 

support has been invaluable. A special thank-you to my mother for her unconditionai 

emotional support and to my father and Ryan, two men who have exemplified patience 

and understanding. 



Table of Contents 

Chapter 1 
4 

Introduction 

The Negative Aspects of Providing Care 

The Positive Aspects of M d i n g  Care 

Positive Aspects and Well-Being 

Practical Implications of Studying the Positive Aspects 

Correlates and Predictors of the Positive Aspects 

Rationale for the Present Research 

Chapter iI 

Methodology 

Participants 

Measures 

Procedure 

Means and Standard Deviations for Independent 
And Dependent Variables 

Analysis of the Relations@ Among ihe Dependent Measures 

Analysis of the Predictors of the Positive Aspects 



Discussion 

Discussion of the Relationship Among the Positive 
Aspects of Providing Care 

Strengths and Weaknesses 

Conclusion 

Appendices 



An estimated 90 percent of care to seniors in Canada is ptovided infonnaliy 

(Angus, Auer, Cloutier, and Albert, 1995). in 1996 "over two million people were 

providing an average of four to five hours of informal care per week to seniors witb long- 

term heaith problems" (Keatiug, Fast, Frederick, Cmwick and Penier, 1999, p. 103). 

Recent changes in Canada's healthcare system and social seMces have lead to shorter 

hospital stays and greater use of outpatient treatment (Cranswick, 1997). These changes 

have in tum increased the responsibility upon Canadian families to provide care to elder 

family members and fiiends at home (Cranswick, 1997). Demographic shifts in Canada, 

such as the projected increase in the elder population, and an increase in 1i.e expectancy, 

hiWight the importance of addressing informa1 caregiving. 

Much of the caregiving literature has focused on negative feelings, experiences 

and outcomes for caregivers. However, the current research will focus on the more 

positive experiences, feelings and occurrences that may be derived through the roIe of 

informai caregiving to seniors. The purpose of the present research was to investigate 

how three types of positive aspects of providing care were related to one another among a 

sample of community dweîiing individuals who consider themselves to be the primaq 

caregiver to an older adult. The potential predictors of these three measures were dm 

investigated to better understand how the positive aspects relate to one another and to 

other variables in the caregiving situation, For the purposes of this research, primary 

caregiver was defïned as an individual who considered themselves to be the person who 



pvided the most care to an oldcr adult. Informal care was considered to be uupaid work 

completed for an older adult. 

The Negative Aspects of Providing Care 

The negative consequences of providing care have been referred to within the 

literature as stress (Pearlin, Mullan, Semple, and Skaff, 1990) burden (Zait, Reever and 

Bach-Peterson, 1980), and hassles (Kinney and Stephens, 1989a). The literature 

indiuttes that caregiving negatively influences physical health (Haug, Ford, Stange, 

Noelker, and Gaines, 1999) and health behaviors such as smoking, exercise, and weight 

maintenartce (Burton, Newsom, Schulz, Hirsch, German, 1997). It has also been related 

to p r  sleeping behaviors (Burton et ai.,1997; Wilcox and King, 1999). Caregivers have 

been found to have a higher prevaience of anxiety and affective disorders and greater 

odds of ushg mental health services than noncaregivers (Cochrane, Goering, and Rogers, 

1997). 

In comparison to the multitude of studies that have been conducted on the 

negative aspects of caregiving, very few sîudies have been carried out that address the 

positive aspects of caregiving (Davis, 1992; Kramer, 1997a). This is largely because 

caregiver res«uch has ofleu been conducted within a stress process fiamework (Yates, 

Tennstedt and Chang, 1999). In fact, it has been argued that the focus on the stress mode1 

is one of the main reasons that positive aspects have been neglected in caregiver literature 

(Farran, 1997; Knimer, 1997a; Yates et al., 1999). As a result, caregiving studies have 

traditionally investigated the difficuities that caregivers encounter and have not always 

considered the positive aspects eXpenenced in the caregiving mie (Stephens, Franks and 

Townsend, 1994). 



Aithough it is clear that caregiving for an older adult places one at an increased 

risk for a variety of adverse consequemes, research shows that caregivers do in fact 

report positive feelings associated with their role (Kramer, 1997a). The current study 

attempted to determine how three measures of the positive aspects were related to one 

another and also to investigate the significant predictors of these positive aspects. The 

Merature on the positive aspects of caregiving, and evidence to support the necessity of 

considering these aspects, will be reviewed. Investigations regarding the correlates and 

predictors of positive aspects to caregiving will then be presented in detail. Finaliy, 

specific research questions will be addressed. 

The Positive Aspects of Providing Care 

Researchers have now reaiized that in order to fuily understand infotmal 

caregiving the positive aspects that may be involved when providing care to a senior must 

be considered (Cohen, Gold, Shulman, and Zucchero, 1994; Davis, 1992; Dunkin and 

Anderson-Hanley, 1998; Farran, 1997; Farran, Miller, Kaufinan, Domer and Fogg, 1999; 

Kramer, 1997a, 1997b; Walker, Pratt, and Eddy, 1995). In fact, a recent review of 29 

studies on the positive aspects of caregiving by Kramer (1997a) pointed out that much of 

the variation and individual differences found in caregiver outcomes could be due to the 

effect that positive appraisals have on the caregiving role. Krarner (1997a) has stated that 

"lack of attention to the positive dimensions of caregiving seriously skews perceptions of 

the caregiving experience and limits out ability to enhance theory of caregiver 

adaptation" (p. 219). 

Constnicts such as caregiver gain (Kramer, 1997a, 1997b), satisfactions 

@orfiman, Holmes, and Berlin, 1996; Lawton, Kieban, Moss, Rovine, and Giicksman, 



1989; Lawton, Moss, Kieban, Glicksman, and Rovine,l991), rewards, upliAs (Kinney 

and Stephens, 1989a), personal gain (PearIin et al., 1990), meaning in the role ( F m ,  

1997; Noonan, Te~stedî, Rebelsky, 1996), and enjoyable aspects (Cohen et al., 1994) 

have al1 surfaced in recent caregiving literature to explain the more positive aspects 

experienced by infomal caregivers. For the most part, the above constmcts are 

encompassed in Kramer's (1997b) dennition of gain: "any positive affective or practical 

return that is experienced as a direct result of becoming a caregiver such as the 

satisfactions, rewards, gratifications, or benefits that are perceived" (p. 240). Thus, this 

definition will be used in the cwent study as a tenn meant to encompass measures that 

examine the 'positive aspects' of caregiving. 

Positive experiences and feelings that arise h m  the caregiving role are reported 

by many caregivers (Krarner, 1997a; Miller and Lawton, 1997; Noonan et al., 1996). 

Stephens et al. (1994) revealed that 100 percent of the caregivers in their study said they 

felt that caregiving was rewarding because bey knew the person they were caring for was 

well looked af'ter. In the sarne study, over 80% said they cared for the recipient because 

they wanted to, not because they had t a  Cohen et al, (1994) reported that 55% of 

caregivers of dementia patients listed at least one enjoyable aspect of caring and Riedel, 

Fredman, and Langenberg (1998) found that 87% of cmgivers in their study reported at 

least one reward. 

Additionally, evidence suggests that caregivers value positive aspects of the 

relationship they are able to have with the care recipient (Harris, 1998; Noonan et al., 

1996; Farran, Kean-Hagerty, Salloway, Ktipfefer, and WilkenJ991) and fhd the 

relatiomhip rewarding (Hiechsen, Hemande;E, and Pollack, 1992; Walker, Shin, and 



Bird, 1990). Caregivers cite feeling closer to the mipient (Schlai.ch, 1994) and report 

experiencing a sense of satisfaction h m  their caregiving role (Himichsen et al., 1992; 

Lawton et al.,1989; Lawton et al.,l99 1; Riedel et al., 1998). 

Positive Aspects and Well -Being 

Even though more empirical work must be completed to determine how the 

positive aspects affect caregivers, research suggests that reports of positive dimensions 

are related to indicators of well-being. For example, a Canadian study revealed that the 

number of enjoyable aspects reported by caregivers of dementia patients correlated with 

lower burden and better hedth (Cohen et ai, 1994). Sirnilarly, Martire, Stephens, and 

Atienza, (1997) reported that satiskction in the caregiving role was associated with better 

physical health, more positive affect, and lm depression. Lawton et al. (1991) 

detennined that caregiving satisfaction was related to positive affect and in a muhivariate 

analysis satisfaction was a significant predictor of positive affect. Also, Stephens et ai. 

(1994) reported a significant relationship between the rewarding aspects of the caregiver 

role and positive affect &er controlling for stress experienced in the roles of caregiver, 

mother, and wife. 

Iünney, Stephens, Franks and Norris (1995) found that caregivers who reported 

more uplifts than hassles also reported significantIy less distress and Motenko (1989) 

revcaled that reports of gratifications were correlated with higher general well-king. 

Braithwaite (1996) determined that those who scored higher on a measure regarding the 

pleasure derîved h m  the caregiving relationship were more likely to experience positive 

affect and overail psychologid weîi-being. Ruchno, Michacls, and Potashnik (l99O) 

reported that care recipients were more likely to remain cand for by their spouse in the 



community if the dyad had been in a caregiving situation for a longer period of tirne and 

if the recipient's caregiver reported deriving satisfaction h m  caregiving. 

The positive aspects of pmviding Gare may also help to moderate feelings of 

burden (Findeis, Larson, Gallo, and Sheicieton, 1994). In a recent study, caregivers that 

reported receiving more rewards h m  caregiving reported fewer difficulties. Their 

subjective burden decreased as the nwnbet of rewards reported increased (Riedel et al., 

1998). As well, Reinardy, Kane, Huck, Cal1 and Shen (1999) reported that satisfactions, 

such as a sense of achievernent and closer family bonds were associated with less 

subjective burden. 

There is also evidence to suggest that the positive aspects of caregiving are 

important predictors of weli-being, even when the level of stress reported by caregivers is 

taken into consideration. For instance, Martire et al., (1997) determined that despite the 

amount of stress caregivers reporte4 caregiving satisfaction predicted better physicai 

heaith and positive affect. They were able to dernonstrate that caregiving satisfaction cm 

predict weil-being beyond the effects of the stress experienced in the role of caregiving. 

Similarly, Riedel et ai. (1998) found that, as caregiving rewards inmased, subjective 

burden scores decreased, regardiess of the number of difficulties reported by the 

caregiver. 

Practicai Impiications of Studying the Positive Aspects of Carqi$ving 

Knowing and understanding the dynamics of the positive aspects of caregiving 

may assist clhicians and pmtitioners to work more effcctively with caregivers, provide 

important determinants of the quality of care given to older adults (Kramer, 1997a), and 

benefit theories of adaptation (Miiler and Lawton, 1997). Walker et al. (1990) suggest 



that cacegivers most at risk for low levels of satisfaction may require fiequent and costly 

intervention, whereas caregivers that report cmgiving satisfaction may require less 

fiequent and less costly intervention. They reason that service providers with limited 

fun& could potentially use this type of information to distribute services more 

effectively. For instance, caregivers who report high levels of stress and low levels of 

satisfaction may be more in need of imrnediate and extensive forma1 support. 

