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ABSTRACT

STRESS AND THE SELF

A STUDY OF CAREGIVING AND SELF - CONCEPT

Marilyn McKean Skaff

This dissertation examines multiple aspects of self-concept and

their relationship to depression among people engaged in the stressful

demands of caregiving to relatives with Alzheimer's disease. Underlying

the work is the assumption that stress may affect the way people feel

about themselves. Some of the alterations in self-concept produced by

stress may, in time, lead to depression.

The data for this investigation were taken from the first wave of

a major longitudinal study of stress and coping in 555 Alzheimer's

caregivers. Self-concept was measured on both a role-specific level

(caregiver competence, self-gain, and loss of self) and the global level

(self-esteem, mastery, and optimism).

A number of conditions involved in care giving were identified as

having a bearing on role-specific and global elements of self-concept,

including background characteristics of the caregiver, care giving context,

availability of other roles, and role engulfment.

Role-specific self-concept was found to be strongly affected by

caregiving context. Global self-concept, by contrast, is more responsive

to the background characteristics of the care giver, especially income and

education. Provisional evidence was produced supporting the hypothesis

that specific elements of the self are first impacted by the stressful

interaction and these elements then influence changes in the more global

aspects of self.



Examination of the relationship between self-concept and depression

revealed that caregiver competence makes a significant contribution to

depression for spouses, while loss of self contributes to depression for

adult children. In both groups, mastery stands out as the most powerful

predictor of depression. The combined components of global self (esteem

+ mastery + optimism) apparently stand as an effective buffer between

caregiver stress and depression.

This study identifies a number of issues needing further

investigation. It is clear, however, that there is considerable empirical

justification for looking at self-concept as a multidimensional construct

in attempting to better understand the role of self-concept in the stress

process.

4-a- e■ . fe-º-
Leonard I. Pearlin, Ph.D.
Chair



TABLE OF CONTENTS

CHAPTER ONE:

INTRODUCTION AND REVIEW OF THE LITERATURE .

Introduction
- - - -

Review of the Literature
- - -

Stress and the Self-concept .
Self-concept in Models of Depression

Cognitive Theories of Depression.
Positive Illusions of Self

Self-concept . . . . . . . . . . . .
Three Elements of Self-concept

Self-esteem .

Mastery .
Optimism . . . . . . . . . . . .

Relationship among Global Self-concepts
Stress and the Diminishment of Self .

Changes in Self-concept .
Role-specific Self

- -

Care giving as a Context for Stress
Multiple Roles and Self-concept .

Summary and Conceptual Model
Conceptual Model

CHAPTER TWO :

METHODOLOGY .
- - -

Sample Recruitment
Sample Characteristics
Data Collection .

- - - - -

Concepts and their Measures . . . . . . . . . . . . . .
Background Characteristics and Care giver Context
Role Availability .

- -

Role Engulfment . . . . . .
Role-specific Self-concep
Global Self-Concept .
Depression

Analytic Strategies

CHAPTER THREE:

ROLE-SPECIFIC SELF-CONCEPTS AND THEIR ANTECEDENTS

Care giver Competence . . . . . . . . . .
Antecedents of Caregiver Competence

Background Characteristics and Caregiving
Context .

-

Role availability .
Role engulfment .

:
14

14

15

16

17

18

19

21

23

24

27

29

30

36

36

38

41

43

43

44

44

45

46

47

48

50

51

53

53

54

56

vii



CHAPTER THREE (continued)
Self-Gain .

- - - - - - - -

Antecedents of Self-gain
Background Characteristics
Care giving Context
Role Availability .
Role Engulfment .

Loss of Self
- - - - - - -

Antecedents of Loss of Self .

Background Characteristics
Caregiving Context
Role Availability .
Role Engulfment .

- - - - - - -

Relationship of Role-specific Self to Coping
Summary and Conclusions

- - - - - -

CHAPTER FOUR:

GLOBAL SELF - CONCEPTS : ANTECEDENTS AND RELATIONSHIP TO ROLE

SPECIFIC CONCEPTS
- - - - - - - - - - - - -

Antecedents of Global Self-concept Dimensions
Self-esteem .

- - - - - - - -

Background Characteristics
Care giving Context
Role Availability .
Role-Engulfment . . . . . .
Role-specific Self-concepts
Summary .

Mastery . . . . . . . . . . . .
Background Characteristics
Care giving Context
Role Availability .
Role-engulfment . . . . . .
Role-specific Self-concepts
Summary .

Optimism
- - - - - - - -

Background Characteristics
Care giving Context
Role Availability .
Role-engulfment . . . . . .
Role-specific Self-concepts
Summary . . . . .

The Relationship between Role-specific and Global Self

58

59

59

60

60

61
64

65

65

65

67

67

70

73

77

79

79

79

80

81

81

81

83

85

86

86

87

88

89

90

91

92

93

94

95

96

97

concepts
- - - - - - - - - - - - -

The Relationship among Global Self-concepts

CHAPTER FIVE:

DEPRESSION AND SELF-CONCEPT .
- - - -

Depression as the Dependent Variable
Antecedents of Depression .

-

Background Characteristics

98

108

110

112

116

116

viii



CHAPTER FIVE (continued)
Caregiving Context
Role Availability .

- -

Role Engulfment . . . . . .
Role-specific Self-concep
Global Self-concept .
Summary . . . . . . . . . . . . . . . . . . .

Can We Differentiate between Depression and Self-concept?
Correlations among Depression and Self-concept

Dimensions

Cross-tabulation of Depression with Global Self
concepts . . . . . . . . . .

Antecedents of Self and Depression
Background Characteristics
Caregiving Context
Role Availability .
Role Engulfment .

Global Self-concept as a Buffer .
Summary .

CHAPTER SIX:

SUMMARY AND CONCLUSIONS

Limitations
- -

Major Findings . . . . . . . . .
Role-specific Self-concept
Global Self-concept .

Sense of Self .

Depression . . . . .
Antecedent Variables

Relationship to Patient
Role-engulfment .

Implications
Conclusions

BIBLIOGRAPHY

APPENDICES

APPENDIX A:

SCALE ITEMS AND ALPHAS

APPENDIX B :

SIMPLE STATISTICS

APPENDIX C:

CORRELATIONS AMONG ALL OF THE WARIABLES IN THE MODEL

120

120

121

122

123

124

127

127

127

131

131

132

133

134

135

139

142
143

145

145

146

148

148

149

150

151

151

152

154

163

164

174

175

ix



LIST OF TABLES

TABLE TITLE PAGE

Table 1 Distribution of sample characteristics 40

Table 2 Independent variables included in the
regression equations 46

Table 3 Correlations among role-specific self
concept scales 54

Table 4 Care giver competence: Significant antecedents 55

Table 5 Self-gain: Significant antecedents 61

Table 6 Loss of self: Significant antecedents 66

Table 7 Correlations of role-specific self-concept
with cognitive coping items 71

Table 8 Predictors of role-specific self-concepts 74

Table 9 Self-esteem: Significant antecedents
without role-specific self-concept 80

Table 10 Self-esteem: Significant antecedents
without role-specific self-concept 82

Table 11 Mastery: Significant antecedents
without role-specific self-concept 87

Table 12 Mastery: Significant antecedents
with role-specific self-concept 88

Table 13 Optimism: Significant antecedents
without role-specific self-concept 92

Table 14 Optimism: Significant antecedents
with role-specific self-concept 93

Table 15 Correlations among role-specific and
global self-concept 99

Table 16 Predictors of role-specific and global
self-concepts 101

Table 17 Depression: Significant antecedents
with global self-concept 113



LIST OF TABLES (continued)

Table 18 Depression: Significant antecedents
without global self-concept 114

Table 19 Predictors of role-specific and global
self-concepts and depression 115

Table 20 Increments in R-square in depression 117

Table 21 Correlations of self-concept with
depression 128

Table 22 Cross-tabulations of depression by
self-esteem 129

Table 23 Cross-tabulatons of depression by
mastery 129

Table 24 Cross-tabulations of depression by
optimsim 130

LIST OF FIGURES

FIGURE DESCRIPTION PAGE

Figure 1 Conceptual model of antecedents of role
specific self-concept, global self-concept,
and depression in Alzheimer's caregivers 34

Figure 2 Buffering effect of global self on the
relationship between problem behaviors
and depression 137

Figure 3 Buffering effect of global self on the
relationship between role captivity
and depression 138

xi



CHAPTER ONE

INTRODUCTION AND REVIEW OF THE LITERATURE

Introduction

Self-concept has long been a topic of interest in its own right.

