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Abstract

Personality Variables as Mediatuis of Caregiver
Burden and Home Maintenance of Dementia Patients

Myrna Feldman Reis

Caregiver personality variables were examined to
determine their effect on the burden experienced by
caregivers of dementia patients residing in the community and
upon the caregivers' decision to institutionalize or tu
continue to maintain the patient at home. A total ot .13
dementia patients and their primary caregivers particilpated
in the study. Caregivers wele interviewed and were given a
battery of standardized measures, including the NEO
Personality Inventory, and measures of their appraisals of
aspects of caregiving, of their level of purden and ot health
complaints. Patients' cognitive functioning was measured by
the Hierarchic Dementia Scale. Discriminant function
analysis was used to determine the variables underlying the
decision to institutionalize or to continue home maintenance.
A causal model tracing the influence of neuroticism and ot he
variables on burden and health complaints was developed, with
path analysis computed via ordinary least squares muitiple
regression to test the model. The analysis tesults prosided
consistent support for the neuroticism model and specified 16

variables, including extraversion and neurovticism, which were



important in predicting the decision to institutionalize or

to continue home maintenance. The results also indicated the

importance of caregiver neuroticism, through its relation to
other important variables, reactions to patient problems and

appraisal of social support, as a mediator of caregiver

burden and health complaints.
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Introduction

Researchers have not, to date, examined the importance
of the personality traits of caregivers in determining the
course of home care in dementia patients. Personality
traits, defined as the consistent and enduring dispositions
of individuals which involve differences in style or content
of behaviour (Costa & McCrae, 1986b; Costa & McCrae, 1984a),
provide some consistency of response to situations. The
caregiver's personality should, therefore, help predict lLis
or her response to the contingencies of caregiving and should
help determine the success of home care for the dementia
patient.

As will be shown, current literature provides strong
support for the notion that personality remains stable over
time, across ages, across a wide range of personality
characteristics, and as measured by a variety of instruments
(Costa & McCrae, 1988; McCrae and Costa, 1987; Siegler,
1987; Costa & McCrae, 1986b; Finn, 1986; McCrae and Costda,
1984a; Costa & McCrse, 1984b). The caregiver situation,
though stressful and demanding, is not likely to change
caregiver personality (Costa and McCrae, 1986b; Kobassa,
1979; Kobassa, Maddi and Kahn, 1982). Rather, there is a4
basic stability of adult personality traits which are

responsive to potent events and situations (Siegler, 1987).
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These traits may determine the caregiver's appraisal of
pat ient variables, of adequacy of support systems and of
stress. In turn, stress or stress appraisal may af fect
physical and psychological health (Sarason and Sarason, 1984;
Gentry, 1984) and, ultimately, the abil ity v¢« continuez the
home maintenance of the dementia patient. This study
investigates the influence of the personality traits of the
caregiver , in relation to a large number of ocher salient
caregiver and patient variables, on plans for continued
comununity maintenance or institutionalization of the dementia

pat ient.

Denentia

Home care of a dementia pati _nt is widely recognized as
highly stressful for the caregiver (Zarit, 1989). The main
character istic of dementia is the gradual deterioration of
memory and of intellectual and physical functioning caused
by irreversible brain pathology (Volicer, Seltzer, Rheaume,
Fabiszews ki, Herz, Shapiro, and Innes, 1986). The decline of
functioning includes declines in speech, cooperation, social
contacts, communication and movement. Patients become unable
te dress or feed themselves, to sleep regularly, to speak
meaningfully and to walk without assistance. They wander ,
hallucinate, become incontinent, and in early and middle

stages, may be depressed or aggressive.
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Thi s decline places enormous physical, psychological,
financial and emotional demands on caregivers, which is
usua 11y termed burden. Caregivers experience grief which may
be e xpressed as depression, anger, isolation and hopelessness
(kva 1e and Bohlen, 1985). Even strong bonds of affection
have not been found to produce sufficient stress tolerance tu
enab le at-home caregiving to continue (Jarrett, 1985).

Mos t dementia patients live with relatives in the
community (George, 1984). The common belief that adult
chil dAren do not take care of their aging parents has not been
supported (Matthiesen, 1986; Brody, 1985). Silverstein and
Hyde (1986) have concluded that, since respite care,
homemaker services, and adult day care are the most
freguently requested services for Alzheimer's patients,
caregivers are trying to maintain their relatives within the
community and to avoid institutionalization. In general,
chil dless patients and those living alone
are most at risk for institutionalization (Roy, Folmar &

Ford , 1©233).

Institutionalization is usually regarded as a last
resort, costly in economic and human terms ( Shapiro and Tate,
1986 ). Cognitively impaired elderly persons have been found
to be twice as much at risk for nursing hotie placement as

thos e who are cognitively intact (Cougniin and Liu, 1989) .



The same authors estimate that for the cognitively impaired,
the annual cost, in US dollars, of community care is $11,700,
that of nursing care, $22,300.

At present, Alzheimer's Disease and other dementias
cannot be prevented, arrested or successfully treated.
Consequently, efforts at tertiary prevention are crucial.
The Canadian Medical Association Task Force on the Allocation
of Health Care (1984) suggests the use of community and
caregiver support, practical interventions and symptomatic
treatment .o prevent the worst consequences of dementia
disorders. A public health perspective includes various
preventative strategies: the modifying of the caregiving
environment by increasing social support; and strengthening
the caregiver's competence to deal with the stresses of
caregiving by teaching specific skills in high~risk and
crisis situations (Gesten and Jason, 1987).

The problem is urgent. In Canada, rthose who develop
dementia by age 80 are expected to cdouble over the next 25
years (Denton and Spencer, 1980). Moderate to severe
dementia in old age extends from about 6% in the over 65 age
group to over 20% for those 80 years and over (Kay and
Bergmann,1980). It is predicted that dementia will reach
epidemic proportions by 2030, when about 20 percent of the

population will be over 65 (Gatz, 1985).



Other Sources of Stress

In addition to the stress caused by the patient's
symptoms and behaviors, several other sources of stress have
been identified. The degree of relationship between
caregiver and patient may also be a factor in mediating
stress. Families providing home care to an older unmarried
relat ive have been found to be more vulnerable to disruption
than those providing care to more closely related relatives.
(Soldo & Myluoma, 1983). On the other hand, Cantor (1983)
and George (1984) have found that closely ielated caregivers
such as spouses and children had lower levels of well-being
than less closely related caregivers. Similarly, it has been
found that spouses exhibit more depressive symptomology than
children (Van Winkle, 1987). These various tesulls suggest
that a simple link between closeness of relationship and
burden can be assumed. Caring for a spouse or parent might
precipitate depression while caring tor a more distant
relat ive might precipitate hostility. The spouse caregiver
may have fewer financial and coping resources due .0 advarced
age and concomitant ill-health. Children-caregivers, on the
other hand, may be subject to the conflict assccidted with

role overload.
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The quality of the premorbid overall relationship
between the caregiver and the dependent has been found to
predict burden and the decision to institutionalize for wife
caregivers (Zarit, 1983). A caregiver's negative view of the
premorbid relationship with the dependent has been found to
contribute to caregiver health problems (Gilleard, Belford,
Gilleard, Whittock and Gledhill, 1984).

Other sources of stress relate to the time and economic
constraints of care-giving. Due to high levels of elder
dependency and task demands, female caregivers cited
limitations of time for social activities (Miller, 1988).
Economic factors include the ability to hire auxiliary home-
care personnel, to pay for daycare, or to arrange for nursing
home respite care, all of which seem to improve well-being of
spouse caregivers (Kvale and Bohlen, 1985). Constraints on
the employment of the caregiver, especially daughters (Brody
& Schoonover, 1986 ) and daughters-in-law (Townsend & Noelker,
1984), exacerbate economic pressures, contribute to lack of
pr:vdacy (Blank & Caro, 1984) and prevent the caregiver from
seeking relief through hired help (Wallace & Noelker, 1984).
Daught ers forced to choose between paid employment and care
of an elderly mother have been found to experience
disruptions and strain (Brody, Kleban, Johnsen, Hoffman, &
Schoonover, 1987). Economic factors also cause disagreements
between dependent and caregiver over the desirability of

various options (Zweibel, 1984).



The fact that the dependent is of the opposite sex may
contribute to the caregiving burden (Townsend & Noelker,
1984), particularly for caregivers looking after elderly
parents. The gender of the caregiver, per se, may also be
important. Pruchno and Resch (1989) found that there were no
significant predictors of burden among husbands, but for
wives, burden was associated with poorer health, less
emotional investment with the patient, and provision of more
help with caregiving tasks. It is worth noting that a review
of social support studies concluded that, despite receiving
more support, women report more distress than men (Vaux,
1985). Similarly, in a recent study (Kinney, in press), women
caregivers have reported more daily caregiving stressors than
have men caregivers.

Morris, Morris and Bretton (1988), in a review paper,
explore some possible reasons undeilying the findings that
women f£ind caregiving more difficult than men. The
difference may reflect the traditional roles of women, which
bring them into greater contact with dementia sufferers.
Alternately, women changing their traditiocnal role from
homemaker in mid-life may find that caregiving threatens
their efforts towards more personal fulfillment., As well,
men may distance themselves from the everyday problems of
caregiving and may find it easier to share the responsibility

of caregiving.



Length of caregiving could be a factor contributing to
stress, though findings have been mixed. Prolonged periods
of dependency have been found to result in a more negative
redefinition of the dyadic relationship (Johnson & Catalano,
1983)., However, Novak and Guest (1989) d4did not find any
relationship between the caregiver's subjective feeling of
burden and the length of time a caregiver had given care to a

patient.

The Caregiver

Stress and Health

Caregiving for dementia patients has multiple effects on
the caregiver and the family (Chenauth & Spencer, 1986).
Caregiving can have medical and psychological consequences
for caregivers, including increased stress and the use of
psychotropic drugs (Anthony-Bergstone, Zarit, & Gatz, 1988;
George, 1984; Greene, Smith, Gardiner and Timbury, 1982;
Kvale & Bohlen, 1985). It is estimated that some 40-50% of
caregivers of frail elderly suffer from a depressive disorder
(Silven, DelMaestro, Gallagher, Lovett, Rose and Kwong,
1986). Spouse caregivers are more depressed, less satisfied
with their lives and have more symptoms of psychological
distress than the general population (Pruchno and Potashnik,
1988). Becker and Morrissey (1988, p.303) point out that,

“virtually every psychosocial factor reputed to be conducive
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to depressive reactions occurs within the context of caring
for dementia ... patients." As for physical health,
caregivers have more than their share of diabetes, arthritis,
ulcers and anemia (Pruchno and Potashnik, 1988). Pruchno and
Potashnik report that despite relatively high rates ot
physical illness, they use medical services at rates which
are similar to or lower than rates of the less afflicted
population. However, this may partly reflect the high cost
of U.S. medical care. There is some support for the belief
that physical and psychological health are affected by stress
factors (Sarason & Sarason, 1984; Gentry, 1984). Stress is
widely believed to predict the occurrence of depression and
other psychological problems (Willner, 1985) as well as a
variety of physical problems including hypertension and
migraine (Lazarus & Folkman, 1984; Gentry, 1984). It 1is
interesting to note that high levels of stress, personality
factors (including introversion), and absence of social
support have together been reported tc account for almost all
the variance in predisposition toward depression (Willner,
1985). However, a question has been raised concerning the
possible confounding of stress and health measures, and a
debate has ensued. Schroeder and Costa (1984) found t hat the
reported relationships between stressfui events and physical
illness may be the result of the contaminaticn of the
stressful events' measures by neurctic, subjective and health

influences. Schroeder and Costa called for greater
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procedural care. However, Maddi, Bartone and Puccetti (1987)
presented a comprehensive conceptual and empirical reply.
Based on a study of men aged 24-69, they concluded that
uncontaminated stress items do correlate with illness,
consequently supporting the argument that stress and illness
are associated independently of methodological confounds.

Impaired physical and psychological health has been
shown to result from tue burden of caregiving and to
influence the caregiver's ability to maintain the demented
elderly in the community (Gilhooly, 1984 ; Gilleard, Boyd and
wWatt, 1982). The findings of Simson, Wilson and Henry (1982)
suggest a strorg need for comprehensive, accessible health

maintenance programs for caregivers.

Appraisal of Patient Behaviour and Burden

In addition to objective stressors, the subjective
appraisal of stress may also be an important determinant of
health. 1In that case, the individual's personality may
reasonably be posited to mediate the appraisal of the stress
involved in dealing with difficult caregiving contingencies.
The appraisal of stress involves an interdependent
relationship between the objective stressful event and its
subjective interpretation by the individual. The subjective
interpretation is of an event that taxes or exceeds the
stressed individual's resources and endangers well-being

(Lazarus and Folkman, 1984).
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Some researchers have found that disruptive behaviours,
such as violence or agitation, predict caregiver burden quite
well (Gilleard et al, 1982; Kraus, !984; Haley, Brown and
Lewvin, 1985; Poulshock & Deimling, 1984). Newton and Boyce
(1987), for example, have found that the patient behaviors
found to be most stressful were: losing things, asking
repetitive questions, suspiciousness and embatrassing
activities., Kraus (1984) also reports that objective
measures reflecting the severity of the dementia rather than
measures reflecting the physical burden of care were most
important in rendering home care difficult. Poorer cognitive
function has generally been found to predict
institutionalization for dementia patients (Fisk and Pannill,
1985).

On the other hand, overall, the extent of dementia
symptoms has not been found to be the most important variable
differentiating patients who remain i1in the community from
those institutionalized. Fillenbaum (1984) has estimated
that 5% to 10% of community-based dementia patients are as
severely impaired as institutionalized patients'. Patient
behavioral and cognitive symptoms have also not becn found !,
be good indicators of the burden exzperienced by caregiver <,
especially for caregiver wives (Zarit, Reever and Bach-

Peterson, 1980; 2Zarit, Zarit & Reever, 1982).
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Institutionalization results from a breakdown in
caregiver service more often than from an increase in
pathology (Lowenthal, Berkman { Associates, 1967). The
continued availability of the caregiver, regardless of the
degree of patient impairment, is crucial to at-home
maintenance (Bergmann, Foster, Justice & Matthews, 1978;
Tobin, Holyrod & Reynolds, 1982).