In spite of the fact that investigations into the positive aspects may allow one to 

more M y  understand the dynamics involved in informal caregiving, research in this area 

should not undermine the reality that informa1 caregiving can be detrimental to a 

cmgiver's health. Researchers who pursue this area have been cautioned by Miller and 

Lawton (1997) to utilize the information carefully. For exarnple, governent and policy 

makm could use this information to argue that informal caregivers to seniors are not in 

need of services. This type of clairn would be very darnaging to caregivers that are in 

need of support and services. 

The fact is that not ail caregivers report positive aspects and despite positive 

feelings, some still report more negative effects. For instance, Hinrichsen et al. (1992) 

reported that caregivers were much less likely to mention rewarding aspects of caregiving 

than diffïculties (5 1.3% versus 89.3%). Perhaps it is the caregivers that do not 

experience positive aspects that are in greater need of intervention. However, until more 

anpirical work is completed, it is difncult to determine the profile of a caregiver who 

experiences positive aspects, and whose feelings of reward and satisfaction contribute to 

overaii weii-king, even in the face of advqity. 



Correlates and Predictors of the Positive Aspects 

Characteristics of the caregiver may be influentid in terms of the caregiving 

experience and the ultirnate consequences faced by caregivers @orfinan et al., 1996). 

Some studies have concluded that the age of the caregiver is negatively related to 

caregiver satisfaction (Johnson, 1998; Kramer, 1993; Picot, 1995), while others have 

found positive correlations between age and caregîving satisfaction (ûrbell and Gillies, 

1993; Talkington-Boyer and Snyder, 1994). However, age has not always been related to 

caregiver satisfaction, nor has it always surfàced as a significant predictor (Dorfinan et 

al., 1996; Kramer, 1997b). Since older adults perfom much of the informal care for 

seniors the clarification of the effect of age is an important one to consider. 

Few studies have compared men and women in tems of the positive aspects they 

report in the caregiving d e .  This may reflect the fact that the primary caregiver is 

usually a woman (Keating et al., 1999; Stone, Caffêrata, Sangl, 1987). In one of the few 

studies that looked at gender, Schwarz (1999) determinecl that men had a more positive 

appraisal of satisfaction than women did. Conversely, Kinney and Stephens (1989a) 

revealed that women reported more uplifts. Evidence suggests that this variance may 

exist because of the ciifferences in the types of tasks for which men and women are 

typicaily responsiile for. kamer and Kipnis (1995) found that women were responsible 

for more intensive types of care, including personai care and handssn activities. As well, 



Ingersoll-Dayton, Starrels, and Dowler (1996) found that compared to men, women 

provided more social support and home maintenance. 

Education has surfaceci as a potentially important variable relateci to the positive 

aspects experienced by caregivers. In a sample of Afncan Amencan caregivers, Picot 

(1995) found that younger and more educated caregivers perceived significantly fewer 

rewards than older less educated caregivers. Kramer (1997b) found that lower caregiver 

education was a significant predictor of gain in a sarnple of caregiving husbands. 

Husbands who appraised the highest levels of gain were those who were less educated. 

Krarner (1997b) hypothesized that more educated husbands may not find the daily tasks 

of caregiving stirnulating in comparison to the professional role that they held (currently 

or prior) in the workfom. As a result, they derive less gain ftom their role as a caregiver 

than do husbands who are less educated. 

The number of tasks that the caregiver is respnsible for has also k e n  

investigated in relation to the positive aspects of providing care. Researchers have 

reported that caregivers who report higher levels of satisfaction assist in a greater number 

of areas (Waiker et al., 1990) and are wing for recipients with greater activity of daily 

living (ADL) impairment (Kramer, 1993; Talkington-Boyer and Snyder, 1994). 

However, in a longitudinal study by Walker, Acock, Bowman and Li (1996), it was 

revealed that relative to daughters who experienced little or no change in the amount of 

help they provided to their mothers, daughters who reportai a greater increase in the 

amount of care they provided, demonsüated a signifiwitly greatcr decline in caregiver 

satisfaction over tirne. 



Previous research suggests that the type of relationship (i.e. spowe, child) 

between the caregiver and the care recipient is an important variable to consider (Lawton 

et ai.,1989). Schwarz (1999) determined that spouses had a more positive appraisal of 

caregiving in terrns of burden and satisfiiction than did children. In addition, Lawton et ai. 

(1991) found that in a sample of caregivers to Aizheimers patients, satisfaction led to 

positive affect in spouse caregivers but not in adult childrea. In contrast, Himichsen et al. 

(1992), in a study of caregivers to older adults with major depressive disorder, revealed 

that wives were less likely than sons or daughters to note an improvement in their 

relationship wiîh the care recipient. 

The age and education of the caregiver, the number of tasks they are responsible 

for, and their relationship to the care recipient have al1 been identified in previous 

research as potentially important variables to consider when assessing the positive 

aspects experienced by caregivers. Various predictors bave been identified, however in 

many of the studies the dependent measwe was conceptualized differently. Because the 

current study included three different measures of the positive aspects, the opporhinity 

exists to determine whether these variables diffa depending on the type of positive 

aspect that is king m m  - 
The health of the caregiver, most ofka measured by self-catings bas been 

regarded as an interna1 resource. Skaff, Peariin and Mullan (1996) contendeci that health 

couId affect how well caregivers ultimately mpe witb the demands of their d e .  

However, the existing infoxmation on the relationsbip between these variables is 

canflicting. khmer (199%) dctermined that better physical health was associateci with 



less strain and greater gain in cmgiving husbands. But in a study of caregiving wives, 

health did not demonstrate a relationship to caregiving satisfaction (Kramer, 1993). 

Further, while Lawton et al. (1991) found that health was related to greater burden, less 

positive affect, and more depression, it was not associated to caregiver satisfaction. The 

authors concluded from these fïndings that satisfactions are equally likely for widely 

varying levels of caregiver health. 

Self-efficacy has recently emerged as a potentially important concept in caregiver 

research, and has been referred to as an internai resource (Kramer, 1997a). The constnict 

of self-efficacy refers to an individual's belief about "their ability to organize and execute 

courses of action to manage given situations" (Bandura, 1997, p.3). Chou, LaMontagne, 

and Hepworth (1999) have suggested that caregivers having strong beliefs about their 

ability to look after their relatives may be better able to look upon their role positively 

and consequently, experience less burden. 

Sekfficacy bas been investigated in relation to stress. But the literature that 

Iooks at the rehtionship between positive appraisals and self-efficacy is sparse. Dotfinan 

and colleagues (1996) conducted a unique study in that caregiving satisfaction und ses 

efficacy were analyad. They found that caregiver efficacy was not related to caregiving 

satistaction. However, there were limitations to this study in that single item measurcs 

were usai to deterrniue both self-efficacy and caregiving satisfaction. It would be useful 

to examine these two constnicts using multi-item measures to detennine if a relationship 

does indeed exist. 



- 
Social support has been identified as an extemal support in many studies of 

caregiving. Researchers have determined that satisfaction with social support positively 

correlates with the number of enjoyable aspects reported by caregivers (Cohen et al., 

1994), and caregiving satisfaction (Talkington-Boyer and Snyder, 1994). Further, Kramer 

(1993) found that social resources positively correlateci with caregiving satisfaction in 

caregiving wives, and also that social resources were a strong predictor of gain in her 

study of caregiving husbands (Kmmer, 1997b). However, h Dorhan et al!s (1996) 

study, îhe thtee measures of social support included did not demonstrate a relationship to 

caregiver satisfaction. Likewise, Lawton et al. (199 1) deterrnined that the amount of help 

received while in the caregiving role did not conüibute significantly to caregiving 

satisfaction. 

Inconsistent fuidings regardhg social support may be due to the various 

dennitions of social support in the caregiver literature. For example, in Cohen et a1.k 

(1994) study it was satisfaction with social support that correlated with satisfaction and in 

Kramer's (199%) study it was satisfaction with social participation that was 

operationalized as a social cesource. Dofian et al.3 (1996) study hcluded three 

different measures of social support, none of which addressed the satisfaction with the 

îype of support available. Rather, the study included indicators of fiequency and 

availability of support such as îhe number of reIatives, friends, and neighbours who 

provided assistance to the caregiver witbin the past year. 



Rationaie for tbe Present Reseuch 

Why do the positive aspects of informai caregiving not seem to bave consistent 

predictors or correlates? It becomes apparent after reviewing the Iiteranire that the 

various measures used to understand the positive aspects of care could be the source of 

the variabiiity. For example, some measures assess components of the caregiver's 

dationship with the recipient w U e  others consider feelings of esteem and inner growth. 

Cohen et al. (1994) contended that fiiture studies should Uivestigate how different 

positive aspects correlate with one another. Are the various measues of gain used in the 

literature related? Do they share similar predictors? The present study investigated three 

different measures of the positive aspecl of providing informal care to seniors. A 

measure of 'Task-related Satisfaction' was employed to determine if the caregiver found 

the tasks they complete satisfying. Caregivhg satisfaction was measured using Lawton et 

d.'s (1989) measure of 'Caregiving Satisfaction' which is defined as the positive 

occwrences tfiat individuals experiencc as a result of caregiving. A measure of 'Personal 

Gain' developed by Pearlin et al. (1990) was dso used. This measure was developed to 

identify positive feelings associateci with caregiwig and reflect what the caregiver has 

leanied about themselves. The inclusion of three different types of positive aspects 

allowed for the examination of the relationship between these conceptualizations of the 

positive aspects of proMding are. 

Secondly, seK-efficacy, a variable that has been practically ignored in the 

caregiver literature (Gaiiant and Conneil, 1998), was investigated in dation to the 

positive aspects of providing care. Research on seff~fficacy in the workforce by Locke, 

Grederick, Lee, and Bobko (1984) suggests that people who perceive themselves as 



having a stronger sense of self-efficacy are more dedicated to accomplishing goals, and 

also set increased standards in comparison to those who report less perceived self- 

efficacy. Findings fiom workforce studies may be relevant considering the p d e l s  

between caregiving and being in the workforce (i.e. ta&-related work, long hous, etc.). 

However, there are key differences, namely, caregivers are 'working for' a family member 

or friend and are not king paid monetarily. In light of this, it is possible that seif-efficacy 

may operate entirely differently for informal caregivers. The relationship between seK 

efficacy and gain was analyzed, addressing the limitations of Dorfinan et al.% (1996) 

study (explained earlier) by using multi-item measures for both self-efficacy and 

satisfaction. 