Increasingly, it is also being recognized for the role it plays in well

being. Many theories of depression include elements of self-concept. The

stress literature, as well, often includes self-concept variables,

partially because they are recognized as being among the gateways to

depression. Although there is consensus about the importance of people's

conceptions of themselves, there is less agreement on which components are

most important and just how they are implicated in reactions to stress

and, ultimately, in the development of depression. This is perhaps the

result of a gap in our knowledge of stress and depression and our

understanding of the complexities of self-concept. One way in which this

thesis aims to make a contribution is in bridging the gap between the

literature on stress and depression and that on self-concept. It attempts

to do so by using what is known about the self-concept to inform an

investigation of the stress process.

Specifically, I shall examine an inherently demanding and, for many,

stressful role, that of being a caregiver to a family member with

Alzheimer's disease. The general purpose of this thesis is to investigate

the role that self-concept plays in the connection between a stressful

life situation and the emotional health of the care giver. Self-concept



will be examined on two levels: the role-specific self-evaluations that

are rooted specifically in the context of being a care giver and global

self-concept, more general self-evaluations. This examination of the

relationships between characteristics of the caregivers and their

care giving context, both levels of self-concept, and symptoms of

depression will, hopefully, contribute to our understanding of how

stressful life conditions come to affect our well-being.

The roles we occupy and the conditions within those roles have been

identified as potentially powerful sources of stress and threat to well

being (Pearlin, Lieberman, Menaghan, & Mullan, 1981). By their very

importance and persistence, major roles have an influence on how we think

and feel about ourselves, which in turn can determine our emotional

health. Caring for a family member with Alzheimer's disease in many

ways exemplifies an extreme case of difficult, ongoing stressors. Both

the persistence of the role, usually with no foreseeable end in sight, and

the severity of the demands it entails in caring for someone who loses

cognitive and physical functioning, can serve as intense sources of

strain. Combined with these is the emotional strain of watching the

progressive loss of a family member. It is not surprising that a good

deal of research focuses on the caregiving role as a repository of stress.

Despite the large number of studies in this area, much remains to be

understood about how the stress of caregiving comes to be played out in

the physical and mental health of the care givers and, in particular, why

we observe wide variations in outcome among people who outwardly seem to

experience similar objective conditions. Why is it that what for some

care givers is a challenge that is surmounted, for others becomes an



overwhelming situation that leads to decline in mental and physical

health?

The model guiding this endeavor views the self-concept as one major

link between specific care giving conditions and the emotional well-being

of the care giver. It is proposed that it is when difficult, persistent

conditions come to affect the self in a negative way that they then lead

to other negative outcomes. More specifically, the present study will

examine dimensions of self-concept within the stress process as

intermediate links between enduring, stressful conditions of the care giver

role and depression as an outcome.

Review of the Literature

There are multiple areas of scholarly work that undergird this

investigation. Each has a substantial literature that I draw upon. They

include self-concept, stress, depression, care giving, and their

relationships.

Stress and the Self-concept

Within the broader context of stress research, self-concept and

personality variables have earned a place of importance. There is,

however, little consensus as to which variables are most important and

where they belong in a model of stress. A major difference among stress

models lies in whether to consider self-concept as a resource which

protects a person in a stressful situation or as a reflection of the

personal toll that stress can take on an individual. In the first case,

self-concept is usually expected to serve as a buffer, mediating the
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effects of stress upon the well-being of the individual (e.g., Folkman,

Lazarus, Gruen, & De Longis, 1986; Kobasa, 1987; Pearlin & Schooler,

1978). In the latter case, self-concept is viewed as an intermediate step

between stressors and outcome (Pearlin et al., 1981). Common sense tells

us that these are not mutually exclusive perspectives. An individual

brings to a stressful situation personality and self-concept attributes

that have formed over a life-time. Some of these are likely to serve as

a resource while others are likely to be a liability. At the same time,

some of the exigencies the individual confronts are bound to have an

effect on him/her, including on how he/she views him/herself. In a recent

examination of the literature on the buffering effect of personality

characteristics, Cohen and Edwards (1989) found little evidence to support

the stress buffering hypothesis (the one exception was locus of control).

They remind us that even for characteristics that may serve as a resource,

"continued transactions with a stressor may alter the resource itself"

(p. 238).

One of the developments in stress research that has allowed for a

more dynamic view of the effects of stress on people's lives and on their

self-concepts is the growing recognition that we must go beyond summing

the number of negative life events a person experiences to understanding

the changes in life circumstances those events imply, as well as the

strains that occur within the context of everyday life (Makosky, 1982;

Pearlin, 1983). This view of ongoing strain as a powerful force allows

us to describe the conditions under which self-concept, which might

otherwise be a resilient resource, may undergo change.
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The work undertaken here had its roots in the work of Pearlin et al.

(1981) in which their original model of the stress process was laid out.

According to that model, self-concept plays a major role in understanding

how strain in people's lives comes to affect their emotional and physical

well-being. The mechanism through which strain can lead to stress and

eventual distress is what they have called "diminishment of self". As

they put it, "persistent role strains can confront people with dogged

evidence of their own failures - or lack of success - and with inescapable

proof of their inability to alter the unwanted circumstances of their

lives" (p. 340).

Earlier work by Kaplan (1970) had proposed a similar process which

he referred to as "self-derogation". This, he suggested, could take place

in two ways, first by disrupting defensive patterns that people use to

maintain their self-esteem and second, by taxing a person's real or

perceived capabilities for adjustment to the point where he loses positive

evaluations from others or self-evaluations.

The model of the stress process proposed by Pearlin et al. (1981)

views the diminishment of self as one of the major steps in the process

leading from stress to emotional and physical manifestations of that

stress. They chose to use depression as an outcome because it seems to

be sensitive to life circumstances, including social and economic factors.

Also, the authors point out that the same circumstances that may lead to

a diminishment of self, i.e., "undesired experience that is both enduring

and resistant to efforts aimed at change" (p. 342), have also been

identified as antecedents of depression. "It is the abiding problems to

which people can see no end" (p. 345) that lead to such diminishment. In



fact, some of the major theories of depression reflect the importance of

the ongoing circumstances of people's lives and/or the negative evaluation

of elements of the self.

Self-concept in Models of Depression

Depression is the most commonly used outcome measure in studies of

stress and many major theories of depression incorporate elements of self

concept. Using depression as an outcome measure seems to be especially

appropriate for determining how stress affects self-concept and is

manifest in well-being, or detriment to that well-being. As Pearlin et

al. (1981) state:

Although the study of depression is important in its own

right, it also provides a clear reflecting surface for
detecting problematic aspects of social and economic
organization, for observing tenacious and unwanted
experiences and for appreciating the pivotal importance of
self-concept. Perhaps more than other global psychological
states, it offers the researcher a chance to identify
and observe crucial elements of social life, of emotional
life, and of their interconnections. (p. 34.2)

Although there are many theories of depression, those that fall into

the general category of cognitive models of depression are more likely to

include elements of self-concept as integral parts of the model. This is

not the place for a thorough review of models of depression, but a few

that are relevant do merit discussion. Three elements of self-concept

that appear repeatedly in these models of depression are self-esteem,

mastery, and optimism.

Cognitive Theories of Depression.