Caregiver characteristics and well-being, rather than
patient wvariables, have been found to be the most important
predictors of the decision to institutionalize a dementia
patient (Colerick & George, 1986). The caregiver's
subjective appraisal of the patient's behaviour as stress-
provoking seems as important as objective measures of the
patient's behaviour and symptomology (Gilleard et al, 1984;
Greene et al, 1982). It 1s necessary to take into account
the actual degree of patient impairment when examining at-
home maintenance. However, patient behaviors do show great
variability (Zarit, Orr and Zarit, 1985). 1In addition, the
caregivers' reaction to and tolerance of symptoms varies,
perhaps partly as a function of idiosyncratic personality
characteristics. Lazarus and Folkman (1984) deemphasize
trait variables, but nevertheless agree that appraisals of
stress involve characteristics of the person (p.21) as well

as environmental factors. They posit coping traits as



13

properties of individuals which predispose them to specitic
types of reactions, which implies stabilily ot coping

dispositions (p. 139).

Personality, Stress And Health

The argument that personality traits are connected to
both stress and health is supported by Kobassa (1979), wno
has proposed hardiness as a personality construct related to
stress and illness. Kobassa defined hardiness as a complex,
stable trait, based on lower level components of commltment,
control and challenge, that enables an individual to
withstand high levels of stress with unimpaired health.
Hardiness has been found to predict both concurrent and
future health even when previous illness is included as an
independent predictor (Kubassa et al, 1982). Howewver, Hull,
van Treuren and Virnelli (1987) have narrowed the construct
by reporting that only lack of control and lack of commritment
are psychologically stressful and therefore directly atfect
health of students. Hardy individuals presumably see litfe
events more positively as well as seeing themselves 45 being
in control (Rhodewalt & Agostsdotruir, 1984). When hardy
people appraise events as less desirable and less

controllable, they too show the impact of stress.
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Personality, in terms of the Type A construct, has also
been connected to health through the well-known coronary-
prone behaviour pattern (Linden, 1987; Costa & McCrae,
1986a). The Type A behaviour pattern is considered an
expression of a basic personality disposition to be hard-
driving, achievement-oriented and perfectionist. Linden
reviews recent empirical evidence that generally does not
support the global Type A behaviour-illness
hypothesis. Nevertheless, he did find that the hostility
trait component of the Type A construct continues to possess
validity and is linked with early stage Essential
Hypertension and coronary disease. Linden suggests that
research should focus on the effects of hostility and the
expression of anger on cardiovascular processes.

In a recent prospective study (Rappaport, McAnulty, and
Brantley, 1988), Type A personality characteristics were
found to be associated wich migraine and headaches. In terms
of therapeutic implications, it is also noteworthy that
changes in the behaviour of Type A's were reported in the
more relaxed and less achievement-driven Type B direction for
recent retirees with cardiovascular problems (Howard,
Rechnitzer, Cunningham, & Donner, 1986). Behaviour may be
swayed more readily than personality, though personality may

sometimes be influenced by psychotherapy (Costa & McCrae,
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1986b) . McCrae and Costa (1984a) poant out that stability of
personality means that most people do not change, not that
they cannot change, and that psychotheraby can result in such
changes.

Finally, Costa and McCrae have found specific links
between neuroticism and health complaints. Neuroticism has
been found to be a determinant of unfounded health complaints
(Costa & McCrae, 1984b; Costa & McCrae, 1980a) and a

correlate of hypochondriasis (Costa and McCrae, 1986a).

Appraisal of Social Support

Lieberman (1982) proposes that the availability of
reliable and accessible social support provides buffers which
mitigate the chronic stress of caregiving. Support is
conceived as buffering or cushioning the individual from the
consequences of stress exposure (Dean and Lynn, 1977).
Lieberman speculates that enduring personal traits may
underlay processes whereby support may help ward off or alter
responses to stressful situations. Personality wvariables
such as extraversion and neuroticism may therefore act ‘o
buffer the stresses of caregiving. Duckitt (1984), studying
six personality factors derived in factor arnalysis, found
that extraverts were more sensitive and receptive to social
support. He concluded in favour of an intercctionist
approach that integrates person and context variables for the

prediction of stress.
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Many programmes of support to caregivers have been
developed to alleviate the stress of caregiving and to
encourage the maintenance of the impaired elderly in the
community in a cost effective yet humane fashion (Capitman,
1986; Pinkston & Linsk, 1984). As has been indicated,
findings show that it is the continued availability of the
caregiver, regardless of degree of patient impairment, that
is crucial to caregiving maintenance in t%:e home (Bergmann,
Foster, Justice and Matthews, 1978; Tobin, Holyrod and
Reynolds, 1982). Family and community supports are thought
to be of great importance to highly stressed caregivers of
dementia victims (Gwyther and George, 1986; Zarit and Zarit,
1982; Zerit, Reever and Bach-Peterson, 1980). The presence
of even one close supportive figure may be a sig. ificant
factor (Levitt, Clark, Rotton and Finley 1987).

Various studies evaluating caregiver support programs
have found that caregiver-focused interventions are essential
in enabling caregivers to maintain the demented elderly in
the community (Colerick and George, 1986; Gilhooly, 1984;
Krause, 1984; Zarit and Zarit, 1982; Bergmann et al, 1978).
Burack-Deiss and Silverstone (1982) found that families
benefited from learning behaviour management techniques which
helped them to deal with their cognitivcely impaired
relatives. Glosser and Wexler (1985) reported that support
groups were evaluated as helpful in providing information

about medical .und behavioral management. A home-based
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program of cognitive stimulation for patients improved the
well-being of caregivers (Quayhagen and Quayhagen, 1989) and
maintained better patient functioning in an eight-month post-
treatment follow up. A study of an adult day care service
showed improvement in the caregivers' perceived degree of
burden which, in turn, was thought to extend the time the
caregiver could continue to maintain that role (Eddowes,
1988). In one study where caregiver stress did not result in
increased psychiatric morbidity, the researchers arque that a
local well-developed social service may have made the
difference (Eagles, Craig, Rawlinson, Restall, Beattie and
Besson, 1987).

However, other studies have reported little or no impact
of social support. It has been found that feelings of
isolation and lack of support are reported infrequently
(Beattie, Scott, Kcsarek and Tuokko, 1988), ard that only
about one-third of caregiving families are in contact with
community resource services. It appears that, with the
exception of physician services, caregivers do not make much
use of already existing programs and services, often because
they are not aware of their existence or because they feel no
need for the services offered (Gold, Andres, Dastoor, Grauer
and Bergman, 1989). Some studies have concluded that the
presence of support services did not affect the caregiver's
level of stress (Gilleard et al, 1984; Greene et al, 1979).

Zarit, Anthony and Boutselis (1987) compared family
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counselling and support groups for efficacy in implementing
stress-management techniques for dementia caregivers. They
provided information, taught behavioral techniques and
identified potential support. Treatment groups made
significant gains over time but did not make significantly
better gains than wait-list control subjects. All groups
maintained gains in a one-year follow-up.

The absence of significant support service findings has
sometimes been attributed to methodological inadequacies or
deficits. Toseland and Coppola (1988) compared group
intervention methods designed to support adult children
caring for parents at home. They found no significant
changes among groups in perceived caregiver burden. The
authors attributed the lack of significant findings to
possible methodological problems, such as insufficient
duration of the intervention program and uneven leadership
training and experience. Haley, Brown and Levine (1987)
examined the effects of support groups on depression, life
satisfaction, social support and cuping variables and found
no improvements linked to treatment. Methodological problems
in the study were proposed to explain the absence of
improvement. Other reasons advanced for the findings that
support programs do not yield effective results include the
self-selection of caregivers and the unreliability of self-

reports.
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However, Lawton, Brody and Saperstein (1989) failed to
find significant effects even for a respite care program
which was evaluated as being well designed (Callahan, 1989).
The program only succeeded in delaying institutionalization
for 22 days. Callahan comments that the fact that the
caregivers receiving respite services felt relieved and were
generally satisfied may not be sufficient justification for
the huge expenditure involved. Callahan suggests that
further credibility be established for support programs via
sophisticated program design and outcome research,

Even the value of social support from family and friends
has been questioned. Stull, Montgomery and Scarisbrick-
Hauser (1988) speculate that a second family caregiver
represents an additional source of help and contributes to
the happiness and optimism of the primary caregiver
independent of the level of burden he or she may experience.
On the other hand, they found that support from a second
family caregiver may be to the primary caregiver's advantage
only in caregiving contexts where higher levels of burden are
experienced by the primary caregiver.

The function and value of outside support for caregivers
is still uncertain. Zarit (1989) points out that 1t is by no
means certain that programs reduce either caregiver stress or
the probability of institutionalization. Gesten and Jason
(1987) summarize findings indicating that support, as

assessed by objective methods, does not necessarily correlate
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with the subjective appraisal of support and that social
support is not always helpful in the face of stress.
Nevertheless, they point out that social support 1is
generally, if not invariably, helpful, particularly for
caregivers of patients with dementia. Both social support
and stress appraisal have been found to predict caregiver
outcome, even when caregiving stressors are statistically
controlled (Haley, Levine, Brown & Bartolucci, 1987).

Many studies of social support have used measures of
self-report or appraisal by the caregiver of the wvalue and
nature of the outcome rather than observational techniques of
measurement. Empirical findings suggest that subjective
rather than objective measures of social support are the best
predictors of stress tolerance (Gesten and Jason, 1987;
Fiore, Coppel, Becker and Cox, 1986; George, 1984).

Sub jective perceptions of support have been found to be
significantly related to loneliness and depression in spousal
caregivers of intellectually and physically impaired aged
persons (Quails, Norfleet, and Harder, 1986). The extent of
emotional upset caused by unmet expectations of support or of
negative interpersonal input is a good predictor of
depression for stressed caregivers of dementia patients
(Fiore, Becker and Coppel, 19€3). George (1984) found that
the need for the support received was a better predictor than

the actual amount of support received.
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Lovett, Gallagher and Kwong (1986) concluded that it is
important to scrutinize the caregiver's need for support and
level of satisfaction with the support when investigating how
support affects stress. Support may be viewed as a relative
process. Therefore, the perception of being supported by
family, friends and community agencies may well be important
in addition to the actual amount of assistance received.

Unfortunately, the caregiver usually receives less
assistance from family and friends as the illness progresses
(George, 1984; Johnson & Catalono, 1983). This results in
the increased social isolation of the caregiver and dementia
victim (Gates, 1986) and has been found tc predict elder

abuse (Wolfe, Gaelkin & Pillemer, 1984).

Brief Overview

To summarize to this point, past findings in the
stress, health and dementia caregiver literature suggest that
the subjective appraisals of relevant aspects of the
caregiving situation by the caregiver are important
determinants of caregiving outcomes. It 1s not only
objective factors that determine the outcome of efforts to
maintain a patient in the community, but also the
idiosyncratic appraisal of the caregiving situation, which
could well be influenced by enduring personal dispositions.

Thus, the caregiver's personality traits could influence scme
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relatively subjective factors in caregiving: reactions to the
memory and behaviour problems of dementia care-receivers, the
level of satisfaction with social support and the level of
stress, commonly called burden, all of which in turn, affect
health and health complaints. The caregiver who perceives
him/her self to be burdened and ill is more likely to make
the decision to discontinue home care of the dementia patient
in favour of institutionalization.

Other factors that merit consideration in the study of
caregivers and caregiving are: the objectively-measured level
of patient impairment; the incidence of memory and behaviour
problems; the frequency of use of social and community
services; the quality of the prior caregiver-patient
relationship; length of caregiving; the caregiver-patient
relation; caregiver engagement in leisure activities;
employment status; gender of same sex as, or opposite sex to
the patient; and income. It is usually also advisable for
researchers to take into account background factors such as
age and education.

Since caregiver personality has not, prior to this
project, been specifically studied, the brief literature
review which follows focuses on a few central, but general,
personality issues that are relevant to the consideration of

personality variables as mediators of caregiving.



23

Personality

The Trait-State Debate

Kenrick and Funder (1988) reviewed the lengthy person-
situation debate concerning the existence of personality
traits. They examined the evidence related to the arguments
made by behaviorists that personality traits are simply
artifacts of factors such as semantic illusion, stereotypes
and situational consistencies. Behaviorists conclude that
traits, if they exist, have only small relationships to
behaviour. Kenrick and Funder found little evidence
supporting this behavioral-situational position popularized
by Mischel (1968) which argues that responses are primarily
situationally, rather than trait, determined. However
Kenrick and Funder cautioned that, before predicting from
trait measures, one must consider the effects of situations,
and interactions between persons and situations. They also
suggest that a great deal of accuracy should not be expected
in precicting behaviour from trait ratings i1n ‘powerful' and
clearly normatively scripted situations where the situational
influences may take precedence. Perhaps crisis situations in
caregiving could sometimes constitute such powsiful
situations where situations take precedence, though an
alternative argument could be made that powerful traits such

as neuroticism would become even more salient during crises
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and that traits would take precedence over situations.
Kenrick and Funder do, however, conclude that there can be
little doubt as to the existence of traits.

Indeed, genotypes could exert a pervasive effect on
behavioral variation. Rowe (1987) examined behavioral
genetics, which apportions variability to hereditary and
environmental factors. He concluded that behavioral
variation is sometimes falsely attributed to situational
influences. Rowe advocates opening interdisciplinary
communication between behevioral genetics and personality
psychology to help shed light on the issue of heritability of
personality. He suggests that differences within pairs of
adult identical twins be examined to study environmental
influences, since such differences are free of genetic

effects.