And finally, in a review of the literature, Davis (1992) reporteci that studies 

indicate that individuals who are expected to become caregivers, when they did not seek 

out, anticipate, or wish to have the d e ,  have particularly stressfûl experiences as 

caregivers. The present shidy has been designed to investigate how the choice to become 

a caregiver rnay afféct how one perceives the positive aspects they experience in the d e .  

This variable was included because it has not been previously examined in relation to the 

positive aspects of caregiving, 

Thus, the purpose of this study was to investigate the relationship between thme 

Merent mesures of the positive aspects of pmviding informal care to seniors. Ftxther, 

the study sought to determine how caregiver age, gender, education, the number of tadcs 

completed, relationship to the care recipient, choice to become a caregiver, self-rated 

health, task self-efficacy and availability of relief help h m  family and fiends were 

related to the various measures ofthe positive aspects. Specinc research questions were 



a) What is the relationship betwem the three measures of the positive aspects of 

caregiving: Task-related Satisfaction, Peariin's Personai Gain, and Lawton's Caregiving 

Satisfaction?; b) Do the diffèrent measures of positive aspects have différent predictors?; 

and c) If so, what is the best combination of variables to predict Task-related Satisfaction, 

Pearlin's fersonal Gain and Lawton's Caregiving Satisfaction? 

The current research was undertaken in conjunction with a larger research project 

being conducted by the Centre for Rural and Northern Health Research (CRaNHR) in 

Sudbury, Ontario. The purpose of the Centre's study was to: a) identiQ a measure that 

would assess both objective and subjective workload reported by informal caregivcrs; b) 

to identiQ a measure that was sensitive to changes in workload over tirne; and c) to 

determine the most efficient and effective means of data collection (mail survey, phone 

interview or in-person interview). The present author was one of the research assistants 

on this project, with particular responsibility for the positive aspects of caregiving. As 

such, the present author assisted with instrument design and data collection. 

A questionnaire was developed that addressed both CRaNHR's purpose and the 

purpose of the current research. 



CHAPTER II 

Methodology 

Participants 

Caregivers to older adults who were aged 60 and over (N=92), h m  a mid-shed 

d a n  city in Northem Ontario and its smounding area were included in this study. 

Participants were contacted by randody calling individuals h m  the 2000-2001 phone 

book A contacted individual was considered to be eligible to become a participant if a) 

they considered themselves to be the individual who provided the most unpaid care to the 

senior in question and were thus considered the primary caregiver and b) the care 

recipient lived either with the caregiver or independently in the community. Primary 

caregivers to seniors who lived in facilities that provided forma1 care wete not considered 

eligiile. 

Caregivers ranged in age h m  18 to 86 years (mean=57.52, standard 

deviation=15.23) and the age of the caregivers was normally distributed. The majority of 

caregivers were female (79.3%). The sample consisted of 23 caregivers who indicated 

that they were the spouse of the care mipient (17 females and 6 males), 41 caregivers 

who indicated being the chiId of the care recipient (35 females and 6 males), and 28 

indicating the 'other' relationship category (21 fernaies and 7 males). In the 'other' 

category relationship, 4 caregivers were sibhgs to the recipient, 7 were fnends, and 17 

did not specm their relationship to the care recipient. 

Care recipients ranged in age h m  60 to 97 years (mean ap80.45, standard 

deviation=7.64) and most recipients of care were also f d e  (63%). 



Measuns 

A stnictured questionnaire was created to examine the aforementioned variables. 

Al1 items h m  the questionnaire pertaining to this analysis are included in Appendix A. 

Participants were required to provide demographic information including their 

year of birth, gender, and education. Their education was determined using the education 

question developed by Statistics Canada for the National Population Health Swvey 

(1998). Due to the nature of the education question utilized in this study categones of 

education were not easily identifiable. For the purpose of analysis an intervaYratio 

variable was desirable therefor education was later recoded into three education groups so 

that a higher number indicated more years of total schooling. 

of the Care 

The 'Caregiver Interview' (1992) developed by the Margaret Blenkner Research 

Center, of the Benjamin-Rose institute, in Cleveland, Ohio was used to determine the 

number and type of tasks that the caregiver was responsible for performing. The rneasure 

addresses six different domains of care: 

Personal Care Tasks (Le. eating, toileting, dressing); 

Supervision Tasks (i.e. stopping by, telephoning regularly); 

Care Management Tasks (Le. finding out how to get senrices, making sure the care 

recciver gets services); 

Daily Living Activities Tasks (Le. housework, laundry, yard work); 

Emotionai Support Tasks (i.e. visiting to provide firiendship, listening to h i d e r  

t w ;  



6. Health Care Activities Tasks (Le. c h g i n g  bandages, checking pulse, blood 

pressure). 

The measure is extremely thorough and allows the researcher to determine what 

specifïc tasks the caregiver performs for the care receiver. 

Carwver-C- . . 

Participants were asked to indicate their relationship to the care recipient and this 

variable was recoded to reflect closeness of kin. Caregivers who responded 'other' were 

considered to be the least close in kin, childm the second closest and spouses were 

considered to be closest in kin. Caregivers were also asked if they had a choice in 

whether or not to become a caregiver. The possible responses were 'yes they had a 

choice', or 'no they did not have a choice'. - 
Self-rated health of the caregiver was ascertained by asking the caregiver to rate 

their health as poor, fair, good, very good, or excellent. Mossey and Shapiro (1982) 

determined îhat there was a strong correlation between self-rated health and objective 

masures of health. They stated that 'ïhe way a person views [their] health is importantly 

related to subsequent health outcomes" (p.800). 

S e l f ' c a c y  is usually applied to one's cornpetence to perform a specific task, 

therefore caregivers rated how competent they feh performing each of the six types of 

ta&. For example, they were asked: " When you are helping with activities of daily 

living how competent do you feel?" Participants answered on a five point Likert Scale 

with a score of I indicating that they fck they were not oit a i l  competent with a particular 

set of tasks and a score of 5 indicating that they felt e-ely competent with a set of 



tasks. An average score wss tssks was taken to reprant task efficacy. This measure 

was meant to irnprove upon Dorfinan et al,% (1996) single item measure tbat mquhà 

caregivers to (mentally) average out their efficacy over tasks. 

In order to determine the social support available to the caregiver, participants 

were askeà: " 1s there someone who could take over your caregiving duties for a few 

days? A few months?" Scores were coded so that the lowest number indicated that the 

caregiver had no one to take over their duties and the highest nunber indicated help was 

available for a few months. 

mldmm=m 
The dependent measures in the proposed study m Lawton's Caregiving 

Satisfàction Scale, Pearlin's measure of Personal Gain and a measure of Task-related 

Satisfaction. These measures are dl aimed at identifying the positive aspects of pmviding 

informai care to seniors. 

Caregiving satisfaction was measured using a subscale of the Phîiadelphia 

Geriaûic Center Caregiving Appraisal ScaIe, developed by Lawton et al. (1989). The 

scale, entitied 'Caregiving Satisfaction', consists of five items aimed at determining 

feelings of satisfaction that carcgivers have about helping the care mipient (Lawton et al. 

1989). The sub-seale is scored as l(near1y always), 2(@te fiecyuentIy), 3(sometimes), 

qrarely), or S(never), wiîh Iower scores indicating more satisfaction. The scores on this 

m a u r e  were recodcd so that higher scores indicated a more positive appraisal of 



caregiving satisfaction. The items are meant ta reflect the benefits of cacegiving such as 

feeling closer to the care recciver, and feeling appreciated by the care recipient. 

Kramer's (1997a) review of the literature on the positive aspects of providing care 

led her to the conclusion that Lawton's measure is one of the most methodologically 

rigorous measures of caregiving satisfaction. Studies have reported Cronbach alpha's 

ranging h m  .7 (Schwartz, 1999) to .8 1 (Farran et al., 1999). As well, a recent study by 

Reinardy et al. (1999) provided construct validity for Lawton et al.'s (1989) measure. 

The researchers determined that many positive appraisals elicited through open-ended 

questions were similar to the items contained in Lawton et al's (1989) caregiving 

satisfaction scale. 

Pearlin et al. (1990) report that Personal Gain is a measure designeci to reflect 

"that many people manage to find some inaer growth as they face the severe cMlenges 

of caregivhg" (p. 589). The scale is part of a number of measures, developed by Pearih 

and his colleagues (1990) aimed at leamhg more about caregivers. The questions use a 

Citem sa le  scored as l(not at dl), 2 (jwt a little), 3(samewhat) or 4 (very much). Higher 

scores indicate more Personal Gain, meaning that caregivers have leaxned more about 

themselves h m  caregiving. The reliability of this scale, provided by the authors, is 0.76, 

and Farran et al. (1999) reported a Cronbach alpha interna1 consistency of .68 for tbis 

measure. 



Task-related satisfaction was obtained by asking caregivers to indicate their 

satisfaction when perfonning each of the six types of tasks. For example, caregivers were 

asked "How satisfied do you feel when helping the care recipient with personal care 

tasks?" The participant responded to a 5 point Likert scale, where a score of 1 indicated 

that they were not at al1 satisfied performing a particular set of tasks and a score of 5 

indicated that they were extremely satisfied performing a set of tasks. 

Procedure 

Ellaw! 

After an extensive review of the caregiver Merature, a draft of the questionnaire 

was developed. A pilot study was conducted to evaluate the questionnaire that was 

initialiy developed. Ten informa1 caregivers to seniors filled out the original 

questionnaire. Some of the caregivers were rnailed the survey, and others were 

intmiewed over the phone. Caregivers were encouraged to comment on the questions 

and the questionnaire was modified accordingly. Consequently, the questionnaire was 

shortened in length and questions identifid as arnbiguous were revised. 

Caregivers were randomly selected in the 2000-200 1 phonebook, and calls were 

made to determine the respondent's eiigibility. Although response rates are not available 

for the sample used in the cment study, the overall response rate for the entire sample 

coliected by CRaNHR @= 171) was as follows: 7.2% of the 1791 people contacted were 

eligi'ble but only 3.63% consented to participate. 



M e r  king dcerned eligible, participants wem given the choice between 

answering the questionuaire over the phone or receiving it by mail. if the caregivet 

indicated that they would like to amver the questionnaire over the phone, a copy of the 

idormed consent form (see Appendix B) was read to the participant and they consented 

orally. The telephone interviews ranged in length fiom 18 to 85 minutes. The average 

telephone interview lasted 32.98 minutes 

if the caregiver indicated that they would like to have a questionnaire sent to them 

the mearcher explained that they would receive a copy of an infonned consent form, the 

questionnaire, and a set of instructions within the next week. The participant was then 

instructed to send the questionnaire back in the business reply envelope that was provided 

for &m. After mailing out the original survey, a series of reminders were sent out at 2,4 

and 6 week intervals. The total number of days before the questionnaire was sent back 

and received raaged Erom 4 to 70 days, while the average tirne it took was 20.60 days. In 

total, 47 phone interviews and 45 mail out surveys were completed and analyzed. 