Beck's (1974) cognitive model of depression describes what is often

called the "cognitive triad" of negative attitudes toward the self, the

outside world, and the future. These negative attitudes are considered,



in this model, to be vulnerability factors, which, if present, make one

more susceptible to depression. In his theory they resemble traits in

that they are considered to form early in life and to be relatively

stable. Beck identifies certain precipitating factors and events that

contribute to these negative attitudes. They include losses (e.g., of a

parent), chronic rejection by peers, or unrealistic goals for one self.

These factors can make a person vulnerable to what he calls precipitating

events, e.g., disruption of a relationship, failure to attain a goal, loss

of status, or to chronic stressors, e.g., an ongoing gap between what a

person expects from some area of life and what he/she actually receives.

According to this theory, low self-esteem, which can leave one vulnerable

to depression, is often the result of a person's tendency to find some

personal explanation for life events.

Beck's (1974) theory places most of the responsibility for

depression with the individual, through negative cognitions. Brown and

Harris (1978) suggest that although self-concept and such feelings of

"helplessness, hopelessness, and powerlessness" may be part of the process

leading to depression, we need to give more attention to social conditions

in people's lives as the "provoking agents". Their theory is very similar

to that of Beck, however, in that they see certain vulnerability factors

making one more susceptible to the negative effects of conditions in one's

life. They are very specific in describing the vulnerability factors they

discovered in their study of women and depression: a) lack of a confidant,

b) three or more children under 14 at home,

c) having lost one's mother before age 11, and d) lack of employment.

They also define vulnerability as the difficulty with which a woman finds
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"alternative value sources". Like Beck, they see conditions involving

loss and hopelessness as particularly threatening to one's sense of self

and subsequently to thoughts about one's life in general. They see self

esteem and mastery as being both a protection against and as critical

factors in whether a general sense of helplessness develops. "If self

esteem and feelings of mastery are low before a major loss and

disappointment, a woman is less likely to be able to imagine herself

emerging from her privation" (p. 235). The difficulties in one's life,

whether involving a loss of important sources of "reward and positive

value" or a point in the "wearing down process" of everyday lives, can

lead to a reassessment of life as hopeless. This wearing down process can

involve questions of "what our life might have been, what it is about, and

what it will become" (p. 84). They attribute the onset of depression to

"experiences of loss and disappointment, particularly those involving the

woman's view of her own identity" (p. 285).

Helplessness plays a major role in the theory of depression

developed by Seligman (Seligman, 1975; Abrahamson, Seligman, & Teasdale,

1978). He emphasizes one's expectations that one can control the

important sources of reinforcement in one's life. He sees pessimism about

the effects of one's own actions or about one's competence as leading to

depression. Those who see negative outcomes as due to internal, stable,

and global factors are more likely to become depressed. Tests of this

model (e.g., Maiden, 1987; Tennen & Herzberger, 1987; Wortman & Dintzer,

1978) have identified personal feelings of competence and control as

differentiating those who were depressed from those who weren't. There

is lack of consensus on whether attributing bad outcomes to internal and
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stable factors is detrimental to one's well-being or not but both self

esteem and a sense of control, as well as optimism about future outcomes,

all play a major role in learned helplessness theory.

An attempt to bring together several models of depression,

considering both cognitive and environmental factors, has led Lewinsohn

and his colleagues (Lewinsohn, Hoberman, Teri, and Hautzinger, 1985) to

propose an "integrative theory of depression". Although their model is

too complex to describe in detail here, the relevant aspects are contained

in the following statement:

We view the occurrence of depression as a product of
environmental and dispositional factors. More specifically,
we see depression as the end result of environmentally
initiated changes in behavior, affect, and cognitions. In

accord with previous behavioral theories of depression, we
view environmental or situational factors as the primary
triggers of the depressogenic process. Like cognitive
theorists, we view cognitions as significant moderators of the
effects of the environment, i.e., as critical for determining
whether situational conditions are going to result in
depression. In particular, we believe that when attention is
shifted increasingly toward the self versus the environment
as a consequence of the individual's unsuccessful efforts to
cope with disruptive life conditions, the preconditions for
depression are set in motion. (p. 344)

One of the key aspects of this model for the purposes of this study

is the focus of attention on the self as a result of one's failures in

efforts to cope successfully with life conditions. According to this

model, this can result in increased self-criticism, negative comparison

of self to standards of behavior, and attribution for negative outcomes

to oneself. This can lead to self-denigration and dysphoria and

ultimately, according to these authors, to a change in "self-schema", or

cognitions regarding the self. These cognitions can include, among other

elements, negative self-evaluations, internal and global self
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attributions, and pessimism about one's future. Although this model

suggests some important ideas about the role of self-concept in the

process leading to depression, it does not directly confront one of the

more difficult problems in this area: whether negative self-conceptions

are antecedent conditions to depression or part of the general dysphoria.

This model, it appears, allows their involvement in both.

As can be seen in the preceding discussion, in theories of

depression, as in stress research, there is little agreement and very

little clarity regarding just where and how self-concept variables fit

into models of depression. Becker (1979), dealing specifically with self

esteem, identifies three ways in which it has been discussed in its

relationship to depression: a) as a trait or disposition,

b) as part of the generalized stress response, and c) in interactions

between particular events and self-esteem. This last category would seem

to refer to the ability of life events or conditions to change self

esteem. His position is that it is vulnerable self-esteem rather than low

self-esteem that acts as a predisposing factor in the development of

depression. For some individuals, low self-esteem may operate as a trait,

whereas for others who are susceptible to depression, low self-esteem may

be in response to life conditions. Kuiper and Olinger (1989) offer a

similar explanation in what they call a "self-schema model of depression."

The vulnerability of certain individuals is based on rigid and

dysfunctional contingencies for self-evaluation. The negative content of

self-concept they believe is a concomitant of depression, not a

vulnerability factor. Vulnerable individuals would presumably have

positive views of self when they are not depressed but, because of their
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unrealistic contingencies for self-evaluation, be more likely to make

negative evaluations under stress.

Tennen and Herzberger (1987) were interested in evidence that the

attributional style among depressives is also found among those with low

self-esteem. This attributional style involves attributing both good and

bad outcomes to internal, stable, and global factors. High self-esteem

and non-depressive persons tend to take credit for the good but not the

bad. In the study reported by Tennen and Herzberger, self-esteem was a

better predictor of depressive attributional style than was depression.

They concluded that although low self-esteem may be a vulnerability

factor, vulnerable self-esteem, i.e., self-esteem that is more likely to

fluctuate with circumstances, is a more powerful precursor to depression.

They leave open the question of the direction of causality between low

self-esteem and depression.

One of the few studies to test empirically the question of whether

low self-esteem is secondary to the development of dysphoria or a

vulnerability factor preceding it is one by Ingham, Kreitman, Miller,

Sashidharan, and Surtees (1986). They included measures of vulnerability

described by Brown and Harris (1979) and Rosenberg's self-esteem scale.

When self-esteem was the dependent variable, they found that the

relationship between self-esteem and either lack of a confidant or early

separation remained significant, even after adjusting for anxiety and

depression. Their conclusion was that changes in self-esteem preceded

depression rather than being a result of or a part of dysphoria.
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Positive Illusions of Self

Before going on to a discussion of specific elements of self

concept and their mechanisms for change, one further perspective on the

relationship between self-concept and depression is relevant. This

perspective originated in work that questioned the long-standing view of

mental health as including a realistic evaluation of oneself, one's

control over what happens, and one's view of the future (e.g., Lewinsohn,

Mischel, Chaplin, & Barton, 1980; Taylor & Brown, 1988). Fisher (1984),

in a discussion of sense of control in conditions of stress, suggests that

those who are depressed are actually more realistic in their assessment

of control and their own responsibility for the situation than those whose

"illusions of control" buffers them from depression. Two elements to be

found in depression-resistant people are a belief that one can control

outcomes and a feeling that responsibility for one's failures lies with

the environment or with one's behavior but not with one self. He states:

Even if a person recognizes loss of control and perceives
himself to be helpless, he may retain optimism if he does not
blame himself excessively or if he continues to note 'special
circumstances' that describe the conditions in which he is

helpless. (p. 191)

It is possible to feel helpless but not be depressed if one can blame the

situation and thereby avoid lowered self-esteem. One protection against

depression, Fisher suggests, is the availability of an alternative area

in which one has control.