Stability of Personality

In addition to considering person-situation
interactions, one must explore the issue of the stability of
normal personality throughout adulthood. Current research
strongly supports the position that personality remains
stable over time, across characteristics, and as measured by
various instruments (Siegler, 1987; Costa & McCrae, 1984a;

Costa & McCrae, 1986b).
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The most recent series of longitudinal examinations of
the stability of personality by Costa and McCrae (1988)
involves self-reports and spouse ratings on the five NEO
Personality Inventory's major dimensions of normal
personality; neuroticism, extraversion, openness,
agreeableness and conscientiousness. No consistent pattern
of maturational effects was found, and Costa and McCrae
concluded that the results provide further support for the
position that personality is stable after age thirty.

Aging, per se, does not seem to cause changes in
personality. Rather, personality is responsive to important
life events and situations that occur during the course of
aging (Siegler, 1987). Based upon the stress literature
(Lazarus and Folkman, 1984) which posits coping traits and
emphasizes the importance of the personal appraisal of
stress, it can be reasoned that certain personality traits
could conceivably help the individual to compensate for
problems elsewhere (Ryff, 1982). Personality variables may
act as buffer variables to mitigate the appraisal of the

stress and burden in caregiving.

Five~-Factor Personality Theory

The five-factor personality theory 1s a model proposing
that personality has only five major dimensions which
encompass all verbal descriptions of personality. The five-

factor model is an important trait approach first described
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Rationale for Trait Assessment

Of the five basic dimensions of personality, four were
chosen for study in this project . The personality
characteristics or domains selected as relevant to the
caregiving role and to the study of caregiver personality are
neuroticism, extraversion, agreeableness and
conscientiousness. These domains are defined as:
neuroticism, adjustment versus emotional instability;
extraversion, quantity and intensity of interpersonal
interaction; conscientiousness, degree of organization,
persistence and motivation; and agreeableness, compassion
versus antagonism in thought, feeling and action (Costa &
McCrae, 1985; Figure 1). It is reasonable to speculate that
these qualities affect caregiving at various points in the
caregiving history. A fifth personality dimension, openness,
was excluded from the project to avoid making excessive
demands in testing the already overburdened caregiver (Figure
2). Openness appeared less salient, at face value, than the

four dimensions already included.
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Conscientiousness and agreeableness were studied
globally since they do not break down into facets. Eight
specific facets within the other two domains, neuroticism and
extraversion, were chosen for inclusion in the research (Figqg.
1). Facets of neuroticism examined in this study are detined
by Costa and McCrae (1985) as: anxiety (tense, fearful,
worried, apprehensive); hostility (hot-tempered, angry,
easily-frustrated); depression (hopeless, guilty, down-
hearted, blue); and vulnerability (easily rattled, panicked,
unable to deal with stress). The facets of extraversion
which were studied are: warmth (outgoing, talkative,
affectionate); gregariousness (convivial, has many friends,
seeks social contact); assertiveness (dominant, forceful,
confident, decisive); and positive emotions (cheerful, high-
spirited, joyful). These facets of extraversion are
suggestive of personal resources which may serve to offset
the rigours and strain of caregiving.

In a personal communication, Paul Costa states, "The
issue of the caregiver's personality and how it might affect
the caregiving process is an important and fascinating one
... and you will... be blazing new territory in this regard
... Agreeableness versus Antagonism along with Extraversion-
Introversion and Conscientiousness are three domains in

particular that bear careful scrutiny.”
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Neuroticism and extraversion may be especially important
as these two domains are found, under different names, in
almost all personality theories and measures. To illustrate,
neuroticism has been variously labelled as General Anxiety
(Cattell, Eber, & Tatsuoka, 1970) and negative Affectivity
(Watson & Clark, 1984). Noller, Law, and Comrey (1987) found
the strongest support for the factors of extraversion and
neuroticism in their factor analytic study of three
personality inventories which attempt to cover the same
domains with wicely different names. Neuroticism and
extraversion have also been found to be predominantly stable
in adulthood (Costa, McCrae, Zonderman, Barbano, Leibowitz, &
Larson, 1986). Finally, the following empiricsl findings
concerning neuroticism and extraversion, though not specific
to caregivers, add to the rationale for the choice of
characteristics and traits to be included in the current

study.

Neuroticism

McCrae (1987b) describes neuroticism as a broad domain
of personality traits which contrasts individuals who are
well-adjusted with others who are emotionally unstable.

Costa and McCrae (1985) have defined the neurotic personality
as being prone to psychological distress, unrealistic ideas,

excessive urges and maladaptive coping.
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Scores on neuroticism have been found to predict
negative affect scores in a Costa and McCrae (1980a) study.
The investigators found that all neuroticism facets or
traits, as measured by the NEO Personality Inventory, are
likely to have an unfavorable balance of positive to negative
affect and to be connected with dissatisfaction with life.
This is particularly true for the neuroticism facets of
anxiety and depression. Neuroticism has been found to be a
powerful determinant of life satisfaction, morale, and well-
being as well as unfounded health complaints {Costa & McCrae,
1984b; Costa & McCrae, 1980a). Costa and McCrae (1984b,
1986a) cite depression and hypochondriasis as correlates of
Neuroticism. After studying an older population, Carp (1985)
reported support for t.e importance of neuroticism in
relation to subjective well-being (CAI Happiness Scale;
Cavan, Burgess, Havighurst and Goldhammer, 1949).

Caregivers scoring high in neuroticism may therefore
comprise an at-risk population prone to negative feelings and
evaluations, health complaints and maladaptive reactions
which could carry over into many situations, including
caregiving. 1In fact, by becoming caregivers, such persons
may risk an increase in health problems and complaints, even
as compared to the disproportionate number of health problems
of caregivers in general. At the least, they may require

increased family and community supports and specialized
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interventions to help them to continue to maintain their

dependent, or to help them with placement, when desirable.

Extraversion

Extraversion refers to personality traits that include
sociability, adventurousness, assertiveness, activity and
cheerfulness. Jt is therefore possible that, to offset
problems, extraverts may initiate and receive more outside
support than introverts so that extraversion could help
provide buffers for stress.

There are fewer studies exploring the mediating effects
of extraversion than of neuroticism. However, Costa and
McCrae (1980a) have found that personality traits within the
domain of extraversion are consistently related to positive
affect, as measured by the Positive Affect Scale (Bradburn,
1969). These traits are interpersonal warmth, assertiveness,
and predisposition to experience positive emotions. As well,
extraversion has been connected to positive life-satisfaction
in an older population (Carp, 1985). Based on these
findings, it can be reasoned that, for the extravert, sorrows
may be offset by the disposition towards feelings of warmth
and joy which help caregivers find it easier to continue
their task. In that case, extraversion may no:t only help
encourage social support which may buffer stress but may also

itself act as a buffer countering stress.
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Agreeableness and Conscientiousness

There is no relevant research literature on
conscientiousness and agreeableness, but, compared to the
population at large, individuals who accept the onerous
responsibility of the home care of a dementia patient and who
continue long-term home maintenance may be particularly
agreeable and conscientious. Caregivers may tend to be
generally more agreeable and conscientious than the average
person in a wide variety of situations such as work or child-
care.

Beconing a caregiver does involve an element of choice.
There are spouses and children of dementia victims who
decline to accept the enormous responsibility of caregiving
or who give it up relatively quickly, while others accept and
maintain caregiving for long periods of time. Among a
dementia patient's relatives, there is usually one person,
generally a spouse, daughter or daughter-in-law, who accepts
and maintains the primary caregiving responsibility. Others
take on tangential functions and contribute less rather than
more as time passes and the disease progresses (Aronson,
1985; George 1984; J»ohnson and Catalano, 1983). The
indi-vidual who accepts the primary caregiving responsibility
might be expected to have personality characteristics of high
agreeableness and conscientiousness. Since personality

characteristics are stable anu enduring, high agreeableness

PR
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and conscientiousness might also equally be expected of those
who eventually feel compelled to make the decision to place
as well as those who are able to continue home maintenance.
It can thus be reasoned that the decision to accept
caregiving, but not the decision to institutionalize, is
mediated by agreeableness and conscientiousness. The
decision to institutionalize may be affected instead by
caregiver personality variables such as neuroticism and
extraversion as well as other caregiver, patient and

situational variables.

Tne Neuroticism/Extraversion Model of Bu.den

Based on the findings and the reasoning already reviewed
in this paper, a theoretical model (Figure ) was constructed
proposing some possible paths of influence between
personality characteristics and burden. The basis for the
model is recapitulated as follows:

The caregiver's personality remains stable throughout
the adult years and may help determine the perceived level of
burden and the continued home care of the dementia patient.
Neuroticism, extraversion, conscientiousness and
agreeableness are probably the most salient characteristics
influencing caregiver availability. Caregivers are likely to
be individuals who are generally high 1n conscientiousness

and agreeableness compared to the population at large. Their
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high conscientiousness and agreeableness should predict the
initial decision to become a caregiver rather than influence
their eventual decision to institutionalize when the burden
~f caregiving becomes overwhelming. Thus, agreeableness and
conscientiousness are external to the specific personality
model which addresses the question of continuing home
maintenance rather than initially accepting responsibility
for caregiving.

On the other hand, the personality characteristics of
neuroticism and extraversion are included in the burden model
as ones which might affect variables influencing caregiver
availability. Neuroticism in the caregiver may create a
predisposition toward negative perceptions and appraisals of
relevant situational factors and of health. Ultimately,
neuroticism may negatively affect the decision concerning
irstitutionalization of the patient. On the other hand, a
high level of extraversion may predispose the caregiver
toward positive emotions generally and toward general well-
being, all of which may temper the external situation.
Extraversion may positively influence appraisals, health and,
ultimately, availability.

The specific trait-burden-health model was constructed
as an exploratory effort oriented towards obtaining initial
insights into the dynamics of a few of the variables which
might be implicated in a trait-burden-health chain. The

model is an initial effort to explore the issues and is not
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intended as a final theoretical formulation. Additional and
alternative models could be constructed and tested either
individually or against the present model. For instance, an
alternative trait-burden model specifying relatively
objectively measured variables could be compared to the
present subjectively-oriented model. Indeed, though the
model is based on current findings and commensurate logic,
the future is likely to necessitate many changes in both.

The present trait model proposes that:

Neuroticism and extraversion are specific personality
domains, as defined by the NEO Personality Inventory, which
predict caregiver burden and health. The paths proposed by
the model are as illustrated in Figure 3.

The caregiver's satisfaction with social support, the
caregiver's reactions tc the memory and behaviorel problems
of the patient, the caregiver's appraisal of level of burden
and caregiver health complaints are influenced negatively by
neuroticism and positively by extraversion. The variables 1n
the model are postulated to influence the other variables in
succeeding stages. Lines of influence in the model can be
conceived as having four stages: neuroticism and extraversion
are at the first stage; satisfaction with support and
reaction to patient problems are at the second stage, burden
is at the third stage and health complaints are at the fourth
and final stage. The reactions to patient problems and

satisfaction with social support, the twc variables at the
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second stage, are not connected. Little empirical evidence
or rationale was found for postulating spheres of influence

between these two variables.

Objectives of the Study

The study has two fundamental objectives: the more
concrete aim is to predict institutionalization of dementia
patients presently residing in the community, and a
relatively theoretical objective is to test the model. A
third objective is the hope that the data will provide a
basis for practical applications resulting in the improvement

of services to caregivers.

1. I1dentification of Personality and

Other Predictors Of the Decision to Institutionalize

A primary purpose of this study is to examine,
simultaneously, many variables, including parsonality
variables, that are predictors of institutionalization or of
continuation of home maintenance. Kvale and Bohlen (1985)
point out that many, but not all, factors entering into the
decision to institutionalize are known. A number of
variables, including behavioral manifestations of dementia,
and social, socioeconomic and community support and resources
available to the caregiver, have been studied in relation to
dementia caregiving. However, the effects of such factors on

patient outcomes, that is, on institutionalization or
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maintenance in the community, have not been determined.
Zarit (1989) points out that burden and its antecedents are
multidimensional and have complex relationships. Theretore
testing is needed of sophisticated, multivariate models of
caregiving.

Relatively few studies of dementia have included
sufficient participants to allow for simultaneous examination
of the many relevant variables and to sort out the relative
effects using multivariate technigues of data analysis. Few
have used samples sufficiently heterogeneous to allow
contrasts between caregivers who can or cannot manage
dementia vatients in the community. Only a comprehensive,
multifactorial study of a heterogeneous, large sample of
caregivers of dementia patients presently residing in the
community can provide an adequate basis for the determination
of the salient variables that predict patient

institutionalization or maintenance in the community.

2. A Test of the Caregiver Personality Model

While many studies have examined caregiver issues, none
have studied the influence of the caregiver's personality on
caregiving plans. An immediate goal of the research is to
test the caregiver personality model which specifies how

salient personality traits of the dementia caregiver, along
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with relevant background and demographic caregiver and
patient variables, predict the caregiver's reactions to
problems, the appraisal of the adequacy of social support,

the self-evaluation of health and the burden of caregiving.

3. Contribution to the Improvement of Caregiver Services

A long-term goal of the current research is its
potential contribution to the improvement of social and
health care services to help alleviate the stress of those
maintaining relatives with dementia in the community.
Identification of a model describing a segment of the path
toward institutionalization and description of a "high risk
profile" should be helpful for tagging and understanding the
most vulnerable caregivers and caregiving situations. This
would 1nvolve the identification of combinations of
personality and other variables for early targeting of such
situations. The design and implementation of concomitant
interventions could follow. 1In a study of risk factors that
predict institutionalization, Shapiro and Tate (1988)
concluded that constellations of variables, rather than
individual variables are better predictors in screening the
elderly most at risk for institutionalization. Farly tagging
and intervention in problem situations can serve to avert
unnecessary emergencies and placements and help make

institutionalization, when necessary, a planned process.
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Hypotheses of the Study

Predictions of the study follow from the discussion of
the findings in the literature upon which the model is based.
Predictions are limited to those involving the personality

traits. The predictions are as follows:

1. Higher levels of caregiver neuroticism will result in the
caregiver's:
a) less favorable or more extreme emotional reactions to
the patient's problems,
b) lower level of satisfaction with the social support,
c) less favorable appraisal of the level of burden, and
d) more health complaints, with burden as an intervening

variable between neuroticism and complaints.