Three independent measures of the positive aspects of providing informal care to 

seniors w m  investigated. A summary of these measures is presented in Table 1. Nine 

independent variables were examined as potential predictors. A summary of these 

measuns is prescnted in Table 2. included in each table are the question numbers that 

correspond to each measure in the 'Caregiving Questionnaire' (Appendix A). 

Bivariate correlations were examined to determine what independent variables 

were related to the three measutes of the positive aspects of caregiving and to examine 

the relationship beîween the three measutes of the positive aspects. A m o t  analysis was 



conducted in an attempt to aggregate the nine independent variables into factors. The goal 

was to decrease the number of independent variables neeâed in the planned multivariate 

analyses and to determine possible shared sources of variance. As will be discussed, this 

attempted aggregation was not successful and the nine variables were retained as separate 

predictors. 

Predictors of Personal Gain were anaiyzed using a multiple regression analysis, 

however Task-related Satisfaction and Lawton's Caregiving Satisfaction Scale were both 

skewed. Consequently, these variables were categorized into extreme groups and 

analyzed using discriminant hct ion analysis. Finally, a Wilcoxon Sign test was used to 

determine whether the three measures of satisfaction diEered h m  one another. 



Tabk 1. 

Summary of Dependent Mearums 

(~mspondhg 'Carrgiving Questionnaire' questions indicated in parentheses) 
4 

Dependent Measutes Scoring Criteria 

Lawton's Caregiving Satisfaction Scale: The original variable had 
The positive occ~~~ences that individuals scores where increasing 
expenence as a result of caregiving (#121-125) numbers indicated lower 

satisfaction. This variable 
was modified so that 
increasing numbers inâicated 
higher ratings of satisfaction. 
The average of the five 
questions was calculated to 
represent the participants' 
score (passible scores: 1 to 5) 

Pearlin's Measure of Personal Gain: 
The positive feelings associated with 
caregiving and a reflection of what the 
caregivtx has leamed about themselves. 
(#117-120) 

Task-related SaîisfBction: A measure of how 
satisfying the caregiver rates each of six 
different types of tasks (i.e. Personal Care, 
EmotionaI Support Tasks, etc.) 
(#63,7 1,78,94, 100,112) 

The average of the fou  
questions was calculated to 
represent the participant's 
Personai Gain Score. Higher 
scores indicate higher ratings 
of Personal Gain (possible 
scores: 1 to 4). 

The average of the six 
different types of tasks was 
calculated to represent the 
participants' task satisfaction 
(possible scores: 1 to 5) 



Table 2. 

Summary of Independent Measures 

(cocresponding 'Caregivïng Questionnaire' qutstions indicated in parentheses) 

independent Measutes Scoring Criteria 
Caregiver Age 

Gender 
(#a 
Education Categories were based on 
(# 5-8) nurnber of years in school. 

Higher numbers indicate 
more years of schooling. 

Number of tasks the caregiver 
petforms for the care recipient 
(57-62,66-70,7477,s 1-93,9749, 
103-1 11) 

Ctoseness in relationship 
to care recipient 
(#W 

Choice to become a caregiver 
to the care recipient 
(#45) 

Task Efficacy 
(m, 73,80,96,102,114) 

Duration of relief help a d a b l e  
fiom M y  and Inends 
(#139) 

The totai number of the six 
different types of tasks was 
calculated. iiigher scores 
indicate the caregiver 
performs more tasks. 

Categories were made such 
that higher numbers 
indicate a closer kin 
relationship to the care 
recipient. 

Yes indicates that they did 
have a choice and no 
indicates that they did not 
bave a choice. 

Higher numbexs indicate 
higher sekated health. 

An average score of the 
efficacy indicated for each 
of the six types oftasks was 
calcuiated. Higher scores 
indicate higher tasic efficacy. 

Higher numbers indicate 
longer duration of help 
availabIe. 



RESULTS 

The data were d y z e d  using SPSS for Windows, Version 10.0* A summary of 

the dependent and independent measues is presented in Tables 1 and 2, respectively. 

Initial analyses were run to caIculate the means and standard deviations for aii variables. 

The independent measure of total tasks the caregiver indicated responsibility for 

was skewed (Garg, 1996), however, a square root transformation successfiilly normalized 

the distribution. Task efficacy was also recoded into three ordered groups, as the original 

variable could not successfully be transfomed through either square root or logarithmic 

transformations. 

In response to the Lawton Satisfaction Scale and the Task-related Satisfaction 

questions, a substantial number of caregivers consistently indicated the highest possible 

rating of satisfaction. Consequently, both of these variables were extremely skewed. 

Transformations (square mot and logarithmic) failed to normalize the data, therefore the 

variables were categorized. ûne category included aii caregivers that always indicated the 

maximum level of satisfaction and the other group consisted of cmgivers that did not 

always indicate the maximum. 

Means and Standard Derirtions for Dependent and Independent Variables 

The means and standard deviations for the positive aspects measured and 

potential predictors are presented in Tables 3 and 4, respectively. 



Table 3. 

Means and Standard Deviations for Dependent Variables 

Variables Mean SD Min Max 

Personal Gain 

Task-related 
Satisfaction 

Lawton Caregiving 
Satisfaction Scale 



Table 4. 

Means and Standard Deviations for Independent Variables 

Variables Mean SD Min Max 

Caregiver's Age 

Caregiver's Education 

Number of Tasks 
Performed by Caregiver 
*square rooted 

CIoseness in Relationship 
To Care Receiver 

SeLf-rated Health 

Task-eficacy 

Duration of Relief 
Help Available h m  
Farnily and Friends 

Caregiver's Gender 

Choice to Become 
a Caregiver 

20.7 % male 

66 % had a choice 
3 1.5 % did not have a choice 



Analysis of the Relationship Among tbe Dependent Measutos 

Nonparametic tests were employed to investigate the celationship among the 

dependent measures. ïawton's m a u r e  was significautly positively cornlateci to the 

Task-related Satisfaction seale (rho-c.583, pc.001). Higher ratings on Lawton's scale 

were therefore related to higher ratings on the Task Satisfaction questions. No significant 

relationslip was found between Personal Gain and either of the other two dependent 

measures. 

Wilcoxon Signed Ranks tests were performed to determine if there was a 

significant responding difference behveen the three dependent variables. For this anaiysis 

al1 scores were first converted to percent of maximum positive score. Resdts indicated 

tiiat thex was a signifiant clifference between the Lawton Caregiving Satisfaction Scale 

and the Personal Gain measure (2~7.11, F. 001). Participants tended to answer more 

positively when rating questions on the Lawton Caregiving Satisfaction Scde &an they 

did for the Personal Gain questions (8 1.99% and 54.50%). As well, there was a 

significant ciifference between the Task-telated Satisfaction responses and the Personal 

Gain responses (2+.30, pc.001). Again, caregivers tended to answer closer to the 

maximum for Task-related Satisfaction in cornpananson to Personal Gain (79.52% and 

54.50%, respectively). No signifiant diffecence between the Task-related Satisfaction 

measwe and the Lawton Caregiving Satisfaction measure was identifie& 

Anrilysis of the Predictors of the Positive Aspects 

Pearson correlations between the ptedictors and Personal Gain revealed that only 

total ta& the caregiver reporteci being respomiIe for (F. 37, p-=. OS) was correlatecl to 



Personal Gain. Categivers who reported higher Personal Gain scores ais0 indicated 

responsibility for more tasks. 

Spearman Rank correlations were used to evaluate relatiomhips for Lawton's 

Caregiving Satisfkction and Task-related Satisfaction as these dependent measures were 

skewed. Lawton's Caregiving Satisfaction Scale was mildly positively correlated to 

choice to become a caregiver (rhp.35, p=0.001) and help available fiom family and 

fiiends(rho=.29, p4l.01). Total number of tasks that the caregiver reported being 

responsible for was mildiy negatively correlated to Lawton's scaie (rho=-.233, p<0.01). 

Caregivers who responded more positively on this scaie had a choice to become a 

caregiver, longer duration of relief help available fiom family and fiiends and were 

responsible for fewer ta&. 

Task-related Satisfaction was mildly positively correlated to self-reported health 

(rhp.33, pc.0 l), relief help available (rho=27, pc.0 1) and moderately positively 

comlated with task efficacy (rh0=.45, pc.01). Task-related Satisfaction was mildly 

negatively correlated to closeness of relationship to care recipient (rho=-.22, pc.05) and 

total number of tasks the caregiver reporteci king responsible for(rho=-.23, pc.05). 

Caregivers who responded more positively on this measure had higher self-reported 

health, longer duration of relief help available fiom farnily and fiiends, higher efficacy 

for ta&, were not as closely related, and were responsible for fewer tasks. 

A factor Wysis  was conducteci on the nine potentiai ptedictors of caregiver 

satisfaction to determine whether the independent variables could be aggregated in order 

to capitaiize upon any shared sources of variance. A four-factor structure was fouad that 

explained 68.47% of the total variance. After complethg a multiple regression d y s i s  



with the four factors they were not found to be significantly predictive. Thecefore, the 

singuiar predictors were retained and utilized to predict Personal Gain. As weii, the factor 

anaiysis was a poor one, accounting for only 64% of the comrnon variance. 

A stepwise multiple regression analysis was conducted to determine whether 

caregiver's age, education, gender, self-reported health, choice to become a caregiver, 

task efficacy, relationship to the care recipient, degree of relief help available and the 

total nurnber of tasks completed were predictors of Personal Gain scores. The 

assumptions of linearity, normality of distribution, multicolinearity and no outliers were 

met for the analysis. Table 4 provides the results of this regression analysis. Only the 

total tasks that the caregiver reported being responsible for contributed significantly to 

the prediction of Personal Gain indicated by caregivers (F=l3.073, ciel, p=.OOI). 

Number of tasks alone predicted 14% of the variance in Personal Gain. Being responsi'ble 

for more tasks was predictive of higher Personal Gain scores. Univariate correlations 

revealed that no other critenon variable was significantly correlated to Personal Gain. 



Table 4. 

Stepwise Regression for Personal Gaùi 

Predictor Variable 8 SE 8 Beta 

'Total task responsibility .36 .IO .38 

Constant 1.29 .40 

R .38 

R Squared .14 

Adjusteci R Squared .13 



J . a w w  
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The overall averages calculated for the Lawton Caregiving Satisfaction Scale 

were split into two extreme categories. One group (n=30) included caregivers that always 

responded with the highest possible satisfaction score on this measure (which would be 

an average score of 5) and the other group (n=3 1) consisted of caregivers that did not 

aiways respond as such (a possible average score ranging fiom 1 to 4). In order to 

maximize the difference between the two groups, caregivers who scored in between 4 and 

S were not included in either group. As a resdt, of the original 92 cases, 22 were 

eliminated as they did not meet the discriminating group criteria. 