Taylor and Brown (1988) question the view that close contact with

reality is a requisite for good mental health. They suggest instead that

a set of interrelated positive "illusions," specifically unrealistic self
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esteem, exaggerated sense of personal control, and unwarranted optimism,

protect one from depression. They state:

To summarize then, evidence from converging sources suggests
that positive illusions about the self, one's control, and the
future may be especially apparent and adaptive under
circumstances of adversity, that is, circumstances that might
be expected to produce depression or lack of motivation.
Under these circumstances, the belief in one's self as a
competent, efficacious actor behaving in a world with a
generally positive future may be especially helpful in
overcoming setbacks, potential blows to self-esteem, and
potential erosions in one's view of the future. (p. 201)

Taylor and Brown (1988) suggest, as did Lewinsohn et al. (1985),

that it is in the focusing of attention on the self that difficult

conditions lead to depression. Whereas people are normally able to ignore

"pockets of incompetence," it is when the person cannot avoid the

particular domain in which this incompetence exits that it can be

detrimental to their "positive illusions."

This view of the relationship of self-concept is particularly

relevant to the present investigation for several reasons. First, it

brings together explicitly the three elements of self-concept that are of

concern to this thesis. Second, for those of us who sometimes wonder how

some people manage to maintain a positive attitude toward themselves, the

world, and their future despite what would appear to be excessively

difficult life circumstances, it gives at least another perspective to

mental health. Third, it points to those conditions under which positive

illusions may fail, i.e., when attention is focused on the self and the

availability of alternative sources of positive self-regard are lacking.

Finally, one small but interesting part of the present study is the

investigation of the more positive outcomes or outlooks in the form of

what our respondents gained from their experience.
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Self-concept

Three Elements of Self-concept

Self-concept can be examined to reveal its part in the stress

process and, ultimately, in individuals' emotional well-being or

depression. The first step is to clarify the specific global concepts

that will be examined. These include self-esteem, mastery, and optimism.

Because most personality and self-concept variables are considered to be

relatively stable, the literature on the mechanisms of change will inform

this work. Finally, because this investigation is concerned not only with

global self-concept variables but also with more role-specific self

evaluations, a brief examination of what literature there is on components

and levels of self-concept will follow.

One clarifying note must be offered on the choice of "self-concept"

rather than "personality" to refer to the three global concepts. Self

esteem is usually included as a component of self-concept. A sense of

mastery has been labeled in both ways. Optimism, although most often

considered a component of personality rather than self-concept, will be

included as an aspect of the self-concept in the sense that it represents

one's attitudes about the self in relation to the future, a description

of how one usually thinks about the future. As McCrae and Costa (1988)

point out, personality traits both influence and form part of the content

of self-concept. Rosenberg (1979) defines self-concept as "the totality

of the individual's thoughts and feelings having reference to himself as

an object" (p. 7). When we administer many self-report inventories we are

asking about a person's view of him/herself on a particular trait. In the

case of optimism (and the other two as well) we are asking how these
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individuals usually view themselves with respect to these particular

measures .

Although there are numerous personality and self-concept variables

that have been examined in both the stress and depression literature, the

three which have been chosen for this study, self-esteem, mastery, and

optimism, were selected for their similarity to major components of models

of depression (e.g., Beck, 1974) and their past usefulness in studies of

StreSS. As with many other personality variables there is little

consensus on how to define, label, and delimit these three concepts.

Self-esteem Self-esteem, according to Rosenberg (1979), is the

evaluative aspect of self-concept, or as Pearlin et al. (1981) describe

it, "judgement about one's own self-worth" (p. 340). Self-esteem appears

to be a fairly stable component of the self-concept. Both Epstein

(1980) and Rosenberg identify the motive to protect self-esteem as a very

powerful one.

Self-esteem is most often treated as a global concept but there is

both empirical and conceptual support for consideration of both the global

and the dimensional aspects of the construct. Wylie (1974) warns against

use of scores that sum over various dimensions of self-esteem. To do so

is to ignore the fact that there are individual differences in the

salience or importance of dimensions, a point also made by James (1980)

and Rosenberg (1979). Although it is usually treated as a global

construct, there appears to be a global self-esteem that can be separated

from self-esteem in various components (Fleming & Courtney, 1984; Phinney,

1984). Whether viewed globally or in multidimensional terms, there is

little doubt that self-esteem is a very powerful phenomenon.
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Mastery, As defined by Pearlin et al. (1981), mastery is the

"extent to which people see themselves as being in control of the forces

that importantly affect their lives" (p. 340). It bears resemblance to

other concepts such as locus of control (Lefcourt, 1982; Rotter, 1966),

fatalism (Wheaton, 1983), self-efficacy (Bandura, 1977), and other more

general uses of control (e.g., Rodin, 1986). Mastery is a more global

concept than self-efficacy and, while similar to locus of control, does

not make the distinction between internal and external sources of control.

Mastery and other types of control have often been equated with a sense

of competence (e.g., Bandura, 1977; Langer, 1979; Rodin, 1986; Weisz &

Stipek, 1982) and are usually seen as a resource which influences coping

behavior (e.g., Krause, 1986; Lefcourt, 1982; Wheaton, 1985).

Although, in general, a greater sense of control or, at least, an

illusion of such control (Fisher, 1984; Weisz & Stipek, 1982) is usually

equated with better mental health, some work on locus of control (e.g.,

Krause, 1986) suggests that those who have an extreme sense of internal

control may be more susceptible to self-blame in situations in which

stress cannot be avoided. Krause found that stress led to depressed

affect scores for those who believed in chance (externals) but that

extreme internals were also at risk. He also reports that feelings of

mastery were independent of beliefs regarding chance.

Whether the theoretical definition of various concepts of control

includes emphasis on competence or power, personal or other sources of

control, they mainly focus on a global sense of control. Even self

efficacy, which Bandura (1977) insists is situation-specific, nevertheless

often is used as a global concept, sounding much like a trait. The
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construct of mastery (Pearlin & Schooler, 1978) as used in this study is

likewise a global construct, appearing to encompass elements of both

competence and power to affect what happens to one.

Rodin's (1988) work has revealed that a loss of a sense of control

over one's life is more aversive than never having had control. She found

that a sense of mastery required an opportunity to exhibit competence.

Langer (1979) reported that a decline in a sense of mastery could be

traced to a repeated experience with failure. In an ongoing stressful

situation such as that found in caregiving, it is easy to imagine that

one's failure to be able to make progress or to change the situation could

lead to an erosion of one's general sense of being able to control the

forces that impinge on one's life.

Optimism. Compared to self-esteem and mastery, optimism has

received relatively little attention in the literature although it is

implicit in the models of depression discussed above. Scheier and Carver

(1987) define dispositional optimism as a "generalized outcome expectancy"

in which the best possible outcome is expected, i.e., that things will go

your way and that good rather than bad things will happen. Taylor & Brown

(1988) describe an optimistic outlook as one in which a person tends to

see the present as better than the past and the future as better yet.

Optimism should influence the way people react to stressful situations

through its effect on whether they see current conditions as extending

into the future (Pearlin, 1975). Scheier, Weintraub, & Carver (1986)

maintain that optimism should also have an effect on coping because an

optimist would be more likely to see his efforts as having some effect and
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because he would choose more effective means of coping. Or, as Scheier

and Carver (1985) put it, optimists may not know when to give up.

It would seem that an optimistic style should affect how one

evaluates a stressful situation and the meaning one draws from the

experience. Perhaps this is the "positive illusion" which allows some

people to carry on. On the contrary, a pessimistic explanatory style is

one in which a person blames himself for problems and expects future

events to be negative (Rodin, 1988).