2. Higher caregiver neuroticism will predict the decision to

institutionalize the dementia patient.

3. There is less basis for predictions based upon caregiver
extraversion than neuroticism, but higher caregiver
extraversion is generally expected to have positive effects
on the caregiver variables. Higher caregiver extraversion is

predicted to result in:
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a) more favorable or less unfavorable reactions to the
patient's problems,
b) receiving of more social support,
c) greater satisfaction with social support,

d) more favorable appraisal of the level of burden, and

e) fewer health complaints.

4. Higher caregiver extraversion will predict the decision to

continue home maintenance of the dementia sufferer.

5. Higher conscientiousness and agreeableness are expected
for caregivers compared with their sex-matched norms.
Caregivers who decide to institutionalize and caregivers who
continue home maintenance are both highly conscientious and
agreeable, so that these traits will not predict

institutionalization.
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Method
Subjects

This study examined a sample of 213 caregivers of
dementia outpatients and their dependents. Both male and
female caregivers of patients who were being maintained in
the community with varying levels of impairment and varying
degrees of success were included in the study. Some patients
were successfully being maintained at home by relatives with
only routine medical care. Other patients received
supplementary home care, and others were on waiting lists for
permanent institutional placements.

Participant referrals were obtained through agencies
located in Montreal and Quebec City (Appendix A). Referring
agencies were mainly hospitals, day-care centres, CLSC's and
the Alzheimer's Society of Montreal. These agencies provided
a sample of caregivers and patients from a full range of
socioeconomic levels and a variety of backgrounds.

The following criteria were used to select the dementia
patient and their caregivers as suitable for inclusion in the
study:

l. A primary caregiver was identified who was a relative
of the patient and who had the responsibility for providing
regular and essential care and support;

2. The patient had received a medical diagnosis of
Alzheimer's Disease or dementia associated with multi-infarct

stroke or had a dementia whose etiology was unknown;
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3. The patient's residence was in a private home within
the community or the patient had been institutionalized for
less than one month;

4. The patient had no additional pnysically immobilizing
or life-threatening medical conditions.

Participants were interviewed and assessed, either in
English or French, in their homes at a time convenient to
them by a trained research assistant. Caregivers were
interviewed and completed a battery of standard psychological
measures during one or two test sessions, requiring a total
average time of approximately one and one-half hours.
Patients were assessed by a clinically-trained research
assistant, using a mental status exam which evaluated the
progression of the dementia and the cognitive functioning.
The average time of patient assessment was about twenty
minutes and varied according to the degree of impairment.

The initial consent of participants was obtained from
the caregivers in one of two ways: a phone call originating
with the referring agency or a mailed printed cznsent form
sent out through the referring agency. Explanations of the
goals of the study and a brief overview of the information
required from participants were provided to the caregiver
when the research assistant telephoned to arrange the home
appointment. Additional written consent was obtained at the

beginning of the home meeting (Appendix B).
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The crucial dependent variable was the caregiver's
decision to institutionalize or to maintain home care
(hereafter referred to as ‘decision'). Near the beginning ut
each caregiver interview, caregivers were asked if they
planned to continue to maintain the patient in the community
or if they planned to seek to institutionalize the patient.
The question was repeated near the end of the interview to
ensure that the test and interview process did not influence
that decision. 1In three cases, the caregiver's decision to
continue home maintenance or to institutionalize was changed
during the course of the caregiver assessment. Two changes
in ‘decision' were made in the institutionalization'
direction, while one change was in the home maintenance
direction. These three participants were deleted from the
study, leaving 210 remaining participants.

When asked for the decision concarning home maintenance,
the caregiver was instructed to assume that desirable and
appropriate facilities would be available, so that the
decision either for home maintenance or institutionalization
primarily reflected the caregiver's assessment of his or her
own contingencies instead of concern about the availability
of adequate institutional facilities. This procedure was
followed to avoid confounding the participant variables

with health resource variables.



Caregiver Assessment

A number of newly developed measures were selected to
assess the caregiver variables. The measures selected were
based largely upon the recommendations of Zarit, Orr and
Zarit (1985). These scales were not available in French and
were translated and tested (Gold and Andres, in progress,

1987-1989) on a pilot sample of caregivers.

1. Standardized Interview

The caregivers were given a standardized interview
(Appendix C) to gather basic caregiver and patient
information. The Interview collected demographic, family
and social data: age, sex, socioeconomic status, employment
status, education, income, relationship to the patient,
living arrangements of the patient and marital status.

The Standardized Interview contained a Community
Services Interview and a Pleasure Activities and Hobbies
interview. These two were developed for an ongoing caregiver
study in Toronto (Shulman, Gold, and Cohen, in progress,
1986~9). Using the Community Services Interview, caregivers
were asked to state what social services they have used, the
frequency of use, the outcome of this usace, and the services
they would like to see improved or created to assist with
their unmet needs. The questionnaire lists 18 types of

community services.
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The Pleasure Activities and Hobbies Interview served to
assess caregivers' hobbies and leisure activities. 1t asked
about the kind and freguency of leisure activities,.

In order to assess the quality of the relationship of
the caregiver and the care receiver prior to the onset of the
illness, the past Social Interaction Questionnaire (Gilleard
et al, 1984) was also included in the Standardized Interview.
This scale has been found to correlate with the caregiver's
degree of distress and the decisions of caregiving wives to

institutionalize their husbands (Zarit, 1983).

2. Perceived Social Support Measure

The Social Support Questionnaire (Appendix D; Sarason,
Levine, Basham & Sarason, 1984-5) messures degree of support,
comfort and advice received by the caregiver from friends and
family. It indicates the kind and number of supporters of
the caregiver and the degree of caregiver satisfaction with
each. Test-retest reliability coefficients of .90 and .43
have been reported for availability of and satisfacticn with
social support, respectively. Scores on the scale have been
found to be significantly negatively correlated with
depression, anxiety, and neurotic symptoms and positively

+ orrelated with happiness.
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3. Perceived Patient Problems Measure

The Memory and Behaviour Problem Checklist (Appendix E;
Zarit, Orr & Zarit, 1985; Zarit, Zarit and Reever, 1982;
Zarit, Reever and Bach-Peterson, 1980) evaluates the
caregiver's subjective perceptions cof the patient's memory
and behaviour problems. This checklist was developed
specifically for caregivers of dementia patients. It
determines the caregiver's estimate of the frequency of the
problem behaviours and also the extent of the caregiver's
emotional reactions to each of the problem behaviors
displayed. Increased numbers of behavioral problems
exhibited by the patients were found to be highly correlated
with caregiver burden (Ferris, Steinberg, Shulman, Ka.n, &
Reisberg, 1985; Teri, Larson, & Reifler, 1988). The scale is
comprised of 28 items covering problems and behaviors that
caregivers are likely to encounter on a day-to-day bhasis.
Caregivers are asked to indicate how frequently each problem
has occurred over the past week. Responses range from
0= "'never occurred' to 4='occurred daily or more often'. The
reaction rating assessed the degree to which each problem
bothered the caregiver and ranged from 0="not at all' to
4="extremely'. The scale is reported as correlating with
duration of illness and patient impairment in terms of

activities of daily living.
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4. Caregiver Health Measure

The General Health Questionnaire 28 (Appendix F;
Goldberg, 1972, 1978, Goldberg and Hillier, 1979) is a 28
item version of the General Health Questionnaire, North
American edition, used for research purposes. The General
Health Questionnaire was originally designed for use wvith a
normal population for the screening of psychiatric disorders,
focusing on two major areas: inability to carry out normal
functions and the appearance of new and distressing sywptoms.
In its screening function, the questionnaire correctly
classifies B89% of general practice patients. The 28-item
version contains four scales which yield four scaled scores:
somatic symptoms; anxiety and insomnia; social dysfunction;
and severe depression. The two scales used in this study are
somatic symptoms (items 1-7 inclusive) and social dysfunction
(items 15 - 21 inclusive). The use of the anxiety and
depression scales was decided against 1in order to avoid a
possible confound with the measure of neuroticism, which alsw
contains anxiety and depression scales.

The Somatic Symptom Scale asks about general health
complaints. It taps the overall degree of subjective feeling
of somatic well-being. It may reflect some cbjective health
problems in this study's elderly population as well as
unwarranted or exaggerated health complaints more closely

related to emotional difficulties.
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The Social Dysfunction Scale inquires about the
respondent's self-evaluation of general ability to function
successfully in fulfilling role demands within the community
at large. Presumably, the caregiver who is having difficulty
in ‘managing' with ordinary functioning may be experiencing
emotional dysfunction which will inhibit the ability to
function as a caregiver.

The General Health Questionnaire is based on a factorial
validity study of 5000 patients. Scores have been found to
correlate significantly with clinical assessments of
psychological health. The GHQ has also been shown to be a
good measure of health problems related to the stress brought
about by the responsibility of caring for a demented relative
(Gilleard, et al, 1984).

Test-retest reliability coefficients for the GHQ are
reported at the .75 level. Split-half reliability at the .92
level. Validity in an earlier GHQ version, containing 30
1tems, for the screening of general practice patients, is at

the .77 level.

5. Perceived Stress Measure

The Burden Interview (Appendix G; Zarit et al, 1985;
Zari1t, Zarit and Reever, 1982; Zarit, 1983; Zarit, Reever and
Bach-Peterson, 1980) assesses the stress or burden
experienced by the caregiver. It is a 20 item guestionnaire

on which caregivers rate, for each item, the extent of their
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feeling of burden. The range of responses extends from " not
at all' to “extremely'. A total score is obtained by summing
the items endorsed.

The Burden Interview examines the extent of burden that
caregivers experience: it has been found to correlate highly
with patient institutionalization (Deimling and Bass, 1Ydu;
Eagles, Craig, Rawlinson, Restall, Beattie & Besson, 1987;
Gilhooly, 1984). Burden also correlates with social support
and problem behaviours (2arit, Todd and Zarit, 1986).
Adequate reliability and validity were reported for this

test.

6. Caregiver Personality Measure

The NEO Personality Inventory, abridged (Appendix H;
Costa and McCrae, 19B5) was used to evaluate the selected
caregiver personality traits. The NEO Personality Inventory
is the only instrument based on the five-factor personalit
theory which also been validated for use with the full adult
age range for individual prediction. It therefore has
psychometric properties which suggest its suitability for use
in this study whose aim is to scrutinize various traits of
adult caregivers of all ages in terms of possible effects on
burden and on the decision concerning institutiovnallzation.

The NEO Personality Inventory has a tcotal of twenty-
three scales (Figure 2) which measure five global perscnality

characteristics or domains, and eighteen facets or traits
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within domains. The five global personality domains are:
neuroticism, extraversion, openness, agreeableness and
conscientiousness.

As previously described, four NEO domains were chosen
for scrutiny in this study: neuroticism, extraversion,
agreeableness and conscientiousness. Global ratings were
obtained for agreeableness and conscientiousness. For each
of neuroticism and extraversion, &n estimated global rating
was obtained using four out of the six available scales or
facets for each of those domains. Ratings were also obtained
for each of the four facets within neuroticism and
extraversion. For neuroticism, the four facets measured
were: depression, anxiety, hostility and vulnerability. For
extraversion, they were: warmth, positive emotions,
gregariousness and assertiveness. As the caregiver interview
and tests were lengthy and many caregivers were elderly and
heavily burdened, the other dcmains and facets of the NEO
were not included in the study.

To complete the NEO Personality Inventory, caregivers
were asked to rate themselves on each of 101 items. The
range of responses varied on a five-point scale, from
"strongly agree” to "strongly disagree".

Test-retest reliabilities for the NEO Personality
Inventory range from .86 to .91. Convergent and discriminant
validity with the Eysenck Personality Inventory (Eysenck and

Lysenck, 1964) is between .44 and .75, and with the Guilford-
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Zimmerman Temperament Survey (Guilford, Zimmerman and
Guilford, 1976), between .30 and .60. Consensual validity
ranges from .45 and .72 and provides evidence of similarity
of self-reports with ratings by external observers. The NEO
has been validated for use with an older population for

individual prediction.

Patient Assessment

Basic demographic and background data were collected for
the patient, including age, sex, education, socioeconomic
status, past employment and marital status. ‘The Diagnostic
and Statistical Manual of Mental Disorders (DSM I11-R, 1987)

diagnosis was obtained from the referral agency.

Mental Status Measure

The Hierarchic Dementia Scale (Appendix 1; Cole, Dastoor
& Koszycki, 1983; Dastoor & Cole, 1983, 1985-1986) was used
to assess the severity of the dementia. Thic scale is based
on the hierarchical nature of functional decline following
Piagetian concepts in reverse. The instrument has 20
subscales measuring various aspects of cognitive functiong
such as orientation, memory, praxic and gnostic abilities,
and language and motor abilities. Sccres on each subscale
range from 0, indicating ‘poor functioning', to a score of

10, meaning "no impairment'. The Hierarchic Dementia Scale
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is administered to the dementia patient verbally. It is the
most detailed of all available validated tests for assessing
dementia.

The test has good test-retest rvreliability (.84) and
inter-rater reliability (.89) and correlates well with other
assessments of dementia. Concurrent validity with the
Blessed Dementia Scale is .72, (p<.001), (Robinson, 1961) and
with the Crichton Scale, .74, (p<.00l1), (Dastoor & Cole,

1983). The alpha coefficient of internal consistency is .97.
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Results

The data analysis for this study uses two basic methods,
discriminant function analysis (DFA) and path analysis (PA).
The details of the requirements for DFA and PA are discussed
in Appendix J. Two participants who were found to be
outliers (Tabachnick & Fidell, 1989) were eliminated firom the
study, leaving a total N of 208.