Univariate anaiysis of variance revealed that the relief help available to 

caregivers, the total number of tasks they are responsible for and whether or not they had 

a choice to become a caregiver, were al1 signincantly Merent between the two 

satisfaction p u p s  created. Those caregivers who had the highest possible satisfaction 

score had a significantly (F(1,59)=7.17, p=.OI) higher mean, indicating that this group 

more ofien had a choice in whether or not to become a caregiver. (0.80 and 0.40 

respectively). They also had a significantîy (F(1,59)=5.98, pC.05) higher mean on the 

duration of relief help available, indicating they had more relief help available to them in 

cornparison ta the caregivers who were less satiSned (1.33 and 0.87, respectively). As 

well, the higher satisfaction group had signincantly (F(1 ,S9)=7.63, pX.01) lower means 

on total tasks responsïble for complethg (3.58 and 4.18). The original variable for total 

tasks completed by the caregiver was skewed and had been transfonned (square rooted) 

prior to analysis. In order to put the mean diffefence between these groups into 



perspective it is usefil to look at the original pre-transformed means: 12.82 and 17.47, 

respectively. 

In surnmary, caregivers who reported the maximal level of satisfaction possible 

for the Lawton Caregiving Satisfaction scale more often had a choice, had more relief 

help available to them, and were responsible for fewer tasks. 

A discriminant function analysis was used to predict caregiving satisfaction (as 

measured by Lawton's Caregivhg Satisfaction Scale) fiom caregiver's age, education, 

gender, self-reported heaith, choice to becorne a caregiver, task eficacy, relationship to 

the care recipient, degree of relief help available and the total number of tasks. One 

variable, total tasks that the caregiver indicated being responsible for, discriminated 

between groups. Caregivers that reported responsibility for fewer tasks were more likely 

to report -mal satisfaction for this scale. The predictive function was found to be 

significant (WiUr's Lambda= ,885, e l ,  pc.01). Canonical R~ showed that the M o n  

explained approximately 1 1% of the total variance. The function comctly classified 

54.3% of caregivers that always indicated the bighest possible rating of satisfaction and 

69.7% of caregivers in the-las satisfied group. The total number of original grouped 

cases correctly classifieci was 6 1.8%. 

Caregivers were asked whether they helped with six different domains of care. 

They answered as foilows: 36.96% of caregivets helped with personal care tsisks, 80.43% 

helped with supervision tasks, 67.40% helped with care management, 92.40% helped 

with daily living activities and etnotional support tasks and 58.70% helped with health 

care tasks. After identifling which ta& they were responsible for, cangivers were 



asked to indicate their satisfaction in perforrning each type of trtsk, Caregivers answered 

on a 5 point Likert scale ranging h m  1, which indicated that they were not satisfied at 

ail, to 5, which indicated that they were extremely satisfied. The mean scores ranged 

from 3.58 for satisfaction felt when helping with health care activities to 4.07 for 

satisfaction when helping with daily Living activities. 

Task-related Satisfaction was also split into two extreme categories. One category 

(n=22) included those caregivers who always inàicated the highest possible rating 

(extremely satisfied) on each of the six task domains. The other group (n=37) consisted 

of caregivers who did not always indicate the highest possible rating. Hence, caregivers 

placed in the always extremely satisfied group had an average score of 5 on this measure. 

Again, in order to maximize the difference between the groups, caregivers who scored in 

between 4 and 5 were not included. Thus, the caregivers that made up the group that did 

not always indicate they were rnaximally satisfied had scores that ranged Erom 2 to 4. As 

a result, of the original 92 cases, 24 cases were dropped as they did not meet the 

discriminating group aiteria. 

Univariate d y s i s  of variance revealed that task efficacy, self-reported health, 

relief help available and total tasks responsible for were signincantly different between 

the two satisfaction groups created. Those caregivers who always indiatecl the highest 

possible rating of task satisfàction had a signiricantly (F(1,57)=17.865,~01) higher 

mean task efficacy than those in the l e s  satisfied group (2.636 and 1.945, respectively). 

Caregivers in the always satisfied gcoup had significantly (F(1,57)=11.79, p<.Ol) higher 

self-reported health than the other group (3.77 and 2.91 nspectively). Caregivers in the 

always satisfied group also had si@cautly (F(1,57)4.2,~(.05) higher means on relief 



help available to them (1.36 and 0.92 respectively). And 6naily, caregivers who alwys 

responded 'extremely satisfied' had a significantly ((F(1,57)4.43,p<. 05) lower mean 

score on total tasks responsible for in cornparison to the other group(3.5 and 4.05 

respectively). The original pre-transformeci total task means are: 12.25 tasks and 16.40 

tasks, respectively. 

In sum, caregivers who dways reported being extremely satisfied with all tasks 

performed were more efficacious about the tasks they perfomed, heaithier, had more 

relief help available to hem h m  famiiy and fiends, and performed fewer tasks than the 

caregivers who did not always report that they were extremely satisfied. 

A stepwise discriminant fwiction analysis was used to predict Task-telated 

Satisfaction fiom caregiver's age, education, gender, self-reported health, choice to 

become a caregiver, task efficacy, relationship to the care cecipieni, degree of relief help 

available and the total number of tasks. A combination of four variables discruninated 

between those caregivers in the 'always' extremely satisfied group and those in the 'not 

always' extremely satisfied group. Older, self-reported healthier caregivers with high task 

efficacy and more relief help avaiIable were predictive of 'always' extremely satisfied 

group rnembership. The predictive function was found to be signincant (Wi is  

Larnbda=.53, &=, F.01). Canonid R~ showed that the funetion explained 

appmximately 46.9% of the total variance. The function correctiy cIassified 73.W of 

caregivers that always indicated that they were extremely satisfied and 82.5% of those in 

the less satisfied group. The total number of original p u p e d  cases correctly cIassified 

was 79.4%. 



Discussion 

Researchers in the area of caregiving have suggested that the positive aspects of 

providing care are important to understanding the caregiving experience (for example, 

Cohen et al., 1994; Walker et al.,1995) and may even aid in explainhg the variation 

found in caregiver outcornes ( m e r ,  1997a). This study was desigaed to investigate the 

relationship between three different measues of the positive aspects experienced by 

informal caregivers to seaiors. As well, various potential predictors were examined for 

each of the three measures. The results obtained indicated that the three measures of the 

positive aspects Vary in their relationship to one another and depending on what positive 

aspect is measured, differential predictors may be found. 

Discussion of the Relationship Among the Positive Aspects of Providing Care 

The fkst research question sought to determine the relationship between the three 

measures of the positive aspects of providing care: Task-related Satisfaction, Pearlin et 

al's (1990) Persona1 Gain, and Lawton's Caregiving Satisfaction Scale (1989). 

Many caregivers in this study reporteci experiencing positive aspects from their 

d e .  In fact, approxirnately 30% of caregivers in the study always indicated the highest 

possible levels of satisfaction for ôoth Task-Related Satisfaction and Lawton's 

Caregiving Satisfaction measure. Only 15% indicated the highest possible rating for the 

measure of Personal Gain. 

Therefore, consistent with other Çidings, categivers in this study did report 

positive aspects to theu role (Riedel et al., 1998; Waiker et al., 1996). However, the 

MceLihood of amverhg positively varied deperiding on what type of positive aspect was 

measured. For example, der converting scores to a percentage, the mean percentage 



response for Personal Gain was lower than Task-related Satisfaction and Lawton's 

m a u r e  of caregiving satisfaction. A profile of the positive aspects eXpenenced by 

caregivers in this study wodd indicate that on average, caregivers reported high levels of 

satisfaction for the tasks they performed (Task-related Satishction) and to the positive 

occurrences and interactions they had with the care receiver (Lawton's Caregiving 

Satisfaction Scale). But in cornparison to these, they less often reported leaming about 

themselves or having positive feelings associated with their role (Personal Gain). Further, 

the correlational data indicates that Personal Gain is not related to e i k  of the other two 

measures. Thus, it is clear that there is something inherently different about feeling as 

though one has learned something fiom one's d e  as a caregiver (Personal Gain) versus 

feeling satisfied about aspects of one's interactions with the care receiver (Lawton's 

Caregiving Satisfaction Scaie) or feeling satisfied with tasks performed (Task-related 

Satisfaction). Therefore, if a caregiver feels satisfied with the tasks they perform and 

aspects of the their interactions with the care recipient, this study suggests that it does not 

necessarily mean that they are leaming fiom the experience or p w i n g  as a person. 

Conversely, it would seem that they could feel as though they are Icarnuig h m  the role, 

independent of how they may feel about the tasks they cornplete or components of their 

relationship with the care receiver. 

The ment shift towards analyzing the positive aspects of providing care bas 

resulted in differing definitions and measurements of this constnict (Cohen et al., 1994). 

Cohen et al, (1994) suggested that the relationship between various conceptuaihtions of 

the positive aspects be investigated. Further calIs to organize this am of fiterature have 

been made by Kramer (1997a) who made a distinction betwcen two types of positive 



aspects: event and d e  specific gain. According to Kramer's definition, event specific 

gain includes appmCill~ls of events or tasks completed in caregiving while role specifïc 

gain refers to a more general evaluation of the caregiving rob. This conceptuaiization of 

the positive aspects would indicate that both the Caregiving Satisfaction Scale and the 

Personal Gain measure would fidl inta the same category, tbat is, role specific gain. 

However, the results fiom this study indicate îhat these two measures are not even 

related, suggesting that an even fher distinction should be made. The process of 

organin'ng this m a  of literature couid be potentially facilitated by investigations that 

further explain how various positive aspects are relatai. 

The following discussion will highligbt the significant predictors found for each 

positive aspect of providing care. Tbis witl further explain the differences found between 

these three measures. 

The fast two research questions for this study sought to determine whether the 

ihree measures of the positive aspects had different predictors and if so, what would be 

the best combination of variables to predict each one? The results indicate that the three 

measutes do indeed have different predictors. 

Personal Gain is meant to d e c t  what caregivers have leamed from their d e .  

PearLin et al. (1990) pruposed that Pemnal Gain is an intrapsychic strain that may be 

negatively affected by the existence of stress in the role. A review of the litmture 

ïndicated that the presence of Personal Gain as a measure of the positive aspects of 

caregiving was not cornmon. Nonetheless, Farran et al. (1999) used Personai Gain to 

d u a t e  their newly developed measure of the positive aspects of caregiving. They found 



that the Personal Gain questions were most similar to items h m  their scale that 

ascertained feelings regarding the caregivers own strengths and abilities. These types of 

feelings are not captured in the other m e m e s  included in this study thw making 

Personal Gain diaerent by definition h m  the other measures. 

The only significant predictor of Personal Gain was the total number of tasks that 

the caregiver indicated being responsible for completing. Thus, caregivers reporthg 

higher levels of Personai Gain also reported responsibility for more tasks. This fïnding is 

consistent with Kramer's (1993) study of caregiving wives. Her measure of the positive 

aspects was similar to the measure (Personal Gain) used in the current study as it 

included rewards of the d e  such as "feeling increased self-esteem.. ..and feeling 

usefiil''@. 373). She found that caregiving wives whose husbands had p a t e r  

hpairments in activities of daily living reported higher levels of gain. 