Relationship among Global Self-concepts

Before going on to discuss levels of self-concept and mechanisms for

change, a discussion seems warranted regarding the interrelationship of

the three global self-concept variables discussed here. I n t h e

literature, self-esteem, mastery, and optimism are often considered

together, either in pairs or all three together. Previously cited

literature on depression either implicitly (e.g., Beck, 1974) or

explicitly (e.g., Taylor & Brown, 1988) links the three. They have also

appeared in various combinations in stress research either as resources

or outcomes or both. The relationship among the three has more often been

inferred than tested.

Self-esteem and mastery are often overlapped conceptually. Both

self-esteem and mastery have been linked to feelings of competence. Lorr

and Wunderlich (1988) describe two dimensions of self-esteem as a)

feelings of efficacy (power and competence) and b) perceived positive

appraisals from others. Two dimensions of "perceived control" identified

by Weisz and Stipek (1982) are a) perceived contingency of outcome and b)

perceived competence. Becker (1979) described self-efficacy as crucially
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related to level of self-esteem. Rosenberg (1979), on the other hand,

acknowledged that self-esteem and what he called self-confidence are

related but are not identical because not all people stake their self

esteem on feelings of competence and mastery. A feeling that one can

control the forces that affect one's life will, to varying degrees affect

the general sense of self-worth. Mastery or control may be affected by

personal feelings of competence to exert that control but also feelings

that it is or is not possible to control parts of one's life.

Optimism has been included in studies of stress and conceptual

discussions of depression and linked with self-esteem and mastery.

Hobfoll and Walfisch (1984) propose that a strong self-concept is usually

based upon prior success and persons with such strong self-concepts would

therefore be more likely to "see the light at the end of the tunnel" and

remain optimistic about their futures despite current difficulties.

Pearlin et al. (1981) found that it was "the abiding problems to which

people can see no end" (p. 345) which can threaten one's sense of control

and self-esteem. Presumably problems without a foreseeable end could also

have an impact on optimism.

Stress and the Diminishment of Self

Just how stress can have an impact on self-concept and consequently

on mental health is the major concern of this thesis. Two issues in the

realm of self-concept which may help us understand this process are a) the

mechanisms by which relatively stable components of self-concept may

change and b) the relationship between global self-evaluations and more

situation-specific evaluations. In Lewinsohn's model of depression

(Lewinsohn et al., 1985) described earlier, stress is seen as leading to
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depression through a focusing of attention on the self which, in turn,

leads to an increase of awareness of one's failures to live up to expected

standards. Furthermore, it also results in a change in the "self

schema", which is reflected in negative self-evaluation, pessimism about

the future, and self-blame.

As described earlier, Pearlin et al. (1981) identify the path from

stressor to depression as involving a loss of "prized elements of the

self-concept" (p. 345). It is in the ongoing strain of daily life where

no end is in sight and one's lack of success in handling or controlling

conditions is a reminder of one's inadequacy, that change can occur.

Under conditions of role strain "people become vulnerable to the loss of

self-esteem and to the erosion of mastery" (p. 340). It is in this

diminishment of self that we see the path leading to depression. This is

not to say that inability to control such a situation inevitably leads to

diminishment of self. For many who feel they are doing their best under

difficult circumstances, it will not. However, for some, self-perceived

inadequacy or incompetence can lead to general feelings of incompetence.

One problem that must be addressed in this study is whether the

three dimensions of global self-concept can be differentiated, while still

allowing them to be interrelated. Fisher (1984) has contributed to the

process somewhat. He suggests that "even if a person recognizes loss of

control and perceives himself to be helpless, he may retain optimism if

he does not blame himself excessively or if he continues to note "special

circumstances that describe the conditions in which he is helpless" (p.

191). The question of the relationship among these concepts will be

addressed in this investigation.
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Changes in Self-concept

Self-esteem, mastery, and optimism are usually treated as enduring,

relatively durable traits that differentiate individuals, but the

perspective taken in this thesis is that they may also be malleable, i.e.,

they may be viewed as dependent as well as independent variables. Self

esteem is considered by many to be a relatively stable trait. Epstein

(1980) considers it to be a "higher-order postulate" - one which is formed

early in life and is very resistant to change, despite evidence which may

challenge that postulate. Although the motivation for stability of the

self-concept, including self-esteem, is strong, Rosenberg (1979) posits

that it may diminish when a) objective facts cannot be evaded, b) the

individual does not have the choice of interacting with those who think

well of her/him, c) the individual is not free to choose self-values

(e.g., values established early by significant others), or d) the

individual cannot evade values from social roles and/or norms.

In a discussion of the relationship between life events and

self-concept change, Filipp and Klauer (1986) suggest that it is through

the alteration of self-referent knowledge that individuals may come to

experience change in self-concept, which they regard as normally stable.

When life events (or, we might add, conditions of ongoing stress) bring

about new roles and commitments, this may present to the individual

changes in social feedback as well as in social comparisons with others.

"In many cases, life-events are characterized by the loss of significant

others who have been important sources for the validation and confirmation

of self-referent knowledge and who cannot be easily replaced" (p. 182).

Further, they suggest, self-concept change may come about when the
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individual's behaviors are altered, which, through self-observation, can

result in change in self-views. Mood states may also influence the

selective memory of self-related knowledge. These authors caution,

however, that "one prerequisite for the self to become involved at all is

that self-attention is heightened in coping with the event and that the

individual attaches meaning to the event, also with reference to his - or

herself" (p. 183). Whether the individual perceives an event (or

situation) as relevant to her/his self-concept is more important than the

"objective" characteristics of the situation.

Another perspective that appears helpful in understanding how

components of the self-concept may be affected by life circumstances is

that of Markus and her associates. They take a dynamic view of the self

concept that includes past, present, and future selves (Markus & Nurius,

1986; Cantor, Markus, Niedenthal, & Nurius, 1986). They distinguish

between core self-concept, those elements of enduring investment, and the

working self-concept, which is tied to immediate social circumstances.

This, they believe, can help us to understand changes in self-concept for

"if situations repeatedly arise which require the individual to activate

self-conceptions that are at variance with certain core self-conceptions,

we can imagine that these core conceptions, too, would eventually change"

(Cantor et al., 1986, p. 25). They imply that it is the "valence" of the

content of the working self-concept that is influential in the emotional

experience of the individual. Also of importance to the focus of this

thesis is their view of the self that includes not only who you are but

what you have been, what you hope to be, and what you are afraid of

becoming (Markus, 1983). One of the most promising areas in their work
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involves what they call "possible selves" (Markus & Nurius, 1986). These

possible selves not only include what has been called "ideal selves" but

also the selves one could become or that one fears becoming. They see

those possible selves as cognitive components of powerful motivational

dynamics including hopes, fears, goals, threats, motives, and aspirations.

Two important functions of possible selves include their being incentives

for future behavior and as evaluative and interpretive contexts for the

current view of self.

Role-specific Self

James' (1890) early writing on the self-concept and much of the more

recent literature on self-concept (e.g., Breytspraak, 1984; Epstein, 1980;

Fleming & Courtney, 1984; Markus, 1977; Phinney, 1984; Rosenberg, 1979)

urge us to go beyond the global aspects of self, that are usually

investigated, to more specific components of the self. An important

implication of considering the multidimensionality or role-specific

aspects of the self-concept is that not all parts of the self are of equal

importance to the individual. Rosenberg uses the concept of psychological

centrality to describe the inequality of components of self-concept to the

individual. He argues that the whole is not merely the sum of the parts.

The issue of multidimensionality is especially pertinent to the

investigation of self-esteem. It has generally been treated as a global

concept. As mentioned above, there appears to be a global self-esteem

that can be separated from self-esteem in various components (Fleming &

Courtney, 1984).

On the basis of the literature discussed thus far, it appears that

if we are to understand how the experience of stress comes to affect
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global aspects of self, it is important to look at the role-specific

dimensions of self. The literature on the "working self-concept" (Cantor

et al., 1986) is relevant here. How a person sees him or herself

functioning within the role of care giver may help us better to understand

the more global aspects of the person's self-concept. Also important is

how the individual interprets the personal relevance of the situation,

i.e., how the caregiver interprets his/her experience as having an impact

on him/herself personally, not only the competence as a caregiver (both

self-evaluations and feedback from others) but also the sense of identity,

a sense of loss or gain of self, and future perspectives. It is hoped

that this more molecular view of self elements will help us to understand

the broader self-concept variables.