The DFA is used to determine membership in either the
group making the decision to institutionalize the patient or
the group deciding to maintain the patient at home.
Discriminant function analysis indicates which participant
variables are important for prediction of the decision.
Questions of causality are not answered in this particular
analysis, as the assignment of cases in groups in this
project is not random.

Path analysis is a causal model procedure which 1s used
to test the applicability of the obtained data to the
personality model generated in this project. The method of
PA in this study is that of a series or stages of ordinary
least squares multiple regression analyses (Pedhazur, 1982).
At each stage, a variable taken as a dependent variable 15
regressed on the variables upon which it 1s assumed to
depend. The relations among the variables are examined to
determine whether the data are consistent with a specified
set of structural relations among variables (Salthouse,

Kausler and Saults, 1988).
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Path analysis enables the decomposition of effects to
provide an estimate of the relative magnitudes of the direct,
the indirect and the total effects of caregiver personality
tra.ts on burden and health complaints. Hypotheses are also
tested concerning the effects of the caregiver's personality
traits on intervening variables such as the reactions to the
patient's problem behaviors. Information concerning indirect
effects serves to indicate the proportional contribution of
each intervening variable. 1In this model, the predicted
indirect effects are through the influences of the
caregivers' appraisals of their reactions to patient
behaviors, their appraisals of satisfaction with social
support and their appraisals of the burden of caregiving.
The two exogenous personality variables, neuroticism and
extraversion, are the ‘givens which cannot be decomposed.

The path coefficients are the standardized regression
coefficients (Betas) obtained in the ordinary regression
analysis. The Beta is the regression weight obtained when
the scores are standardized prior to the regression analysis
and indicates the expected change in the dependent variable,
expressed in standard scores, associated with a one standard
deviation change in an independent variable, while holding
the remaining variables constant. The path coefficients are

the important parameters in a path analysis model.
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PA requires an a priori theoretical model specifying the
hypothesized relationships between the predictor and
criterion variables. It then evaluates the adequacy of a
model, and can use non-experimental data to test the model
and improve it (Kline, Kantor and Robin, 1987). Such a
procedure may help generate a more precise theoretical
framework. The improved model can help to guide program
planning, modification and implementation.

To the extent that the data in a study are found to be
characterized by a model, the model receives support. One
can then conclude that the underlying theory or reasoning in
generating the model has received support. If only parts of
the model are found to be consistent with the cobserved data,
then the model receives commensurate limited support. If few
or no parts of the model are found to provide a reasonable
fit to the data, then explanations must be provided and other
solutions must be sought. Doubt is cast on the theory or
logic underlying the model and questions are asked concerning
the interpretation of previous findings supporting the model.

The procedures of path analysis thus allow investigation
of the viability of this study's model and its parts; for
instance, the prediction that the path coefficient between a
caregiver's level of neuroticism and the caregiver's
appraised burden is not equal to zerc. In order to calculate

a path coefficient, an equation is constructed consisting ot
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the variables upon which it is assumed to be dependent, along
with a term representing residuals or other variables not
under consideration in the model.

As in discriminant function analysis, it is difficult
to strongly infer causation in path analysis since this study
is a non-experimental field study in which variables were
neither manipulated or randomized. A causal explanatory
scheme is tentatively arrived at on the basis of the related
past findings, theoretical formulations and logical analysis
offered as explanations by the researcher in formulating the

model rather than on the basis of the data (Pedhazur, 1882).

General Preliminary Analyses

Before the calculation of the cenctral analyses, the DFA
and the pPA, preliminary analyses were performed. MANOVA,
followed by ANOVA, were computed to specify the differences
between the Anglophone and Francophone participants. No
significant differences were found between Anglophones and
Francophones on any of the variables in the study, with the
exception of age. Anglophone caregivers and care receivers
were 7.3 and 4.3 years older, respectively, than their
Francophone counterparts. On the basis of the analyses,
anglorhone and Francophone subjects were judged toc be, on the
whole, similar, and were combined for all data analyses. Age
~vas not a significant predictor in any of the subseqguent

analyses,
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Prior to analysis, MANOVA followed by ANOVA were also
calculated to specify the differences between those
caregive! 3 whose dependents were assessed for dementia and
those caregivers whose dependents were not assessed for
dementia. All of the patients had been medically diagnosed
prior to their acceptance for participation inr the study.
However, in 22 cases, the Hierarchic Dementia Scale
assessment of the patient's functioning was not performed
during the study. In these cases, the caregiver typically
refused the assessment on behalf of the patient because of
anxiety that the assessment woulrd upset the patient.
However, those caregivers who refused to allow theair
dependents to be assessed were not significantly di.ferent on
the ANOVA from caregivers who did permit the patient
assessment either in terms of neuroticism, whicn contains
anxiety, or extraversion, which includes assertiveness. HNo
significant differences were found between those caregivers
whose dependents were assessed and those whese dependents
were not assessed on any other variables in the study. On
the basis of these findings, the two groups were judyges to bLe
similar and were combined for further data analysiw.

Another preliminary analysis was tne computation ‘.t
cross-tabulations to specify the relaticnship ¢f the
caregivers to the patients. The caregiver-patient

relationship as spouse or child was compared te the



caregiver-patient relationship as being of the same sex or of
the opposite sex. The cross-tabulations showed that the
overwhelming majority of same-sex caregivers were children of
the patient, while almost all opposite-sex caregivers were
spouses. On this basis, the spouse-child relationship
measure was retained in the study and not the same-sex or
opposite-sex variable.

T-tests were performed to compare the caregivers' mean
personality scores to the population means, as estimated from
NEO Personality Inventory norm means. No significant
differences were found, indicating that the caregivers' mean
scores for neuroticism, extraversion, agreeableness, and
conscientiousness are within the average range. The fact
that caregivers' agreeableness and consc.entiousness are
within the average range is contrary to the study's
expectations that those who consent to be caregivers are
particularly aygreeable and conscientious individuals.

Finally, difterences in conscientiousness and
agreeableness between spouse or child caregiver was analyzed
by an ANOVA. It was reasoned that spouses and children who
are caregivers could {iffer in terms of conscientiousness and
agreeableness. However, nc significant differences were
found between spouses and children, and spousal and child

caregivers were analyzed together.
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Caregiver Profile

Table 1 shows the means and standard deviations for the
major variables in the study, based on the 208 participant
pairs who remained in the study after deletion of the three
participants whose decision was uncertain and the two who had
extreme scores. Of these caregivers, 70% are f{emale and 30%
are male. The primary caregiver has been looking after the
patient for an mean of 3.2 years with a range of one month to
16 years. For the caregiver, the mean age 1s 63.10 years and
the mean educational level is 11.0 vears. Sixty percent of
the caregivers are spouses, 28% are children, 5% Zre

siblings, and 7% are other relatives.

Patient Profile

Of the sample of 208 care receivers, 60% are females and
40% are males. A mean total score of 135 on the Hierarchic
Dementia Scale (Dastoor and Cole, 1983) indicated that the
majority of the care receivers included in the stu-y are
moderately impaired. The patient's mean age 1c /%.16 year:.
and mean educational level is 9.3 years. 1In this sample, 924
of the patients are diagnosed as having senile dement:a of
the Alzheimer's type, 7% from dementia associated with multi-
infarct strokes, while, in 1% of the cases, the etiolugy of

the patients' memory problems is unknown.
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The DFA: Determinants of the Decision

A preliminary DFA was performed in order to eliminate
some of the variables which did not contribute or contributea
minimally to the prediction of group membership regarding
future caregiver plans (Appendix K). Following the
preliminary DFA, the main DFA was performed to specify the
most parsimonious set of variables underlying the decision
concerning future caregiver plans and to test the hypotheses
that neuroticism and extraversion predict the decision re
institutionalization. A two-group direct entry discriminant
function analysis was performed on the subj)ects for whoum
complete sets of data were available. Of the original 208
cases, 85 were dropped from analysis owing to missing data on
one or more variables. The results of ANOVA 1ndicated that
missing data were randomly assigned over groups and
predictors. For the remaining 123 cases retained, 96 were
‘maintain' caregivers and 27 were ‘institutionalize'
caregivers. The subject:variable ratic was &:1 and the
sample size of the smaller group exceeded the number of
variables, as required for this analysis (Tabachn:ick and

Fidell, 1989).
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Table 2 presents the means and the standard deviations
for the variables in the DFA. Table 3 presents the
intercorrelations among variables in the study and the
significance of the coefficients, using the Bonferroni
procedure of adjustment for large numbers of
intercorrelations. Some of the pocled within-group
correlations in Table 3 reach statistical significance at the
.05 level after the Bonferroni procedure. Contrary to the
expectation in the study, extraversion does not correlate
with frequency of use of social services. Because the
emphasis here is on the combination of persconality together
with caregiver, patient and demographic variables, only those
correlations involving personality variables or personality
variables along with caregiver, patient or demographic
vatiables are highlighted. Among the personality predictors,
three neuroticism correlations are statistically significant
when tested individually. There are significant
telations.ips between neuroticism and health complaints (r
=,32), prior patient-caregiver relationship (r=-.26) and
burden (r=.26). Caregivers who score higher in neuroticism
are more likely to view the prior relationship with the care
recelver negatively, to appraise their health less favorably
and to feel highly burdened by caregiving. There were no
significant relationships between the other personality

variables and the other variables in the study.



66

Tadble 2

The Main Discriminant Function Analists- Means and Stangarg Devigtions

Group 1 Group ¢
Maintaan institutionslize
N=9% Na2?
Yarabile Mean (30) Mean (5D} (3D)
Neuroticism B2.63 (1491) 8841 ({1321) (1463)
Extraversion 106.90 (1040) 10159 (1286) (1115)
Agresapleness 5782 (v 1) 66 33 (578) 5 0d)
frequency of Proplem 4394 (18597 SdZa 1 1547) 1331
Senaviors
Reactians tg Praplem 2238 a1Tam 3604 (1230 1T
Eenaviors
Frequencyof Use of Sernces 8383 1o 337 13«3 (739 ‘o &l
Hesith Complstnts 1243 {n55) 1430 (49 (407
Suraen IV AT 4707 24 1e Tl
incorie 215 1a 230 3T (T udd) 1202
Palatiansmp to Panent 135 (&) I So (81 {39
Careqiver Educstinn 1089 (I73) 1237 (5323 (316
Lenath of Caregiving 33T 21 267 (1.81) (247
Level of Impsirment 13287 (43 81) 13876 (4178 ‘47 18)
Nccupanional Status Sodc (2420) 3855 (2028) (23 30)
Quaitty of Priar Reistionsip 43.36 (B8 13) 40 37 (854 (8 28)
Empioyment Statys 288 (1.10) 244 (1.12) IRIRRE

Relationship {1 = spouse, 2= other}

Employyment Status (| = empioyed. 2= not emploned;

Resctions 10 Probiem Benaviors (mgn score = more negahve reactions)
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Sixteen variables were entered in the DFA. The
variables were examined for their power to correctly classify
caregivers into the groups representing those planning
institutional placement and those planning to continue home
care. The personality variables entered were the caregiver's
personality traits of neuroticism, extraversion, and
agreeableness. The caregiver's conscientiousness contributed
minimally to the decision, which warranted its early deletion
from the study, and which is consistent with the study's
prediction that consciertiousness does not predict decision.
The central caregiver variables were the appraisais of the
frequency of occurrence of patient problem behaviors and of
the reactions to them, the frequency of the use of community
services, the level of appraised burden 1n the caregiving
situation and somatic health complaints. The demographic and
background variables retained for entry into the DFA were:
the caregiver's socioeconomic status, employment status,
education, relationship to the patient, quality of the prior
patient-caregiver relationship, length of caregiving 1n years
and the patient's level of impairment as 1ndexed by the HDS.
A variable common to both the patient and the caregiver,

their combined income, was alsc entered intc the DIFA,
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The DFA produced a significant 16 variable function
(Canonical Correlation=.57.16, Wilks' Lambda=.67,
52(16df)=44.70, p<.001). This function correctly classifies
83.74% of cases into their respective groups, which indicates
reliability of the function in separating the group of
caregivers who are determined to maintain their dependent at
home from the group of caregivers who have decided to
institutionalize. The discriminant function is somewhat more
successful in correctly classifying the ‘maintain' group
(84.4% correct classification) than the “institutionalize'
(81.5% correct classification) grounr.

Table 4 reports the details of the discriminant function
analvsis. As can be seen in this table, seven of the
variables add significantly to the function and 3 variables
approach significance. The table reports the loading or
structure matrix, which indicates the correlations between
the discriminant function and the 16 discriminating
variables, in descending order of magnitude of correlation.

Variables having loadings of .30 and above in the
loading matrix are called primary predictors (Tabachnick and
Fidell, 1989) and are the important determinants in the
function. Such variables are statistically significant as

well as having relatively high loadings.
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Table 4

The Main DFA Coefficients andloading Mat~ix (N=1°3)

Yeriable Structure Matrix Stangargized Discriminant
Function Coefficient

Burden -.64 - Sgem~

++Reactions to - 50 - 37ran
Patient Problems

Frequency of -.44 KON skt
Behavior Problsms

income -33 - Q7>
Frequency of Use - 33 -~ 49*%
of Services

Extraversion .29 .39
Health Complaints -.28 20*
- Relation to Patient -.2< - Q4@
+«+Employment Status 23 £2@
Quality ot Prigr oz 0p@
Relationship

Caregiver Education -22 -1
Caregiver Neuroticlsm  -.20 06
.engtn or Caregiving V7 M
Agreeableness 12 11
Occupetional Status 0z 51
Patient Level -~ 01 20
of impairment

@ pe10

* p<0S

¥* _Q<.O’

%9 _Q<00 1

+ Reletionship ( 1 =spouse, 2=0ther)

. Employment Status ( | =empioyega; 2=not emploved)
+++ Reaction to Prodiems ( High score=negative resction)
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The personality domain of agreeableness is not
significant and is not a primary predictor of the "decision',
having a loading below .30. Neuroticism, like
agreeableness, contributes to the overall prediction, but
does not reach significance. The extraversion variable does
reach significance and predicts 'decision', as expected,
though it is not a primary predictor as its matrix loading of
.29 1s just under the suggested .30 cut—off point for primary
predictors.