Because this was not a longitudinal study it is difficult to determine whether 

caregivers who perform more tasks experience an increase in Personal Gain because they 

do more or whether they are initially more positive about the role and consequentiy 

perfonn more tasks. However, in order to feel that one has learned, it wouid seem logical 

to suggest that some type of event or activity would have to be executed in order for the 

growth and learriing to take place. It would be counter-intuitive to suggest that one could 

derive a sense of leamhg h m  their role as a caregiver before they actually became one. 

As the foilowing discussion will indicate, the lack of a similar relationship betwem the 

other mcasures of gain and number of tasks performed aiso suggests that it is not an 

initial positive view of one's role that explains this relationship. Rather it is a growth that 



iakes place as a result of the tasks p e r f o d  in the d e .  It rnay also be that caregivers 

highly involved in their role rnay have more opporttcnity to grow and leam fiorn it. 

Lawton's Caregiving Satisfaction Scale is meant to reflect the positive 

occurrences experienced in the caregiving role. It reflects feelings associated with the 

caregiver/care-receiver relationship (Farran et al., 1999). It was positively correlated to 

choice to become a caregiver, duration of help available from family and fiiends, and it 

was negatively correlated to number of tasks performed. As weil, analysis of variance 

determined that these same variables were significantly different between those 

caregivers reporthg the highest possible ratings of satisfaction for this measure versus 

those who did not always report the highest possible rating. 

For this measure, caregivers having a choice in terms of becoming a caregiver, 

who had a longer duration of relief help available h m  family and fiends and were 

responsible for fewer tasks were more likely to indicate higher satisfaction. Perhaps 

having a choice might make one feel less resentful towards the c m  receiver and thus 

better able to experience positive feelings about the relationship. Chappe11 and Kuehne 

(1998) reporteci that women more often than men express negative sffect in the 

caregiving role and contended that it may be due to men's perceived choice to be a 

caregiver while women feel that they have more of an obligation to become the caregiver. 

The 6ndings h m  the current study do not support this contention as this study did not 

fïnd that men or women more often reportcd having a choice about whether or not to 

become a caregiver, nor, were gender differcnces for any of the measures of the positive 

aspects found. 



Perceived social support was related to Lawton's maure of caregiving 

satisfaction in that caregivers who reported tbat they thought family and tnends would 

take over their caregiving duties for longer @ods of time (social support) were dso 

more likely to indicate maximum levels of satisfaction. It would seem reasonable that 

caregivers having the opportunity to have a 'break' h m  caregiving may be able to derive 

a greater sense of satisfaction h m  their interaction with the care recipient. These results 

are inconsistent with Dorfinan et al's (1996) findings. They reported that social support 

was not related to caregiving satisfaction. However, Dorfman et al. did not use Lawton's 

measure of satisfaction, rather a single item asking the caregiver to rate their overall 

satisfaction with caregiving was employed. Thcy also used a measure of received support 

as they asked caregivers to indicate the fiequency of aid and number of visits and phone 

calls they received h m  relatives, fiiends and neighbours. Thus, a different type of 

positive aspect and a different conceptuaiization of social support may explain this 

inconsistency. 

Discriminant function analysis revealed that number of tasks performed by the 

caregiver was the only variable that discriminated between those caregivers always 

reporting that they were extremely satisfied on Lawton's measure of Caregiving 

Satisfaction versus those who did not. Unlike Personal Gain, it was caregivers who 

reported perforrning fmer tasks that consistentiy indicated the highest possible 

satisfaction rating. Employing the same scale used in tlüs study, Lawtoa et aI. (199 1) 

found that addt child caregivers who provided more care showed more satisfaction but 

this relationship did not exist for spouse caregivers in the same study. Spouse and adult 

child caregivers in the current study did not differ in terms of their scores on Lawton's 



Caregiving SatisEdction Scale, The relationship between the positive aspects and 

workioad has not always been consistent in the literature. Much of the literature reviewed 

for this study reported that more work equals higher satisfaction (for example, Kramer, 

1993; Lawton et al., 1991; Waiker et al., 1990). Yet another study reported the opposite 

finding, both at an initial measurement and longitudinaiiy (Walker et al., 1996). The 

results of this study suggest that this relationship varies depending on the type of positive 

aspect assessed. For instance, when Personal Gain is considered, more tasks predict 

higher scores whereas for Lawton's Caregiving Satisfaction measure it is fewer tasks that 

predict higher scores. 

In spite of the fact that the number of tasks completed by caregivers predicted 

Personal Gain and was a significant discriminator for Lawton's satisfaction measure, it 

only accounted for 14% of the variance in Personal Gain and 1 1% of the variance in 

Lawton's measure. These results indicate that other factors are important in predicting the 

positive aspects of informal caregiving, and that m e r  research is needed to investigate 

the possible predictors. Other researchers have mggested that ethnic differences 

(Kramer, 1997a; Picot, 1995a) may play a role in appraisais of the positive aspects. As 

weli, the type of ihess or severity of illness that the Gare recipient suffers h m  may 

affect subsequent appraisals of the caregiving situation. 

In order to detemine Task-related Satisfaction, caregivers were asked if they 

assistecl wiîh personal care, supervision, care management, daily living activities, 

emotional support and healthcare activities. Categivers indicated helping with emotional 

support and daiiy living tasks most fiequently, foliowed by supervision and care 

management tasks. The least fiequent help was given for health care and petsonal care 



ta&. For caregivers who always indiatecl the maximum level of satisfaction for tasks, 

the highest percentage of these caregivers reported that they were satisfied when helping 

with daily living activities and emotional support tasks. The lowest percentage reported 

k i n g  satisfied when helping with personal care and healthcaxe activities. Discriminant 

analysis revealed a senes of variables to be significant discriminators between those who 

always indicated the maximum level of Task-related Satisfaction and those who did not. 

Older caregivers, with bigber self-reported heaith, higher task related efficacy, and a 

longer duration of relief help available from family and friends âiscrirninated between 

these two groups. 

Therefore, according to the results, caregivers who were more efficacious about 

the tasks they perfonned were more kely to respond that they were totally satisfied with 

al1 tasks they perfomed. Dorfnian et al. (1996) found that caregiver self-efficacy was 

unrelated to caregiver satisfaction. However, the measures for self-efficacy and 

satisfaction used in Dorfinan et al.% (1996) study were single-item measutes that asked 

about overail efficacy and satisfaction. A strength of the current study is that caregivers 

were asked about their efficacy and satisfaction for each of six specific domains of care, 

Thus caregivers would not be required to mentdiy average out scores, making the 

measure used in the current study more valid. 

The hding that healthier caregivers were more likely to be maximally satisfied is 

consistent with other fïndings (Kramer, 1997b; Riedel et al., 1998). Kramer (199%) 

reported that caregiving husbands in better heaIth reported more gain. ifan individual is 

healthier they may h d  the tasks less difficuit and thus able to derive a sense of 

satisfâction fitom performiag tbem. On the contrary, if someone is not in good health they 



rnay bc Iess likely to dways find tasks satisfying because the performance of tasks would 

be more taxing and strenuous. This contention is also supported by the fact that 

caregivers in this sîudy who were less satisfied with tasks also reported less task efficacy, 

that is, lower feelings of competence to perfonn tasks. It should be noted that it could 

also be that doing tasks could have led to poorer health for some caregivers and thus 

resulted in them having to decrease the number of tasks they assist with. A longitudinal 

shidy would have to be conducted to determine the direction of this relationship. 

Health was not related to either Persona1 Gain or Lawton's Caregiiing 

Satisfaction Scale, a fïnding that is supported by previous studies (Lawton et al., 1991, 

Kramer, 1993). Lawton et al. (1991) reported that satisfaction was likely for varying 

health status of caregivers. The present study indicates that this may be true for certain 

types of positive aspects such as Personal Gain or Caregiving Satisfaction (Lawton's 

measure) but it does not seem to be true for Task-related Satisfaction. It may be that 

caregivers who are in poor heaith still expenence the positive occurrences and feelings 

that corne as a result of caregiving. For example, feeling appreciated by the care 

recipient. But dohg the actual ta& may be more demanding for an individual in poor 

health, less enjoyable and perhaps even painfùi if it involves physical work such as 

lifting. For these reasons, a caregiver in poor health may not find satisfaction in 

complethg the tasks but may stiii potentially feel satisfaction with aspects of the 

interaction between themselves and the care recipient. 

Caregivers in this study mged in age h m  18 to 86. Older caregivers were more 

likely to report that they were always satisfied with toisks thcy perfomed. Although some 

litcrature bas found that youngcr caregivers report more rewards associated with their 



role (Riedel et al., 1998) rewards in the role may be very different than the current 

study's measure of satisfaction with types of tasks. It may be that older caregivers are 

more likely to be retired without the pressure of handling outside employment and thus 

may have more time to complete the tasks. As well, they may find the task work more 

satiswg because it gives them a sense of purpose. 

The only other measure found in the existing literature that approximated Task- 

related Satisfaction was Kinney and Stephen's "Caregiving Hassles and Uplifh Scale" 

(Kinney and Stephens, 1989a;1989b;1995). They asked caregivers to rate daily events 

and tasks they perform as uplifîs or hassles. Not one study could be found tbat 

specifically assessed Task-related Satisfaction, which is surprising considering tfiat the 

tasks performed by caregivers are such an integrai part of their role. In the current study, 

sigruficant differences between satisfaction for each kind of task were not found. 

However, a single-item was used to assess each domain of ta& satisfaction. The value of 

Task-related Satisfaction should be fùrther investigated to detennine if there are 

differences in how caregivers pemeive their satisfaction with various types of tasks and 

how this perception ultimately affects the caregiving situation. 

The relationship between Task-related Satisfaction and task efficacy dso deserves 

M e r  attention. Although self-eficacy has been postulated to be a potentially important 

variable in the caregiver burden literature (Chou et al., 1999; Solomon and Draine, 1995) 

its relationship to the positive aspects of caregiving is less clear. The current study found 

that cafegivers who report high levels of task efficacy also report higher leveis of Task- 

relatcd Satisfaction. This suggests that increasing caregivcr's feelings of cornpetence 

about perfonning cettain tasks rnay temlt in an increase in Task-related Satisfaction. 



Bandura (1982) bas suggested that a petson's perception oftheir ability to handle 

stresshl situations may affect task accomplishment and also assist in explaining how 

long one will continue in the fice of adversity. In the present study caregivers indicated 

that they were least efficacious about performing heaithcare activities. Tbis section 

included such things as changing bandages, helping with special exercises and using 

medical equipment. From a practicai perspective, it may be usehl to know what tasks 

caregivers do not feel comptent perfomwig, as it rnay be with these tasks that they couid 

use the most assistance. 