Caregiving as a Context for Stress

The model of the stress process described by Pearlin et al. (1981)

was based on a study of stress within everyday roles. The conditions which

exist for persons who care for a family member with Alzheimer's disease

can be seen as exemplifying an extreme case of "an undesired experience

that is both enduring and resistant to efforts aimed at change" (p. 34.2).

It is not surprising that much current stress research has turned

to caregiving as a context of stress. Caregiving is the "perfect" setting

for ongoing stress: most often placed within important family roles, it

often extends for many years, and involves care for someone who becomes

increasingly more disabled both cognitively and physically. That this

situation of being a caregiver to a family member with Alzheimer's disease

is stressful and can have a negative impact on the care givers' well-being

is undeniable. What remains less clear, however, is just how the stress
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involved leads to the negative outcomes. Although some studies have

identified characteristics of the patient, e.g., the cognitive status, the

problematic behaviors, and the assistance required with activities of

daily living, that are stressful (e.g., Deimling & Bass, 1986; Kinney &

Stephens, 1989; Moritz, Kasl, & Berkman, 1989), other research indicates

that such characteristics contribute little, if anything, to the burden

experienced by care givers and to their subsequent well-being (e.g.,

Johnson & Catalano, 1983; Pagel, Becker, & Coppel, 1985; Zarit, Reever,

& Back-Peterson, 1980).

As is true of most studies of stress, caregiver studies most often

use depression as an outcome measure. The incidence of depressive

symptoms varies widely from study to study and depends on the criteria

used but has been reported to be as high as 80% (Becker & Morrissey,

1988). These authors make the distinction between the 80% who showed

depressive symptoms and the 13% who actually met the criteria for a major

depressive disorder. Gallagher, Rose, Rivera, Lovett, , & Thompson (1989)

report that only 32% of their sample of 155 care givers were not depressed.

Becker and Morrissey (1988) state, "virtually every psychosocial factor

reputed to be conducive to depressive reactions occurs within the context

of caring for dementia of the Alzheimer's type (DAT) patients" (p. 303).

They include among these factors loss of a significant other, guilt, loss

of control, increased expenses and reduced income, constriction of social

interactions, exhaustion, and concern over genetic implications in the

etiology of the disease.

If the condition of the patient does not explain much, if any,

variation in caregiver burden and well-being, what then does explain the
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high incidence of depressive symptoms among care givers? Although the list

of variables which have been examined is long, of most relevance to the

present investigation are those studies which have examined personality

and/or self-concept variables in relation to care giver distress. A

thorough review of the care giving literature revealed few studies in which

personality or self-concept variables are examined. In Horowitz's (1985)

review of care giving, personality resources are not even mentioned. As

is true in stress research in general, personality variables, when

considered in the caregiving literature, are most often examined as

resources that are expected to buffer the effects of the strain of

care giving. Pagel and Becker (1987) and Pagel et al. (1985) have examined

self-esteem, control, and optimism in a series of studies of Alzheimer's

care givers intended to test the reformulated learned helplessness theory

of depression. They found self-esteem to be an effective buffer against

depression. Use of a measure of optimism revealed a close relationship

between optimism and depression, leading the authors to suggest that

optimism might be an alternative (though opposite) measure of depression.

The work of Pagel and associates (Pagel & Becker, 1987; Pagel et

al., 1985) also involved examination of control specifically related to

the care giving situation. They examined the care giver's perception of

control over the disruptive behavior of the patient and life changes they

had experienced as a result of the illness. Both current levels of

perceived control and future predictions of control were assessed. Loss

of control over patient behavior proved to be most distressful.

Moss (1988) mentions use of Pearlin's mastery scale in a study of

caregivers but does not report any results regarding that measure. She
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and her associates (Lawton, Kleban, Moss, Rovine, & Glicksman, 1989) do,

however, report development and use of a role-specific measure of

care giving mastery which they define as a "positive view of ones ability

and ongoing behavior during the care giving process" (Lawton et al., 1989,

p. 62). A role-specific self-esteem scale was also described in their

work. Although the paucity of studies in the care giving literature

looking at personality variables is frustrating, the inclusion in these

studies of role-specific measures of both self-esteem and mastery/control

are of particular interest in this investigation.

Multiple Roles and Self-concept

Because we are looking at the effects of stress on self-concept and

depression within the context of a particular role, that of care giver, a

brief consideration of the relationship between role - incumbency and

depression will help inform this examination. Care givers vary in the

availability of other roles besides that of care giver. It is being

proposed that the occupation of other roles can provide the care giver with

other sources of feedback about the self. Of relevance here is the

literature on the effects of multiple role incumbency on well-being.

In a review of previous work on multiple roles and psychological

distress, Barnett and Baruch (1987) identify two competing hypotheses.

The first, the "scarcity hypothesis", suggests that given a finite amount

of energy, the more roles a person occupies, the more role strain he/she

is likely to experience. The second, the "expansion hypotheses", proposes

that the positive benefits of multiple roles to self-esteem through

recognition, prestige, and financial rewards lead to psychological well

being rather than strain. They also suggest that the availability of
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alternative roles is beneficial because positive experiences in one role

may offset negative experiences in another.

Pietromonaco, Manis, and Frohardt-Lane (1986) suggest that multiple

roles insulate one against failure in any one domain. Self-complexity,

or the availability of multiple identities, protects one from putting too

much stake on any one (Linville, 1987; Thoits, 1983). The implication is

that, either through appreciation or positive feedback from others or

through positive self-evaluation for handling responsibilities and doing

them well, the more sources of possible feedback about the self, the less

impact a negative evaluation in any one of them will have. In a study of

women involved in various role combinations, Stewart and Salt (1981) found

that in single career women, stress at work contributed to physical

illness, while housewives showed higher depression in response to stress

within the family. Married career women showed neither of these patterns.

Thoits (1983) suggests that loss of components of one's identity

should impair well-being. This is relevant to the situation experienced

by many family care givers of persons with Alzheimer's disease. As the

care required increases and the behavior of the patient becomes more

difficult, caregivers often report a constriction of their lives.

Sometimes it is necessary to quit a job to spend more time with the

patient. Contact with friends may decrease because there is no time or

friends are not comfortable around the patient. The role of care giving

may, in effect, take over the life of the care giver. As this "role

engulfment" occurs, the caregiver may be left with fewer outside sources

of self-evaluation, making the experiences within the care giver role more

salient. This may result in a focus of attention on the self (Lewinsohn
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et al., 1985) and if the evaluation of self is a negative one, in a

diminishment of self and, eventually, negative affect/depression. If, on

the other hand, self-evaluation within the caregiver role is positive

and/or the care giver has other sources of feedback about the self, one

would expect a positive outcome.

The literature dealing with multiple roles specifically within the

care giving context has been mixed on the benefits of having other roles.

Fengler and Goodrich (1979) found that employed wives were lower in

satisfaction but suggest that may have been because their employment

reflected fewer financial resources, i.e., they were working because they

had to. Johnson and Catalano (1983) propose that the care giver role may

replace vacated or failed roles and therefore have a positive effect on

well-being if the care giver can find satisfaction in performing that job

well. They see "role entrenchment" within the care giver role as a

positive replacement for other roles.

In a study of Alzheimer's care givers which specifically examined the

effects of availability of other roles, Stoller and Pugliesi (1989) found

that burden did increase with multiple roles but well-being increased as

well. In particular, employment was negatively related to depression.

Summary and Conceptual Model

In summary, this review has attempted to bring together literature

in the areas of stress, depression, self-concept, and care giving with the

purpose of preparing the way for an examination of the role of self
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concept variables in the stress process within the context of caring for

a family member with Alzheimer's disease.