The most important significant primary predictors are
the caregiver's appraisal of burden and the caregiver's
reactions to the patient's problem behaviors. Those
caregivers who decide to maintain the patient within the
community react less strongly to problem behaviors of the
patient and feel less burdened by caregiving than those who
decide to institutionalize.

The other central variables which are significant and
are primary predictors in the discriminant function are the
f requency of patient problem behaviors, the frequency of the
use of social services and income. More problems, greater
use of social services and higher income predict the planning

of institutionalization.
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The caregiver's health complaints and the degree of
relation to the patient are also predictors which are
significant or approach significance, though they are not
primary predictors. Caregiver employment status, quality of
the prior patient—caregiver relationship and length of
caregiving approach significance. Income is the sole

demographic factor which is a significant primary predictor.

DFA on the Follow-Up Data

An additional DFA was performed, using telephone
interview follow-up data, to provide a check on the results
of the main DFA. The brief follow-up telephone interview
with the caregivers was conducted after an average delay of
6.3 months following the home interview and testing. 1In the
telephone follow-up, caregivers were asked if the patients
were still being maintained at home, 1f they had been placed
in institutions, or if placement was planned but not had yet
taken place. It was determined whether on not caregivers had
remained firr in their original plans either t¢ maintain the

patient at home or to institutionalize.
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The follow-up DFA was computed for its power to
correctly classify the caregivers reached in the follow-up
telephone interview into two groups: those caregivers who
remained firm in their original decision to maintain the
patient at home (persistent maintainer, N=60), and those
caregivers who remained firm in their original decision to
institutionalize (persistent institutionalizer, N=12). It
was also determined whether classification in these two
groups would mirror classification in the 'maintain' and
‘institutionalize' groups. The ‘persistent
ma:ntain' group was taken as analogous to the original
‘maintain' group:; the 'persistent institutionalize' group to
the original ‘institutionalize' group. There were
insufficient participa~:ts in the follow-up sample to permit
the analysis of other aregivers who did not persist in thear
original decision, but rather changed their minds about
either insticutionalization or home maintenance.

Starting with the 16 variables used in the main DFA, it
was possible to delete 6 variables with non-significant
values in a preliminary DFA of the follow-up data (Appendix
L), 1including agreeableness. The 10 variables entered into
the follow-up DFA were: neuroticism, extraversion, frequency
of patient problem behaviors, reaction to problem behaviors,
frequency of use of social services, burden, health
complaints, caregiver education, income and patient

impairment level.
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For the follow-up interview, 107 of the original
participant group could be reached by telephone. Thirty-five
of these cases were dropped from analysis owing to missing
data. The results of ANOVA indicated that missina data were
randomly assigned over groups and predictors. Por the
remaining 72 caregivers, 60 were ‘persistent' maintainers'
and 12 were ‘persistent institutionalizers'. The
subject:variable ratio for the follow-up DFA was 7:1 and the
number of subjects exceeded the number of vdariables in the
smaller group.

For the follow-up differential function, the 10
variables entered into the analysis produced a significant
function, (Canonical Correlation=.52, Wilks' Lambda=.73,
52(106f)=20.71, p<.02). This function correctly classifies
80.6 % of cases into their respective groups, which 1ndicates
reliability in separation of groups. The follow-up function
separates the group of caregivers who persist in their
decision to maintain their dependent at home from the group
of caregivers who remain determined to institutiocnalize. The
follow-up discriminant function is somewhat more successful
in correctly classifying the “institutionalize' group (B8Z2..4%
correct classification) than the ‘maintain' (80.0% correct

classification) group.
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Table 5 reports the means and standard dcoviations of the
follow-up DFA and Table 6 reports its details. Table 6 shows
that, of the four personality variables, only extraversion
and neuroticism are retained in the significant function.
Neither variable makes an independently significant
contribution to the function or is a primary predictor in
that function. The same four central caregiver variables as
in the main DFA are the ones that do add significantly to the
function and also are primary predictors. The most important
of these four variables is the caregiver's appraisal of
burden. The other three significant variables are the
frequency of the patients' problem behaviors, the reactions
of the caregivers' to the problems and the frequency of the
use of services. As in the main DFA, caregivers who perceive
patients as highly problematic, who have stronger negative
reactions to patient problems, who use services more
frequently and who feel more burdened are more likely to
institutionalize. Unlike the main DFA, income is not a

particularly strong variable in the follow-up DFA.

2ttty g oo 3+ TP *F 2367 7 € 57 7 O S P ——
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Table 5

The =ollow=-yc DFA- Means and Standard Deviations

Group ! Groud 2 Totlal

Maintain Institutionalize

N=50 N=12 N=7T

Variable Mean (8.0) Mean (3.0 Mean NS

income 24504 (18,8CH) 2C,0ES (28800 28287 27 Qee
~=Assessment 13413 (48 72) 128 7% (4G CE) 1227 LI 0T
of impairment
Extraversion 166 50 (1028) 10208 11270 10T T Tz
Frequency of C70 (baa A £ Tas 1sAa,
Jse of Services
Caregiver 1es (387) 1200 (652 = < a5
zeoucation
~Reactions t¢ 21 EZX (1696) 3408 (&) 2 &t Tle R
Patient Problems
Fregquency of 40,27 (1848 S175  (10.28) 270 F TED
Benavior Proplems
Neuroticism 8263 (1712 EEOO (1222 zez £ 4E,
Healtn 1245 (4186) 1408 (SC2 27z (€22,
Burgen 2862 (1237 4575 (1179 71 G SRANY

+Reaction (High score = negalive reaction;
<+Assessment (Hi1gh-sccre = less impairment)
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Table 6

The Sollogw=-up NDFA- Coefficiante and Loaging Matrix (N=72)

variaoie Structure Matrix , Standardized Discriminant
Function Coefficient

Buragen g4 1.02%x

+ Reactions to 47 22
2atient Proplems

Frequency of a4 4S=
Use ofr Services

Frequency of 4] 20%
Benavior Problems

Extraversion -.2¢€ -CS
Health Complaints <o -37
Neyroticism 20 - 10
income - 13
Caregiver Zcucation 13 -34
Assessment of -10 =12

Patient Functiening

o p<CS
- p<.01
w2 OO

~Reactions to Patient Problems (Hign score = negative reaction)
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The Path Analysis

A path analysis was performed to test the model (Figure
3) and its concomitant predictions concerning personality.
Mean scores were substituted for missing values: the results
of ANOVA indicate that the missing data are randomly
distributed over groups and predictors.

A minimum of ten subjects for each variable 1n a model
ls a suggested minimum for path analysis. ‘This PA
subject:variable ratio is 35:1. The model is an
overidentified one; that is, some of the path coetficirents
are presumed to be equal to zero and are consequently deleted
from the model. The restrictions in the model concerning
paths are based on theory, previous findings and logic, as
already described.

Analyses performed prior to the PA indicated that the
demographic and background variables exogenous to the mudel
contributed minimally to the prediction of burden and health
complaints within the model (Appendix K). Therefore
background and demographic variables were not entered 1ntc
the principal analysis. The PA includes only the central

variables specified in the model.
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Path Analysis: The Direct Effects

Presented in Figure 4 and Table 7 are the path analysis
findings, including the estimates of the direct, indirect and
total effects of the variables at each stage of the model.
Correlations reported in Figure 4 are for the values of thia
analysis, which permits mean substitution of missing values:
these values are very similar to the ones reported in Table
3. As predicted, the neuroticism of the caregiver has
significant path coefficients, or coefficients approaching
significance, for all of its direct paths on succeeding
variables. Higher neuroticism predicts: the caregiver's
greater emotional reaction to the patient's problem behaviors
(B=.22, p<.0l); more health complaints (B=.2 p~-01); less
satisfaction with social support (B=-.13, p<.10) and
appraisal of greater burden (B=.11, p<.10). The more
neurotic the caregiver, the greater the reaction to problems
and the nore health complaints, At a weaker level approach.ng
significance, the more neurotic the careg:ver, the lews the
satisfaction with the social support from family and friends
and the more negative the appraisal of the burden.

On the other hand, contrary to the study's predictione,
higher extravirsion does not significantly affect any of the
model's lower-stage variables. In fact, the four direct
coefficients for extraversion are all at about .05, or less.
Such values ar~ considered to be close enough to zero to

warrant their exclusion from a model (Pedhazur, 1982).
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Table 7
Per i 11. P i r £ f{act

™

Path Description Direct Effect  Incirect Effect  Total Effect
Neuroticism 1o Satisfaction with Support -.13e - 13
Neuroticism to Reactions to Patient Problems .22%+ 22
Neuroticism 1 =ealth Compiaints 20%~ 10 30
Neurgticism {¢ Buraen e ' 26
Satisfaction with Support {g Buroen - 18% - 18
Satisfaction with Support 1o Health Complaints -.07 -0S -2
Reactions 0 Patient Problems 1¢ Burden Soxwe S8
Reactions to Patient Problems 1g 2C*- 6 40
mealth Compiaints
Burgen {2 Health Complaints A el 25
Extraversion i¢ Satisfaction with Support CS 0%
Extraversion {0 Resctions to Patient Frobiems o1 ¢!
Extraversion tg Health Complaints .0S Oi CI
Extraversion 1o Burden Cc3 -0 .2

@ <10
* 2¢< 0%
R- L 2 2( O’
L2 2 ] 2( 001

Tests of statistical élgmficance are for direct effects.
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A stage 2 variable, reacti:ons to problem behaviors, has
the strongest direct path within the model in its connection
wit: burden (B=.59, p<.001). The caregivers' reactions to
the problems also predict health complaints (B=.25, p<.0l).
The greater the caregiver's reactions to patient problems,
the greater the assessment of burden and the greater the
health complaints.

Satisfaction with social support, also a second stage
variable, shows less effect than emotional reactions to
patient problems. Higher satisfaction with social support

predicts the appraisal of less burden (B=-.18, p<.01l).

Path Analysis: The Indirect Effects

Table 7 shows that for burden, the indirect effect( .15)
of neuroticism is larger than the direct effect (.l1l), which
approaches significance. The indirect effect operates
through the satisfaction with suppo. , and particularly,
through the reactions to patient difficult behaviors. For
health complaints, the indirect effect of neuroticism is
smaller than the direct effect (.10), and is mediated by
reactions tc problem behaviour and by burden. Like the
direct effect, the indirect effects of extraversion on burden
are so small as to be negligible (~.01), as is the indirect

effect of extraversion on health (.01).
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Path Analysis: Overall Effects

The four-variable regression equation predicting burden
is significant (F=35.60, p<.0001). The amount of the
variance explained by the four variables predicting burden 1s
41.43%. Neuroticism, extraversion, reactions to problem
behaviors and satisfaction with support jointly account for
41.43% of the variance in burden scores.

The five-variable regression equation predicting health
complaints is also significant (F=17.65, p<.0001).
Neuroticism, extraversion, reactions to problem behaviors,
satisfaction with social support and burden jointly account
for 28.68% of the variauce in health conplaint scores.

The semi-partial correlation coefficients yielded by
each regression calculated i1n the path analysis cxpresses Lhe
unique contribution of the independent variable by
partialling out the variability from both the predictor
variable of interest and the dependent variable. It 15 a
useful measure of the importance of an independent variable.
The semi-partial correlation coefficients indicate that
neuroticism accounts for 1% of the variance in satistaction
with support, 4% of the variance in react.ons tc prebleme and
1% in burden. 1In turn, the reactions to prcblems account for
37% and satisfaction with support accounts for 5% of the

variance in burden.
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The semi-partial correlation coefficient between
neuroticism and health indicates that 4% of the variance in
health is attributable to the effects of neuroticism, 4% of
the variance in health is attributable to the reactions to
problem behaviors and 5% of the variance to burden. The
semi-partial coefficients between extraversion and burden and
between extraversion and health complaints are not
significant.

By examining the total effects, or Effect Coefficients
(EC), for each variable relative to the total effects for
each of the other variables (Table 7), it is possible to
identify which rariables have the greatest relative total
impact on burden and on health. This total effect is an
important indicator of the overall effects of a variable
(Pedhazur, 1982).

The emotional reactions to problem patient behaviors
(EC=.59) and neuroticism (EC=.26) have the largest total
effects on burden., As indicated above, the effect of
neuroticism operates through reactions to problem behaviour
rather than the satisfaction with the support.

The largest total effects on health are also by
reactions to problems (EC=.40) and by neuroticism (EC=.30),
and additionally, by burden (EC=.26). Thus, higher

neuroticism and, particularly, strong negative reactions to
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patient problems have a relatively high negative impact on
burden and on health. High burden, in turn, also negatively

impacts on health.

Path Analysis: Model 2

On the basis of the overall findings of the model, which
indicated considerable support for the effects of neuroticism
and virtually no support for the effects of extraversion, a
second model (Model 2; Figure 5) was postulated. Such a
procedure is considered justifiable as a strategy to yain
insight at an exploratory stage of reseaich (Pedhazur, 1982).
This study is exploratory in the sense that 1t is a first
attempt to study the caregiver's personality and its
influence on plans concerning institutionalization, and a
first attempt at formulating and testing a caregiver
personality model.

Caregiver extraversion and its paths were deleted in
Model 2 since extraversion had only minimal effects on each
of the two major criteria variables, burden and health, and
on the other variables. All of the path coefficients for the
direct paths of extraversion were close tc or less than .05,
which is suggested as i1 cut-off point for theo:y trimming
(Pedhazur, 1982). All of the paths leading from neurcticism
in the overidentified first model were retained as they al:
reached or spproached significance. The second model is also

an overidentified model.
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Directions of tnfiuence Stage
Neurot1c1sm L
i ;
Satisfaction with TSy Reactions to .2

Social Support Datient Proplems

s
.
[%

N\

Heatth Complaints

Personaiity Mogel 2 - Timmed Mode! How Neuroligrsm May
influence Burgen ang Health Compiaints

fBqure S
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A path analysis of Model 2 was calculated to examine the
relations among the variables to determine whether the data
are consistent with the specified set of structural
relations. The results of the second path analysis are
illustrated in Figure 6 and Table 8.