The findings of this study highlight the importance of considering more than one 

type of positive aspect experienced in the caregiving role. If the current study had only 

employed Lawton's Caregiving Satisfaction Scale, the results would indicate that highiy 

satisfied caregivers indicate pedonning fewer tasks. However, if Personal Gain were 

investigated then one would have concluded that morrning more tasks could increase 

the positive aspects of caregiving. Further, if one were to measure ody Task-related 

Satisfaction one would have concluded that although tasks completed was correlated with 

Task-related Satisfaction it could not significantly discriminate berween caregivers who 

were highiy satisfied and those who were not. Similarly, if one did not include a measure 

of Task-related Satisfaction then the relationship between hedth and the positive aspects 

would have been found to be unrelated. This may be untrue as the resuits suggest that 

health may play a role in the satisfaction that caregivers derive h m  one of the most 

salient faturcs of their d e :  task performance. 

As well, the relationship between the positive aspects and social support varied 

considerably as sociai support was related to both Lawton's Caregiving Satisfaction and 



Task-related Satisfaction, but not to Personal Gain. It seems that one's perception of 

avaiIability of farnily and fiiends to assist may in turn make it more likely tiiat the 

caregiver wiU experience certain types of positive aspects. However, Persona1 Gain is 

seemingly more intrinsic and could therefore be less affecteci by tesources that are 

available outside of the caregiver's immediate situation (Le. family and fnends). P e n d  

Gain may be something that is felt intemally as a result of one's role, independent of 

how other people may contribute to the caregiving experience. It is surprising that 

Personal Gain was not affected by internal feeling States such as self-efficacy, a variable 

typically regarded as an intemal resource. 

The difficulty with measuring the positive aspects and social support is that a 

wide variety of measures have been used to quanti& social support in the literature. 

Future research should d e t e d e  what facets of social support (Le. perceived versus 

received social support) are most predictive of the positive aspects of caregiving and then 

which ones most affect caregiver outcomes such as increased health and well-king. In 

order to improve the caregiving situation, service providers need to know what supports 

can help caregivers cope more effectively with their d e .  It would also be constructive to 

investigate forma1 support use to determine how it relates to the positive aspects 

experienced in the caregiving role. 

It seems reasonable to suggest that one goal of cmgiver research is to identiSr at- 

risk caregivers and develop the most effective interventions. Effective interventions could 

be aimed at increasing the caregiver's ability to cope with their role, maintaining or 

i n m i n g  weU-being, and avoiding the early institutionaiization of care recipients. The 

question then becomes, which positive aspects are most related to thesc goals? Are 



caregivers who feel more competent anci satisfied with the tasks they perfonn less Mcely 

to institutiouaiize the care recipient? Or is it caregivers who feel as though they have 

learned and are gaining something valuable h m  their role who are most likely to keep 

the care recipient at home? The answers to these questions mut  be addressed in order for 

the positive aspects of caregiviug to be considered a valuable concept to service providers 

and govenunent. 

Further investigation of Personal Gain may also be of special interest to service 

providers. Findings fiom this study suggest that caregivers who complete more tasks 

experience more Personal Gain. if so, then agencies that work with caregivers may find it 

helpful to M e r  validate feelings of growth and leamhg in the role. However, this 

suggestion is somewhat premature until the relationship between Personal Gain and 

outcome measures for caregivers is established. For example, if Personal Gain is not 

related to well-being then perhaps it is not an aspect of caregiving that is crucial to 

maintahhg or increashg well-being. However, if Personal Gain is positively reIated to 

weil-king indicators then those who work with caregivers may benefit h m  an 

understanding of how to facilitate feelings of personal growth and leaming. 

Strengths and Werknesses 

The strength of the current study is the collection of data using volunteers h m  a 

random sample. The method of data collection was unique in that most other studies have 

typicaiiy obtained information by recruiting caregîvers h m  existing support groups or 

h m  agencies that provide formal services. It has been suggested that these caregivers 

may be different as they have already recognized their need for service and support to 

manage and cope with their role (Kramer, 1997a). Ktamer (1997a) has pointed out that 



one of the problems with litetature in this area is the reliance on convenience samples, 

Caregivers for this study were contactecl randomly fiom a telephone book therefore 

increasing the chance that the experiences and feelings of the average caregiver are 

represented by the results. 

Although the means of data collection may be regarded as a strength to this study, 

it is aiso problematic because the range of care provided by caregivers in this study was 

quite large, Sorne caregivers indicated that they spent 6 hours a week providing care 

while others indicated providing care 24 hours a &y. The current study was also limited 

in that the medical conditions of the care recipients were not ascertained This 

information could potentially explain sorne of the existing variance in ail three positive 

aspects of care. Differences may exist that are typical to a particular type of caregiver (Le. 

dementia) and these differences would not be detected in this study. Finally, the measure 

used to assess closeness of relationship is flawed in that it is a purely anthropologicai 

masure. A better indication of closeness of relationship rnight have involved asking tbe 

caregiver to rate how close they felt to the care recipient. 

A potentiai confound to the results obtained regarding positive aspects is response 

bias. In a pst-hoc analysis, the likelihood of this was assessed by comparing the two 

groups of caregivers on Task-related Satisfaction and Lawton's Caregiving Satisfaction 

(always satisfied versus less satisfjed), based on whether participants had agreed to be 

interviewed over the phone or chose to have the m e y  mailed to their home. 

DEerences with respect to both Tasic-wlated satisfaction (Chi-Squared (1,67)=4-75, p<. 

05) and Lawton's measiire (Chi-Sqwed (t,68)=6,39, p<. 05) were found between these 

two groups. For Task-related Satisfaction, participants who chose a phone i n t e ~ e w  



responded significaatiy more positively than participants who chose a mail out survey 

did. An even number of earegivers who were interviewai over the phone responded that 

they were always satisfied and les  satisfied (17 in both groups). However, in the mail- 

out interview the ratio was 3: 1 in that more caregivers responded l e s ~  positively if they 

were in this p u p .  For Lawton's Categiving Satisfaction Scale, more participants in the 

phone i n t e ~ e w  group indicated that they were always satisfied rather than l as  satisfied 

(23 vs 14) while the ratio for mail out s w e y  participants was roughly 1:2 as caregivers 

who filled out the mail-out survey were more likely to iudicate that they were less 

satisfied (10 vs 23). These findings suggest that contact with the interviewer throughout 

the duration of the survey (phone) may have biased participants to answer more 

positiveiy. However, caregivers who chose the mail survey also reported that they were 

cesponsible for significantly more tasks than tbose who agreed to a phone interview were. 

Considering that caregivers who completed more tasks also reported lower levels of both 

Task-telated Satisfaction and Lawton's measure, it seems more likely t h t  task 

responsibility and not response bias is responsible for responding differences. 

Conclusion 

inconsistent 6ndhgs regarding caregivhg and the positive aspects experienced 

may be due to the various c o n c e p ~ o n s  of this measure used in the literature 

(Kramer, 1997a). in this study alone, three measures of the positive aspects of providing 

care demonstrateci differential relationships to other variables and to one another. 

According to the resuits, the deveiopment of a theory addressing the positive aspects that 

could potentiaiiy guide this atea of research shouid consider that there are different 

aspects to the positive dimensions ofproviding care that should be considered As 



evidenced h m  this study, considering only one positive aspect may not revcai the 

entirety of caregiving and the positive aspects experienced in this role. The definition and 

conceptualizsttion of the positive aspects included in any study may resuit in diffant 

predictors and relationships that would consequently be postulated to be important. 

Pettiaps a single multi-dimensional measure should be developed to begin to address how 

various positive experiences and feelings about the caregiving role are interrelated and 

how they ultirnately affect outcome measures such as caregiver well-being. 

This study should be considered only the beginuing of the exploration into how 

different positive aspects are related to one another. Further research is also needed to 

detemiine how various positive aspects are related to measures of burden. Kramer 

(199%) found that the predictors for gain and strain were differential suggesting that this 

relationship is not reciprocal. Riedel et al. (1998) reported that caregiving rewards 

reduced the caregiver's level of burden suggesting that the positive aspects may mediate 

this relationship- The current study found that three measures of the positive aspects were 

difîerent therefore each type of positive aspect may indeed have a different relationship 

to existing measures of burden. 

In summary, t'uture research shouid investigate how different positive aspects of 

providing care to a senior are related to outcomes such as caregiver well-being and 

institutionalization of the care recipient. What positive aspects are most influeatial in 

terms of affecthg outcomes for caregivers? The answer to this question may then lead to 

the development of a theory and a u . g  measure that could assess the most influentid 

positive aspects in caregivers. Knowing and understanding how various positive aspects 

affect the caregiving situation wiii aid in the eventuai development of meamns that cm 



effectively assess the needs ofcaregivers and uitimately help caregivers cope with their 

role and increase positive feelings and eicpenences related to caregiving. 
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APPENDICES 



Appendii A 

Caregiving Questionnaire 



A. In the fint section, we will ask you some questions about y ! .  

What is your year of birür? : 

Are you: Male O Fernale O 

Excluding kindergarten, how rnany pars of elementary and high school have you successfully 
cornpleted? 

O No schooling - Please go to Queslion 9. O 9 years 
O 1 to 5years O 10 years 
O 6 years U 11 years 
O 7 years P 12 years 
O 8 years LI 13 years 

Have you graduated ftorn high school? 

O Yes 
O No 

Have you ever attended any oîher kind of school such as a university, community callege, business 
school, trade or vocational school, CEGEP or other post-secandary institution? 

O Yes 
O No - Please go to Question 9. 

What is the highest level of educatlon ihat you have ever aîtained? Please check the most 
appropriate answer. 

O Some - Trade, Technical or Vocational School, or Business College 
O Some - Community College, CEGEP, or Nursing School 
O Some - University 

P Oiploma or Cerüficate from - Trade, Technical or Vocational School, or Business 
College 

O Diploma or Ceraficate h m  - Community Cdlege, CEGEP. or Nursing School 

CI Bachelor's or Undergraduate Degnre, w Teacheis College (e.g., B.A., B.Sc., LLB.) 
O Mastets Degree (e.g., MA., M.SC., MEO.) 
0 ûegree in Medicine, Dentistry, Veteflnary Medicine or Optamehy (M.D., D.D.S., 
D.M.D., D.V.M.,O.D.) 
O Eamed Dodorate (e.g., Ph.D., D-Sc., D.ED.) 



B. In this nexf section, we will ask you some questions about 
daily 

Iife, rpvr health end your leisum activities. 

13. In general, would you say your health is: (Pleese circle the appmpnate answer) 

1 2 3 4 5 
Paor Fair Good Very Good Excellent 

C. ln this section, we will ask you some questions about the person 
you are caring for. Wb rekr to dhis person as the çare mceiwer. 

40. What is your relationship to the care receiver? Are you îheir .... 

13 spouse 
0 Child 
0 Sibling 
a Other Relative (e.g., cousin, aunt, niece ,...) 