Self-concept has been identified as an important factor in the link

between stress and distress. Being a caregiver to a family member with

Alzheimer's disease is a prime example of an ongoing stressor that can

lead to a diminishment of self and ultimately to depression. The

literature implicates particular elements of self-concept, specifically

self-esteem, mastery, and optimism. Further examination of the self

concept literature suggests that the key to understanding how global self

concept is related to depression may lie in examining specific parts of

self which are embedded in the role of caregiver.

Conceptual Model

The basic model upon which this study rests is that of the stress

process originally described by Pearlin et al. (1981). This model has

recently been further updated and expanded to reflect work on a study of

Alzheimer's caregivers (Pearlin, Mullan, Semple, & Skaff, 1990). The new

model reflects once again the sources of stress, its mediators, and its

manifestations. Although this model has implications for the study of

stress in general, it does refer specifically to a population of

care givers. Therefore, attention has been given to identifying the

characteristics of both the care giver and the patient, and in

distinguishing between two constellations of stressors: primary, which are

more directly related to the actual needs of the patient and the care

required; and secondary, which includes those stressors which arise from

the primary stressors. It is this model of care giver stress that guided

the study of which this investigation is a part. This analysis focuses
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on the role self-concept variables may play in the process that leads from

conditions in the care givers' lives to observed outcome in the form of

depression.

Although the self-concept may be relatively stable and, at times,

resistant to change, in this study it is viewed not as a fixed entity but

as potentially malleable, susceptible to the effects of an ongoing

Stre SS Or. This model assumes that self-concept is vulnerable to the

effects of strains found within the role of care giver and that it is

through the diminishment of self that stress can lead to depression.

This study examines self-concept on two levels, looking not only at more

global aspects of self-concept, but at role-specific self-evaluations as

well. In this respect it goes beyond current self-concept research.

Being primary care giver to a close relative with Alzheimer's Disease

is viewed here as a chronic, enduring source of stress that can force a

reappraisal of the self. This focus of attention on the self can lead,

for some, to a diminishment of parts of the self-concept. One area in

which the proposed study can make a contribution is in identifying those

conditions within the caregiver role that can affect evaluations of role

specific self as well as global dimensions of self. It is proposed that

a sense of role engulfment will be related to a diminished sense of self.

Role engulfment involves absorption within a role but differs from social

isolation in the sense that the latter usually refers to limited social

contact. Role engulfment represents the domination of the person's life

by the care giver role so that the care giver is left with fewer role

partners who are potential sources of feedback and/or sources of positive

self-evaluation. It may or may not involve social isolation but its
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unique quality lies in the character of the role as the exclusive or

primary context for self-evaluation.

Role engulfment may be the result of having few other roles from

which to draw information about the self (role availability). On a more

subjective level, it can involve feelings that the role of care giver has

taken over one's life, resulting in isolation, a feeling of being trapped,

of having lost important parts of one's life such as contact with friends

and future plans.

When the role of care giver comes to dominate the life of the family

member, the unavailability of alternative sources of positive feedback

about the self could lead to a diminishment of self. This could be due

to lack of (or negative) feedback from others, as well as negative self

evaluations, due to a feeling that the demands of care giving exceed self

perceived capabilities.

Included in this study were several measures of role-specific self

evaluations. These include measures of role-competence, self-gain, and

loss of self. Role competence is the care giver's evaluation of the job

he or she is doing as a caregiver. Self-gain reflects those areas in

which the care giver perceives some personal gain from being a care giver.

A more negative evaluation of how the caregiver role may have affected

them personally is the measure of loss of self. These three variables are

all placed within the context of caregiving and are believed to reflect

the role-specific evaluations in contrast to the more global self

evaluations.

As noted, self-concept in this study will be viewed both in terms

of more global variables including self-esteem, mastery, and optimism and,
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at a micro level, more role-specific evaluations of the self. While

studies in the past have linked global self-concept variables to

depression (e.g., Brown & Harris, 1978; Hunter, Linn, & Harris, 1982;

Pagel et al., 1985; Pearlin et al., 1981; Scheier & Carver, 1985), this

study represents a closer look at the relationship between conditions of

a difficult role, self-evaluations specific to that role, global self

evaluations, and depression.

An important caveat that stands throughout this investigation

concerns the limitations imposed by the cross-sectional nature of the data

to be used. Cross-sectional data are useful in conceptually specifying,

measuring, and differentiating the specific and global components of self

and in examining more closely the relationship among variables that have

been identified as important components of the stress process. However,

they are obviously limited in their ability to establish causality.

We turn now to the specific model guiding this investigation (see

Figure 1). It is not intended as a causal model, although directionality

is implied by the arrangement of variables. It is, rather, intended as

a conceptual model, illustrating the organization of concepts to be

examined. There are three categories of variables that were examined as

dependent variables: depression, global self-concept, and role - specific

self-concept. All of the other variables are considered to be antecedent

variables, although role engulfment is viewed conceptually as an

intermediate link between conditions in the life of the care giver and the

three outcome categories.
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Figure 1

Conceptual Model of Antecedents of Role-specific Self-concept, Global
Self-concept, and Depression in Alzheimer's Care givers

Background Characteristics Caregiving Context
Income Years of Help
Education

-
H Lives w/Patient

Gender ADLs

Caregiver Age Cognitive Difficulty
Spouse Problem Behaviors

Hours Away

Role Availability Role Engulfment
Marital Status Role Captivity
Work Status Loss of Contact

Parenting Loss of Future

Contact w/Friends Not Enough Money

Role-specific Self
Caregiver Competence
Self-gain
Loss of Self

Global Self-Concept
Self-esteem

Mastery
Optimism

Mental Health

Depression *
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The antecedent variables have been categorized both to simplify

presentation and reflect conceptually meaningful units. The model

willserve as a general guide in searching for the conditions within

background characteristics, care giver context, role availability, and role

engulfment that contribute to role-specific self, global self, and

depression. One way of distinguishing among these three sets of outcomes

is to examine their individual patterns of antecedents. Further, because

it is proposed that role-specific self leads to diminishment of global

self, which, in turn, leads to depression, these three outcomes represent

three steps, moving toward depression as the end product. With cross

sectional data it is acknowledged that the direction of causality cannot

be established. Furthermore, although multicollinearity is bound to be

a problem in multivariate analysis, closely related variables may be

distinct and useful concepts.

Forming the three main analytic chapters, the general aims of the

study include:

a) Examination of role-specific components of self: their

antecedents and interrelationships

b) Examination of global aspects of self, their antecedents,

and the relationship between global and role-specific self.

c) Depression: examination of its antecedents and relationship

to role-specific and global self.

Before moving to the substantive chapters, however, Chapter Two

presents the methodology of the study.
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CHAPTER TWO

METHODOLOGY

The data for this investigation are drawn from the first wave of a

longitudinal study of stress and coping among spouses and adult children

who care for a community-dwelling family member with Alzheimer's disease

or a similar dementia. This study was funded by the National Institutes

of Mental Health.

Sample Recruitment

The subjects for this study were recruited primarily through the

rosters of the Alzheimer's Disease and Related Disorders Association

(ADRDA - now known as the Alzheimer's Association) in both the San

Francisco Bay Area and Los Angeles County. Additionally, some

participants were clients of the Northern California Alzheimer's Disease

Center (NCADC) and were contacted through that agency. Advertisements were

also placed in local newspapers and in newsletters. Caregiver's groups

were also approached in an attempt to recruit participants.

Screening calls were made to determine whether the person on the

roster fit the inclusion criteria. These criteria included being either

spouse or adult child (including sons- and daughters-in-law) of a person

with Alzheimer's Disease or a similar disorder. In cases where there were

multiple caregivers, preference was given to spousal care givers and then

to the family member who spent the most time with the patient. Excluded
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were non-progressive, dementing illnesses such as major stroke, as well

as recent serious head injury, Parkinson's disease, and metabolic or drug

induced dementias. Although many of the patients had been diagnosed by

a physician, the classification of the patients was based on the report

of the caregivers. To be included in the study the patient had to be

residing in the community (not in an institutional setting).