As might be expected, the results are very similar to
those for neuroticism in the first path analysis. In Model
2, almost all of the postulated paths have coefficients that

are significant or that approach significance.

Model 2: Direct, Indirect and Total Effects

Table 8 describes the direct, indirect and total effects
of the path analysis of Model 2. As in the first model,
neuroticism has a small direct effect approaching
significance on burden (8=.09, p<.10). The indirect effect
of neuroticism on burden (.15) is larger than the direct
effect, making a relatively large total effect or effect
coefficient (EC=.25), with the intervening ‘reactions to
problems' variable having a heavy influence. The two
segments of the neuroticism-reaction-burden path are both
significant: similarly, the two segments in the neuroticism-

satisfaction-burden path are both significant.
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Directions of Influence Stage
Neurgticism 1
 0%e
(r=! gS) -|15=
(rg—.ls
. e ]L Satisfaction with Reaction to 28 e 2
* Socral Suppor? Patient Problems
- 18*=
(ri‘.21 ) Sgnes l
e 7& L 2Cp
2= (r= 45} -
Health Complaints 22 2 | 4
@ p<iC
* p<.CS
*=  0¢O]l
#0001
e=  resicual

Personality Mogel 2. Patn Coertricients, Cerreiationg Coefricients, anc
Resicuals (N=208)

Elmlcn 5



Table 8

Darsonality Mode! 2- Path Analvsis Direct ingirect ang Total £rrects

(N=208)

patn Description

Direct Effece

ingirect £ffect

Total Effect

Neuroticism £Q
Satisfaction with
Support

Neuroticism to
Reacions to Patient
Proplems

Neuroticism 40
Burden

Neuroticism o
Heaith Complaints

Satisfacion with
Support to Burgen

Satistaction to
Healtn Complaints

Reactions to Patient
Proplems to Burgen

Reactions to Patient
Problems tg Health
Complaints

8urden 19 Health

- 15%

.0%e

183

-18*—*

28360

=03

-.15

2!

<10
<03
<O
<001

pire
PO P P

Tests of statistical significance are for dgirect

errects.
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The direct path from neuroticism to health complaints is
also significant (B8=.18, p<.0l): the indirect effect through
satigfaction with support is .13, and the total effect is
EC=.31. Like the burden paths, the segments of the
neuroticism-health path are significant, including the
burden-health path (B=.26, p<.001 ). An exception is the
path leading from satisfaction with support to health
complaints, where the path coefficient does not reach
significance. The effects for satisfaction with support are
generally not as strong as for the other variables,
consistent with the deleticn of this variable in DFA
preliminary analysis as contributing only minimally. 1In
contrast, the reactions-health total effect is relatively
strong, with a total effect of EC=.40.

The relative magnitude of the first four total effects,
in descending order, is: the effect of reactions to patient
problems on burden (EC=.59), reactions to patient problems on
health (EC=.40), neuroticism on health (EC=.31) and burden on
health (EC=.26). It is interesting that high neuroticism,
elevated reactions to patient problems and high appraised
burden all predict health complaints. 1In sum, the level of
the caregiver's neuroticism affects both burden and health
complaints, in varying degrees, and burden also affects

health complaints. Also in varying degrees, neuroticism
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affects the satisfaction with support and the reactions to
problem behaviors, both of which, in turn, affect burden. The
reaction to problems also marginally affects health
complaints. Thus, the caregiver's burden and appraised
health are affected by neuroticism both directly and
indirectly.

However, in general, the magnitude of the effects of
neuroticism is relatively small, as might be expected
considering the nature of the two criterion variables, burden
and health complaints, which have multiple determinants. The
amount of variance explained by the significant three
variable equation (F=50.26, p<.0001) predicting burden is
41.6%. Neuroticism, reaction to problem behaviors and
satisfaction with social support jointly accounted for 41.6%
of the variance in burden scores. For health complaints, a
four-variable regression equation was significant (F=28.8,
p<.0001). Neuroticism, reaction to problem behaviors,
satisfaction with support and burden jointly accounted for

28.8% of the variance in health complaints.

Test of the Model

A Chi-square test was performed to test the goodness of
fit of Model 2 to the data. The chi-square test was not
significant for Model 2 (¥2(5)=1.63, p=.90"5) suggesting
that the model provides a good fit to the data obtained in

the study and a good characterization of the relations
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between neuroticism and the endogenous variables. This
finding is of interest as the chi-square test is extremely
sensitive when using large samples. When samples are large,
as in this study, significant findings, indicating poor fit
of the model to the data, are almost guaranteed (Pedhazur,
1982). On the other hand, Model 2 is a post-hoc design
derived from the present data, so that it is not particularly
surprising if the fit of the model to the data is good. An a
priori test of Model 2, using new data, is needed to more

definitively test it.
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Discussion

The results of this study are discussed with regard to
its three goals: the prediction of the caregiver's decision
concerning future caregiving plans by simultaneous
examination of many variables, with emphasis on the
personality predictors; the identification and testing of a
model describing a segment of the path to the decision to
institutionalize; and, the potential contribution of the
results in helping in the conceptualization of support
services which will render home maintenance of dementia

patients less onerous.

The Predictors of the Decision

A primary goal of the study is to further the
understanding of how the decision to institutionalize is
arrived at by examining the factors that influence the
decision. As hypothesized, the predicticn of the decision is
multidetermined, with the personality variables, neuroticism
and extraversion, playing their roles. Neuroticism affects
the decision directly and also indirectly through burden.

The results of the main DFA suggest that it is possible to
predict which caregivers are most likely to decide to
institutionalize and which are likely to decide to continue
home maintenance in about 84% of cases, by consideration of a

combination of 16 variables, including neuroticism,
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extraversion and agreeableness. Similarly, the results of
the follow-up DFAR suggest that, in about 80% of cases, ten
variables, including neuroticism and extraversion, are
important in determining which caregivers will persist in
their original plan, whether to institutionalize or to
maintain.

In comparing the magnitude of the effect of extraversion
with that of neuroticism on the caregiver's planning,
extraversion shows a slight edge. It is possible that
neuroticism would be more salient for the less consistent
~uregivers who changed their mind about persisting in their
original decision. Unfortunately, there was an insufficient
number of inconsistent caregivers (those who changed their
mind about their decision) to allow statistical analysis.
Further study of this issue is also suggested.

Nevertheless, as was predicted, neuroticism and
extraversion, and not conscientiousness, are the traits that
are salient in the “decision'. On the other hand,
agreeableness does marginally help determine the decision
though not the persistence in it. However, agreeableness 1%
among the least important variables among the personality and
other predictors. It is also less important than neurcticism
in predicting decision and may therefore be worth
consideration only in combination with other predictors tor

overall classification.
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The finding that caregivers are no more conscientious or
agreeable than most other people is contrary to expectation.
Perhaps caregivers deserve even more credit for assuming and
maintaining caregiving of dementia patients since they do not
have these enduring dispositions which might predispose them
toward that role. Perhaps some are constrained to become
careyivers by family, social and financial pressure as
indicated, for instance, by the fact that it is daughters and
daughters-in-law rather than sons who become primary
caregivers.

The four most important factors signaling a high-risk
situation in caregiving, in terms of both the original
decision and in persisting with the decision, are: the
caregiver's appraisals of the frequency of patient problem
behaviors; the reactions to the patient's problem behaviors;
the frequency of the use of social services; and the
appraisal of the level of burden in caregiving. The
caregiver who reports many problem patient behaviors, who has
a strong negative reaction to those problems, who uses many
social services and who complains of fe2ling heavily burdened
by caregiving is the caregiver who is more likely to decide
to i1nstitutionalize and who will probably persist in that

decision.
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Of these four variables, burden has the most effect,
closely followed by the emotional reactions to the patient
problems. Some possible explanations for this finding are
based on three approaches, the behavioral, the cognitive-
behavioral and the psychodynamic. Behaviorists might argue
that the caregivers' appraisals of burden and reactions to
problem patient behaviors are governed by the situational
contingencies at the point of planning to institutionalice:
the more frequent the difficulties, the greater the
likelihood that there will be a decision tou 1nstitutionalize.
A psychodynamic explanation would stress the internal
dynamics of the caregiver. Such an explanation might posit
that the feelings of burden and negative response to patient
problems become conscious prior to institutionalization,
while such negative affect was previously defended against.
The conscious expression of feelings of burden and
frustration with problems could help with the emotional
preparation of the caregiver to encourage himself or herselt
with what is typically a difficult decision to
institutionalize, a decision having complex emotional and,
likely, defensive ramifications.

The cognitive-behavioral approach would counsider both
internal and external continge:ncies of the individual
caregiver, and might stress ongoing cognitive appraisals as

governing the adaptive patterns of coping with stresscrs
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(Meichenbaum & Jerenko, 1982). The caregiver identifies
stressors and flexibly evaluates useful strategies for coping
with stress, adapting to the changing environmental demands
and personal needs. Adaptation may mean the decision to
institutionalize or the decision to maintain the patient at
home. For the decision to institutionalize, the caregiver
may evaluate the burden and his/her own reactions to the
problems as exceeding resources, which are depleted (Lazarus
and Folkman, 1984).

Whatever interpretation is preferred, it is interesting
that the subjective reactions to patient problem behaviors
have a greater magnitude of effect than the m're objective
variable, the frequency of patient problem behaviors. This
indicates the relative importance of the subjective versus
the objective factors, thus favouring cognitive and
psychodynamic rather than behavioral explanations.

The finding that the frequent use of social services
predicts the decision regarding institutionalization and
persistence in the decision is also of interest, and may
reflect the needs of the caregivers at a more difficult point
in caregiving just prior to "giving up'. Our sample of
caregivers report that they typically do not use social
supports ot agencies other than physicians, exce_ : at that
point just prior to placement. Such greater use of community

services probably reflects the seeking of outside help in
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effecting the institutionalization. This increased use of
social services may thus imply new and increased caregiver
needs rather than :eflect on ongoing social service
effectiveness in averting or delaying institutionalization
and enabling home maintenance. The effectiveness of a
service at this point may be in terms of an intervention that
has been highly successful in helping the caregiver to effect
a necessary and appropriate placement. 1 this is the case,
then the encouragement of the caregiver to heavier use of
services at earlier periods in the course of caregiving could
be equally effective, perhaps in terms of helping the
caregiver with his or her burden and in continuing home
maintenance, when desired. 1t may be worthwhile to
investigate why caregivers don't use services at earlier
stages of caregiving and to encourage the further development
of innovative, salient services for earlier stages, their
evaluation and the widespread dissemination of information to
caregivers concerning the existence of such services and
their entitlement to their use.

The increase and improvement of community-based services
is probably worthwhile in easing the burden of caregiving.
While the Lawton et al (1989) finding was that there were no
outstanding effects for even a well-designed respite care
program, which only delayed institutionalization for an
average of 21 days, they did find, like many others, that

caregivers consistently expressed satisfaction with the
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piogram. Similarly, the present study includes the scrutiny
of subjective sa'isfaction with social support, though, in
this case, support is from personal sources rather than £rom
social service agencies. The findings indicate that
satisfaction with support does ease burden, though i . does
not make any direct difference in placement. The easing of
burden is, however, an impor tant goal in itself, as burden
predicts the caregiver 's somatic health complaints and the
personal and social costs of health problems and complaints
must be considered. In addition, both burden and health
complaints predict the decision to institutionalize, which is
suggestive of the possible indirect, if not direct,
beneficial effects of satisfactory social service support.

Aside from the personal ity variables and the four
part icularly important high risk factors, other variables
influence both the caregiver 's decision and persistence in
it, and thus are worthy of particular consideration. Those
variables are: the caregiver 's health complaints, the
caregiver—patient income and the patient 's formally—assessed
level of functioning.

Health complaints may reflect real health problems,
particularly since many caregivers are older than the
population at large. Health complaints may also have a basis
1n emotional dysfunction. In either case, it is not

surprising that the caregiver who feels unwell is somewhat
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more likely to institutionalize. Health care services are
warranted to focus on the idiosyncratic health care needs of
caregivers, especially since caregivers are functioning
productively in society in assuming a burden which would
otherwise fall partially on the taxpayer.

A higher income also signals a slight increase in
likelihood to decide to institutionalize and to persist in
that decision. This finding is in contrast to the previous
findings which suggest that more income smooths the path of
home maintenance. However, both may be true, and furthe:
study is suggested to identify how more income may encourage
home maintenance and how it may also promote
institutionalization, depending on circumstances. For
instance, source of income may make a difference, and results
may vary depending on whether the caregiver, the patient, the
caregiver and the patient together or someone else is the
income source. Some caregivers in this study may have
benefitted from their role ir the sense that their income,
which depended on welfare, was supplemented by the
caregiver's pension which would have been forfeited if
institutionali zation took place. In any case, the findings
of this study suggest that, even in a country with a natijonal
health service, the greater the resources of caregivers to
make alternative suitable arrangements, tne more likely they

are to do so, particularly when more problems develop, more
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care is required, trained paid caregivers are scarce and more
personal rather than f£inancial help is needed. The greater
financial resources may then be diverted toward the effecting
of institutionalization, rather than in continued home
maintenance, so0 that higher income may partially reduce the
committment to home caregiving. Such placements may be in
private and expensive institutions, may be earlier in the
course of the dementia than could be made through government
agencies and may be ef fected more quickly than is usual when
applying to government institutions.