Friend 
0 Other, please specify'. 

45. Which of the following best describes how you became a caregiver? 

1 had a choice in whether or not to becorne a caregiver. 
4 If you had a choiœ, did yw hl pressure to make aie choiœ? 

0 Y s ,  there was pressure to rnake the choice. 

O No, there was no pressure to make the choiœ. 

l did not have a choice in wtiether or not to becorne a caregiver. 

46. What is the Cam receivds year of birth?: 0 I don? know 

47. 1s the care receiver: Male 0 Fernale 0 



D. In this section, we will ask questions about the work involved in 
caring for the Cam receiver. 

Please read the instructions carefully. 

For the following section, we ask whether or not the Gare receiver has gotten help fcir 
different things. If the care receiver has gotten help with a task or activity, we ask that 
you check the boxes of al1 people who have helped, If the care receiver did not get 
any help, simply check the 'No one has helped with this" box and move to Vie next task 
or activity. 

Here is an example. 

During the past ml did the Gare recdw get help from anyone with: 

In this example, the care receiver gets help from profeSSipnalS and the 
n w i t h  dressing or undressing. If the c m  receiver did not get help with 
dressing or undressing, only the "No one has helped with this" box would be checked, 

Dressing or 
undressing? 

Please answer the fallowing questions using this format. 

Following each section of tasks, we will ask you how satisfying and how sÊressful it was 
for you to complete those tasks. Also, we ask how competent you felt in doing those 
tasks. Please select the answer that best describes your situation. 

No one has 
helped with îhis. 

I have helped with 
this. 

J 

Family members, 
friands, 
neighbours or 
volunteen have 
helped with this. 

A profersional or 
someone who is 
hired has helped 
with this. 

4 



During the past &ydm, did the caru mehr get help from anyone with the tollowing 
tasks: 

57. Eating, induding cuîüng food or buttering 
bread? 
58. Toileting, 
induding getting to the bathroom in time, being 
reminded to go to the bathroom, or deaning 
him/herseH? 

~p 

60. Cutb'ng fingemails or toenaik?-p 
- 

61. Washinq or bathing himiherseIf? 
62Geîüna in or aut af the tuh ar shawt? 

-- - 

No one has 
helped m 
mis. 

l have 
helped 
wiîh îhis. 

If- wiih any obithme Pers0110I C m  tasks, please go in Question 66. 

Famiiy 
memkn, 
friends, 
neighboum or 
volunteen 
have helped 
with this. 

When you are helping with the Personal Cam tasks iiied above ... 

A 
prof.Ulonrl 
or somme 
who is himd 
has helped 
with thii. 

Not at al1 Exûmmely 

63. How satisfied do you bel? 
64. How stmssd do you feel? 
65. How cornpetont do you feel? 



During the did anyone have to perform any of the following tasks: 

66. Stay with the a r e  
nceiver because helshe couldn't be 
left alone? 
67. Sîop by to make sure the care 
receiver was al1 right? 
68. Telephone regularly to make sure 
the care receiver was al1 righY1 
69. Be there white the care receiver 
eadd out hisher daily aethrities? 
70. Be availabte to corne over in case 
the Gare -ver needed help? 

professions 
I or someone 
who is hired 
has helped 
with this. 

No one 
has 
helped 
with this. 

i f w w i t h  any of these Supewision fasks, plerse go to Question 74. 

When you are heiping wilh the Supervision tasks listed above ... 

l have 
helped 
with this. 

Not at al1 Extremely 

Farnily 
mernbers, 
friends, 
neighboun 
or volunteers 
have helped 
with this. 

71 .. How saîisfied do you feel?. 
72. How stressed do you feel? 
73. How comprtmt do you feel? 



During the pst-, did the tare receiver get help fmm anyone with any of 
the following a r e  -: 

74. Making decisions about using 
services induding health, social, legal or 
financial services? 
75. Finding out how to get services w 
aranging for services? 
76. Making sure that the care receiver 
got the setrvices hdshe was supposed to 
get? 
ïï. Completing the f m s  necessary to 
arrange for services or get services paid 
for3 

No one 
has 
helped 
with this. 

M W  wnot any of ofese Clnr Management îasks, plerrse go lo Quesîion 87. 

l have 
helped 
with this. 

When yuu are helping with the Care Management tasks listed above ... 

Not at al1 Extremel y 

Family 
members, 
friends, 
neighbour 
s or 
volunteers 
have 
helped with 
this. 

78. How rrtitfkd do you fed? 
79. How stncred do you feel? 
80. How cornpatent do you feel? 

A 
professions 
I or someone 
who is hired 
has helped 
with mis. 



During the mt 4 w-, did anyone help the a r e  receiver with any of the 

following -a A c t i v u :  

No 
one 
has 
helpe 
d with 
this. 

l have 
helped 
with 
this. 

Family 
members, 
friends, 
neig hbour 
8 Or 
volunteers 
have 
helped with 

dialing numbers;or answering t k  phone? 
82. By preparing, serving, or providing meals for 
himlher, or taking himer  out? 
83. Do light housework, such as vacuuming or 

81. Use the telephone, induding IWking up or 

dusting? - 1 1 1 
84. Do laundry, including getting the clothes to 1 

this. 

- -  - 
aie laundry a&? 
85. Do h i e r  banking and keep track of hislher 
money? I 
66. Do the shopping? 
87. 8y accompanying hirnlher to appointments 
because helshe can't handle it alone? 
88. By driving himlher places or helping himiher 
use public ttansportaîion? 
89. Do heavy housework, such as washing 
windows or scrubbing flwrs? 
90. Do outs i i  maintenance on hisiher home, do 
yard work or shovel snow? 
91. Wth kgal matters? 
92. Walk amnd inside the house? 
93. Walk around outside the house? 

A 
professions 
l or someone 
Who is hlmd 
has helped 
with this. 

When you are helping with the Daily Living Acb'vities listed above ... 
Not at al1 m b  

94. How utirthd do you feel? 
95. How stressad do you fwl? 
96. How cornpetont do you feel? 



During the mt 4 did the tare receiver have anyone who gave them 

No one 
has 
helped 

About thinss Chat a n  imwrtant to 1 
97. Listeneci to him/her talk 

or wmpanionship? 
99. Counselled or advised himer about 
things that concem himhefl 

with this. 

l have 
helped 
with this. 

Family 
membem, 
friends, 
neigh bour 
S Of  
volunteers 
have 
helped with 
this. 

A 
professiona 
I or sorneone 
who is hired 
has helped 
with this. 

If yswbmm? g h n  a y  EmodJonal Support, plwse go to Question 103. 

When you are giving Emotmnal Support, as Iisted above ... 

Not at al1 Extremely 

lûû. How saüsiied do you feel? 
101. How rtnurid do you feel? 
102.How compotent do you feel? 



During the mt4m&, dld the are receiver get help from anyone with any of 
the following HQ&B) Care A m :  

No one l have 
has hefped 
helped with this. 
with this. 

103. Adviœ or instnicüons on hiiher 
heahh aire? 
104. Caring for a wlostuiny or &ter? 
105. Getting medical equipment, 
supp~ies, or medications? I I 
106. Changing bandaes or d-ngs? 1 
i07. Checùing p u b ,  bload prasSure, 

feedings or other speciai mediml neeàs? 
1 Il. Any other healthcare acüvily? 

Family 
members, 
friends, 
neig hbour 
s or 
volunteers 
have 
helped with 

A 
professions 
I or someone 
who is hired 
has helped 
with this. 

this. 

When you are helping wiîh the Health Cam Activities listed above ... 

112. How ritirfkd do you fiel? 
113. H o w ~ d o ~ f i ~ i ?  
114. How cocnpomt do you feel? 



E. ln the lbllowing section, we wlll ask you questions about how your 
caegiving affiects 

For quesûons 11 7 to f25, please cirde the mst appnop&te answer. 

Not at Just a S o m h a t  Vary 
al1 litüe much 

1 17. How much have you become more aware of your 
inner strengîhs? 

118. How much have you become m m  self-confident'? 
11 9. How much have you grown as a person? 
120. How much have you leamed to do îhings you didn't 

do before? 

How often do you fuel... 

121. You really enjoy being with the are miver? 
122. That the care receiver shows mal appreciation 

of what you do for himlher? 
123. That the care receivets pleasure over m e  

litîie things gives you pleasure? 
124. Helping the Gare receiver has made you feal 

doser to himher? 
125. Taking responsibility for the care receiver gives 

your self8steem a boost? 

139. Do you have family andior friends who coud take over your caregiving duties for. .. 

N e w  

5 
5 

5 

5 

5 

A few days? 0  es 0 NO 
Afew weeks? a Yes O No 



APPENDIX B 
CONSENT FORM 



Consent Fom 

The Change Foundation and the Centre for Rural and Northem Health 
Research(CRaNHR), a research center bas& at Laurentian University, are jointly 
conducting a study on the changes in informal caregiving over time. The investigators 
believe that this study will be important in helping to create better and more 
comprehensive health and social policy for informal caregivers. 

I realize that this study involves my filling out the attached questionnaire at two times in 
the next year (now and in 6 to 10 months), and that it will take approximately 20 minutes 
of my time to complete the questionnaire. As well, I realize that the researchers will 
attempt to link the information containeci in both questionnaires by assigning me an 
identification number. I understand that aie identification number on the questionnaire is 
for the sole purpose of being able to match my questionnaires, so that the researchers 
may see if any changes have occurred in my caregiving situation. I know that once the 
information from both questionnaires has been examined that the identification number 
will be deleted. No name will appear in the database. 

I know that any information provided will be kept strictly confidential. The information 
provided will only be used to evaluate changes in informal caregiving over time and for 
research purposes only. The information mat I provide will not be released to other 
individuals or organizations. This study had passed the ethics review at Laurentian 
University. 

I know that my participation in this study is entirely voluntary, and that my decision to 
take part or not to take part in this study will not affect me in any way. I have the right to 
withdraw at any time or to refuse to answer any question that I do not feel cornfortable 
answering. 

If I have any questions about this study, I can contact Dr. Alan Salmoni of Laurentian 
University at (705) 675-1 151 (ext 1046), or Dr. Raymond Pong of CRaNHR at (705) 
675-1 151 (ext. 4357). 

t agree to participate in this study (to fiIl out the questionnaire at both times) and I have 
received a copy of this consent fom. I have been assured that my identity will not be 
revealed Mile this study is k ing conducted or when the study is published. I have also 
been assured that the information I have provided will be used for the purpose of 
researching changes in caregiving over the. 

Subject's Name (please print) (Identification Code) 

Subject's Signature Date 



Appendix C 

Table of Spearrnan Rank Order Correlations Between lndependent Variables 



Table of Spearman Rank Order Correlations Between Independent Variables 

Variable 1 2 3 4 5 6 7 8 9 

4 Choice to 
becorne a 

6 Availability 
of hclp h m  
f d l y  and fiiends 