Patient impairment level also contributes somewhat to
prediction of the decision concerning institutionali zation.
Howewver, consistent with the general outlook in the
literature and in this study, the objective assessment of
level of patient functioning is far less important in
prediction than the relatively subjectiv~e appraisals of
frequency of problem behaviors and reactions to the problems.
The objective assessment of patient functioning determines
impairment, what the patient can't do, while the caregiver
appraisals are of the problem behawviors - what the patient,
unfor tunately, does. The decision to institutionalize is
predicted not so much by level of cognitive impairment as by
the caregiver's view of how extensive arnd how troubl ing

difficult patient behawviors are.
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Background and Demographic Variables in Decision

Thouyh some background and demographic variables have
been discussed, a few additional words on this topic are
warranted. It is worth emphasizing that this study, like
most others, failed to find impor tant effects for the
pat ient's age, sex or education in predicting
institutionalization. Rather, as already discussed, the
important factors are caregiver variables. Fifteen of the 16
key wvariables identified as contributing to the prediction ot
the decision are caregiver—oriented.

In terms of caregiver background variables, the number
of leisure pursuits of the caregiver does not make a
dif ference. Neither do cultural differences matter:
Francophone and Anglophone caregivers are comparable on all
relevant dimensions. Two variables that are signals of
impending decision to institutionalize, but are not signs of
per sistence in the decision, are a longer duration of
caregiving and a higher occupational status level. It may
initially appear surprising that duration of caregiving does
not have an even stronger effect, considering the continuous
deterioration of the patient and the depletion of resources
of the aging caregiver over time. However, longer—term
caregivers may be maintaining later-stage dementia victims
who are more immobile and are less aware. Such later-stage
pat ients may be beyond the stage where they are likely to

display the most troublesome kinds of behaviours such as
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aggression, wandering, paranoia and depression. Their
caregivers may thus have more control over the patient
activities and contend with fewer of the problem behaviors
which are predictive of the decision to institutionalize.
Supporting this supposition is the finding that there is no
significant relationship between duration of caregiving and
the frequency of patient problem behaviors, so that patients
do not display more problem behaviours as time goes by and
level of deterioration presumably worsens. As for higher
occupational status, it could be that occupational status
advantages helps to mediate access to the social service and
institutional system - the upper classes may know better how
to 'play the system' and may be more assertive in their
demands. At the same time, the relatively advantaged may
lose much by protracted caregiving; for instance, loss of
freedom to engage in productive, prestigious work, and loss
of freedom to travel, dine out, and generally enjoy the good
things in life they have attained. As well, the caregiver
with more formal education may also be somewhat more likely
to institutionalize, perhaps as a function of a wider
knowledge of the social service system and its institutions.
Wider education could also imply knowledge of entitlement to
use such services.

Finally, results of this study also suggest that the sex
of the caregiver as well as the caregiver's sex relative to

the patient's sex may not be particularly important factors
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in determining the caregiver's plans regarding
institutionalization. The relationship of the caregiver
(spouse or child) overlaps with the effects of the same-or-
opposite sex status of the caregiver. The difficulty in
caring for a person of the opposite sex, which has been found
in previous studies, may be an artifact of the situation that
many caregivers are spouses, spouses are more closely related
to the patient than other relatives, and those more closely
related to the patient find caregiving more difficult.
However, despite difficulty, spousal caregivers are less
likely to institutionalize their dependents, which probably
reflects a greater committment to the relationship, since
most of the spousal caregiving occurs within the context of
long—-lasting marriages. A more positive premorbid caregiver-
patient relationship was found to encourage the decision to
continue home maintenance. Spousal caregivers are less also
likely to be employed than other caregivers, and it is the
employed caregiver who is more likely to institutionalize.

The question of the relative importance of the three
variables, caregiver sex, caregiver's sex relative to the
patient's sex, and spousal versus other relationship to the
patient may be worthy of further study. However, on the
whole, it appears that some of the background and demographic
variables found important in previous univariate studies
largely or completely lose their salience when competing with

many other variables in multivariate analysis.
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Thus, combinations of patient, situational, and,
particularly, caregiver variables have been identified which
can predict quite well the decision concerning
institutionalization and persistence in that decision. The
remaining unpredictable aspects of the decision may reflect
the fact that the decision to institutionalize can happen
rather suddenly due to emergencies which are themselves
unpredictable. Participants in the study frequently reported
extraneous factors that suddenly disrupted the caregiving
situation, such as the illness of another close relative or
the physical illness of the patient.

The urgency of these situations may also, at times,
affect the impact of caregiver personality, either to enhance
or diminish the effects of these traits. On the one hand,
such emergency situations are likely to be ones which are
powerful, so that traits such as high extraversion, which is
found to favour home maintenance, could become less salient.
The situation may take precedence over the traits, as
specified by Kenrick and Funder (1988). On the other hand,
traits could sometimes become even more salient than usual in
times of emergency. For instance, the behavioral effects of
neuroticism could become more pronounced in emergency
situations if the more neurotic caregiver approaches his or
her limits in terms of emotional arousal, coping strategies

and adaptive resources. The study of the interaction between
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the caregiver's traits and emergency situations might be
rewarding in explaining why some emergencies result in

institutionalization, and others don't.

The Model: Neuroticism, Extraversion

In Burden and Health Complaints

The second goal of the study was the evaluation and
testing of the model designed in this study describing a
segment of the process toward institutionalization. There is
support for the trimmed model, as a whole, and support, in
varying degrees, for all of its predictions concerning the
negative effects of high neuroticism on burden and health
complaints, as well as on the reactions to patient problems
and satisfaction with support. It is not surprising that a
stable, powerful, negative, inner determinant such as
neuroticism negatively affects these subjectively-driven
appraisals and reactions.

The findings concerning the trimmed model, Model 2, are
also, in many respects, in accord with many of the findings
concerning the overall prediction of decision. For instance,
in both the model and the DFA, neuroticism has a limited but
significant place in prediction. Other areas of accord in
the model and in the more global prediction of decision are
the central positions of burden and the reactions to the
patient problems, while demographic variables are less

salient.
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Two of the five variables in the models, neuroticism and
health complaints, are not among the most important
predictors of decision to maintain or institutionalize, and a
third variable, satisfaction with support, is of minimal
importance in the prediction of ‘decision' and was eliminated
as a competing .ariable in preliminary analysis., Thus, the
model seems to be a good characterization of the dynamics it
describes, but it is limited to the exploration of only a few
traits in the gamut of variables, and some of them peripheral
ones, predicting decision. The findings in the model do
contribute to the personality-stress-health literature.
Findings indicate a negative effect of neuroticism on burden
and health complaints, which is consistent with the
literature more generally connecting personality, stress and
health. The present findings provide support for the
contention that high neuroticism negatively affects health
complaints via reactions to problems and burden. It is
possible that a pattern of excessive emotional responding
leads to excessive reactions to problems which influences
excessive experiencing of stress and burden. Burden, in
turn, has a negative effect on healih.

Finally, the finding that extraversion is not important
as a predictor of greater satisfaction with social support,
fewer health complaints and lesser degrees of burden is
contrary to the study's expectations. These findings are

consistent with another unexpected result, that the more
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extraverted caregiver does not use services more freguently.
It had been reasoned that the more extraverted caregivers
would be able to obtain more support from community agencies,
but the assumption that extraverts would be more at ease and
effective in dealing with community resources was not
supported. The fact that higher extraversion predicts home
maintenance is suggestive of a buffering effect of
extraversion which shelters the caregiver from some of the
stress and burden of caregiving. Though the results of this
study do not indicate how this effect might take place, the
results are helpful in indicating how the effect does not
take place. Extraversion does not help to buffer stress
through some of the intermediary processes which had been
expected to mediate chronic stress, satisfaction with
services, reactions to the patient problems and the frequency
of use of services.

The unexpected results for extraversion in the model
probably reflect limitations in its conception, which, as a4
first and exploratory attempt, did not have an extensive
empirical basis. Other extraversion models might be
postulated and tested, for instance, models specifying path:.
for extraversion buffering stress and burden via other
interactive intermediaries like satisfaction with support
from community agencies and support at the various stages of
caregiving and in a variety of crisis situations. Similarly,

the trait of agreeableness could be proposed as a stress
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buffer, and comcommitant models could be devised and tested.
Extraversion could be an intrinsic buffer inasmuch as
extraverts might be capable of gaining more joy in life even
in chronically distressing situations. As reported,
extraverts experience more positive affect (Bradburn, 1969)
and life satisfaction (Carp, 1985). Recent research
examining uplifts in caregiving as well as hassles founu that
patient characteristics predicted hassles, while caregiver
characteristics, involving positive appraisals or
perceptions, predicted uplifts (Kinney and Stephens, in
press). Perhaps caregivers are capable of perceiving and

appreciating more uplifts.

Contribution to Improvement of Services,

Directions for the Future

The third goal of this study is to contribute to the
improvement of services. The research does contribute,
indirectly, by indicating directions for future research, the
results of which could encourage debate to stimulate
application of findings for salient service design. This
study is only the first to examine the influence of the
caregiver's personality traits on the course of caregiving.
Its replication might include a clinical screening measure
for the assessment of emotional health in addition to a
somatic health measure to determine the possible effects of

personality on both emotional and physical health. More
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studies and longitudinal research are also needed to clarify
the role, degree and mechanisms whereby the caregiver's
personality affects the continued home care and the
institutionalization of the dementia patient. For instance,
due to the central position of burden in the decision to
institutionalize, it may be useful to focus on aspects ot the
caregiver's personality to clarify the differential etfects
of a variety of traits on various kinds and sources cf
stress. It might also prove enlightening to examine the
various themes of caregiving burden and of the decision
regarding home maintenance over time, in terms of the
interaction with the caregiver's traits at different stages
of caregiving. Such a study is now planned (Gold et al,
1989).

Also in terme of future directions, Zarit (1989)
stresses the need for multi-method approaches to measurement
rather than exclusive reliance on self-report. Many of the
measures used in this study and in the study of caregivers,
in general, rely on self-report. Self-report is helpful in
enabling the relatively economical collection of a large body
of data. However, the simultaneous study of many variables
by multi-method approaches, though more costly, may be
worthwhile in terms of obtaining confirming evidence ac wel
as for clarifying issues. Further exploration of the
existing measures commonly in current use in the study of

caregivers is also needed though the pressing needs of the
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caregiver preclude the luxury of waiting to test with
perfectly polished instruments. The measures used in this
study, for instance, to assess community services, patient
problem behaviors and burden, have been used successfully in
previous caregiver research. Nevertheless, the additional
investigation of the psychometric properties of these
measures, now in progress, is appropriate.

The findings of the study also contribute more directly
to the third goal of the study, to provide an improved
theoretical and empirical basis for interventions and
programs to support caregivers. As these results are based
on a large heterogeneous sample, including Francophone and
Anglophone caregivers and dementia patients at all levels of
functioning, they are widely generalizable in terms of
potential use in improving caregiver service.

It is imporcant to identify the potential high-risk
signals, suggesting which caregivers require services, and to
eftect this identification at a reasonable cost. Results of
this study therefore have a specific practical implication in
indicating a considerable ability to predict the placement
decision about 84% of the time from sixteen variables,
including neuroticism and extraversion. Another potential
practical guideline for services is the model's indication
that, among the variables predicting the decision, there is
at least one sub-group or constellation of variables with

multiple causal paths explaining some of the processes
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involved in the decision. Such knowledge enriches the
understanding of the situation as a complex interplay of
issues and may help to discourage the seeking of simplistic
formula-driven remedies in favour of thoughtful solutions fou
individual caregivers. The support found for the model can
also encourage further model-building and model testing
concerning caregiver personality and planning for
institutionalization, which may further contribute toward
theory development and basic understandings.

Despite the complexity of caregiving, however, most of
the 16 predictive variables can be determined by measurement
involving questionnaires and self-report by the caregiver,
which is relatively less costly compared to observation
techniques. It also may be possible to devise an even more
cost-efficient screening test, based on the findings of this
study, which would identify the most vulnerable situatioas.
For instance, using factor analytic technigues, one might
extract factors from the 16 variables which were found in
this study to contribute to classification in “decision'
groups to design a relatively brief screening measure. Such
an instrument would then require validation.

Intervention and service improvement also depend on
dissemination of knowledge to alert both service-providers
and service consumers to the high-risk signals. Knowledge of
the predictors of caregiver burden and health complaints, and

of the high-risk patterns for decision to instituticnalize
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could help orient caregivers, their relatives, friends and
health-care professionals toward the vulnerability of a
caregiving situation and toward need for intervention. Sucﬁ
vulnerable situations can then be carefully monitored and
salient services an” interventions could be attempted to
ease or bridge the situation. Institutionalization, when
desirable, would be planned and effected relatively smoothly.

In addition, effective service implies careful service
design and also good service evaluation. The fact that
neuroticism is a stable trait could influence the possible
design of interventions to alleviate the caregiver's burden:
for instance, interventions planned for caregivers higher in
neuroticism may need to be earlier and stronger in order to
be effective. They may also need to be focused more on the
caregiving situation than on the caregiver, since traits are
stable and situations may be more flexible. It is possible
that some kinds of interventions will prove to be effective
for emotionally stable, reflective individuals who are low in
defensiveness. Still other kinds of interventions may be
suitable to those who tend to be more anxious, sad, hostile
and vulnerable cr who are extraverted. 2arit (1989) suggests
that more controlled intervention studies arv a general
pressing need, and studies righct benefit from consideration
of per onality traits among other variables. It is quite
conceivable, for instance, that some of the mixed findings of

service outcome and evaluation studies may be partly due to
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the inadvertant inclusion of less well-adjusted caregivers in
interventions. Perhaps some outcomes have been less
favorable than expected for groups that included a
confounding subgroup of caregivers with poorer emotional
adjustment. Such a subgrocup could be less receptive to a
particular intervention or less responsive to a service. The
success of an intervention might be therefore enhanced and
the study of its outcome made more meaningful if the salient
personality variables, like neuroticism and extraversion, are
taken into consideration.

In summary, the results of this study are useful in the
prediction of the caregiver's decision concerning future
caregiving plans, highlighting the personality predictors,
and in the identification and testing of a model describing a
segment of the path to the decision to institutionalize.

Both the model and the ability to predict plans could
contribute to improvement of support services to sustain the
efforts of caregivers either to maintain the patient within

the community or to institutionalize.
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