In San Francisco, over 4,000 letters were sent out to persons on the

rosters of ADRDA explaining the study and informing the prospective

participants that they would be contacted by telephone unless they

returned a postcard requesting they not be called. Four hundred cards

were returned, 56.5% indicating ineligibility and the remaining 43.5%,

refusals. Because the refusals did not always indicate the reasons for

refusal this group could include those who were ineligible as well.

Screening calls were made from the ADRDA roster as well as the list from

NCADC and volunteers who responded to our other calls for participants.

A total of 3,723 calls were attempted. Forty-four percent of the list

had no current phone number listed and an additional twenty-nine percent

could not be reached. Approximately one thousand calls were completed.

Of these 538 were ineligible (didn't meet study criteria for inclusion)

and 80 refused. Of the 388 persons who responded "yes" to the initial

call, 50 were or became ineligible (primarily because of the death or

institutionalization of the AD patient), 7 could not be located, and 31

refused. Three hundred persons made up the San Francisco sample.

The recruitment in Los Angeles was made somewhat easier by the fact

that the ADRDA list there was more recent and contained more information.

Over 800 letters were mailed and cards were received from 42 persons who
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were ineligible (27) or refused (15). Eight hundred and fourteen calls

were made. As a result of those calls, 255 persons agreed to be

interviewed. Reasons for exclusion included the institutionalization or

death of the patient, inability to reach the person by phone, and 53

persons who refused.

Of the approximately 1740 persons contacted by telephone in both Los

Angeles County and the San Francisco Bay area the primary causes for non

inclusion were institutionalization or death of the patient, failure to

meet patient-care giver relationship criteria or illness category. Of

those contacted by phone, 9.4% refused to participate.

Sample Characteristics

The sample is divided almost evenly between the San Francisco Bay

Area and Los Angeles County (54% and 46%, respectively). Fifty-eight

percent of the caregivers who were interviewed are spouses of AD patients,

the remainder being adult children and children-in-law. Among the

spouses, 58% are wives. Women clearly predominate among adult child

care givers, with daughters comprising 76% of the subsample. Sixteen

percent are sons and the remainder are daughters-in-law, with one son

in-law.

Table 1 presents the characteristics of the sample for spouses and

adult children. Although there are many similarities between the two

groups, there are some predictable differences. All of those in the

spousal category are married and, with one exception, live with the AD

patient. The majority of adult children are married and a majority share
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housing with the AD patient.

This is predominantly a white sample with six percent Black, three

percent Hispanic, and two percent Asian. This is most likely due to the

sample recruitment methods. It is also a mostly middle class sample.

Thirty-one percent of the spousal care givers and 37% of the adult children

have at least a bachelor's degree or beyond. The median income for

spouses is $25,000 per year and for adult children, $32,500. The age of

the care givers ranges from 29 to 88 with a range from 42 to 94 among the

patients they care for. Among spousal caregivers the mean age is 70 years

and the mean age of the person they care for is 72. Not surprisingly the

mean age of the persons cared for by an adult child is higher (80 years),

with 51 years the average care giver age for that group. The adult

children have been, on the average, caring for their parent for three

years, while the mean time caring for spouses is two years.

This sample may not be representative of all caregivers but little

is known about the exact characteristics of that population. This sample

may represent only those caregivers who are likely to seek help or

information. However, the variability within this sample gives us

confidence that we have reached major social and economic segments of the

population. Although similar in many ways to other major studies of

care givers to elderly persons, this sample is slightly better educated,

has a higher income, and has fewer minority participants (e.g., Stone,

Cafferta, & Sangl, 1987; Lawton et al., 1989; and Pruchno & Resch, 1989).

Underrepresentation by minority and rural care givers is a common problem

in care giver studies as is the method of recruitment using rosters of
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TABLE 1. DISTRIBUTIONS OF SAMPLE CHARACTERISTICS (N=555)
Spousal Care givers Children Care givers

N=326) (N–229)

Variable % %

City
San Francisco 56 52

Los Angeles 44 48

CG Relationship
Wife 58 Daughter 76
Husband 42 Son 16

Dtr-in-law 8

Son-in-law 1

Marital Status

Married 100 58

Div/Sep
- -

19
Widowed

- -
8

Never Married
- -

15

Living w/AD Person
Yes 99 61

No 1 39

Race

White 87 80

Black 7 15

Asian 2 3

Hispanic 4. 2

Respondent Education
Less than HS 18 6

High School 29 25
Some College 22 32
College Grad 14 18

College + 17 19

Employment Status
Employed 17 57
Not Employed 83 43

Income

<$20,000/Yr 38 26
$20-50,000/Yr 46 40

>$50,000/Yr 16 33
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Table 1 (continued)

Spousal Caregivers Children Caregivers
N=326) (N=229)

Variable % %

Respondent Age
Less than 44 1 27

45-54 5 39

55-64 17 28

65 - 74 45 6

75-88 32
- -

AD Person Age
Less than 44 1

- -

45-54 2
- -

55-64 14 2

65 - 74 3 18

75-84 39 54

85-94 5 26

Years Care giving
Less than 1 27 21

1-2 37 36

3 - 5 30 33

6 or more 6 10

organizations such as ADRDA (Barer & Johnson, 1990). However, this roster

was used as the best way of reaching the largest number of caregivers.

The variation among our participants and the scope of the study allow us

to examine the relationship among background characteristics and other

attributes of the caregivers and their caregiving context. Caution must

be exercised, of course, in generalizing to other groups of caregivers.

Data Collection

In the screening calls, the interviewers verified that both

.
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caregiver and patient met the study criteria. After verifying this

information, the interviewers made appointments for personal interviews.

Interviews took place in the caregiver's home, or in an alternate location

if requested by the participant. Although attendants were available to

help with the AD patient, if necessary, during the interview, no

caregivers took that option. In the San Francisco Bay Area, all

interviewers were recruited, trained, and supervised by project staff at

the University of California, San Francisco. Interviewers in Los Angeles

County were trained by project staff from UCSF, but were hired and

supervised by the staff of the Survey Research Center at the University

of California, Los Angeles.

In both locations, respondents were assigned to interviewers

according to their residential location. Interviews lasted, on the

average, one and one-half to two hours. The structured interview

schedule, which was developed over a two-year period, is comprised of a

series of questions with precoded responses. These concern background and

demographic information, the context of the caregiving situation, and the

specific strains involved in the care of the patient. The interviews also

included questions regarding related strain in other areas of the

care givers life: family conflict, economic hardship, and occupational

strain. Questions were asked regarding use of various kinds of coping

related specifically to the caregiving situation as well as the use of

formal and informal supports. The respondents were also questioned

regarding the impact of caregiving on their lives through a series of

questions involving loss, gain, and evaluation of their performance within

and their feelings toward their role as a caregiver. Self-evaluation was
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measured using standard instruments of self-esteem, mastery, and optimism.

Two major health outcome variables measured were depressive symptoms and

symptoms of physical illness.

Concepts and their Measures

As described in Chapter One, the model guiding these analyses (see

Figure 1) categorizes variables into conceptually meaningful units. Table

2 lists all of the variables used in the analyses, with a brief

description of each measure. Except where otherwise indicated, the scales

used in this study and described below are composed of items to which the

participants responded using a four-point Likert Scale. The scale scores

are derived by taking means of the items answered. All of the major scale

items are listed in Appendix A, with the alpha for each scale. Appendix

B lists the descriptive statistics for all of the scales used in the

analyses. The intercorrelations of all of the scales are given in

Appendix C.

Background Characteristics and Care giver Context

As indicated in Figure 1, a number of social structural variables

that have been shown to be of importance in caregiver research, as well

as general stress studies, will be examined. These include income,

education, caregiver age, relationship to the patient (spouse), and

gender. Measures of caregiver context and objective burden include years

in the caregiver role (years of help) and the condition of the AD patient.

Two scales, which are indicative of the amount of care the patient is

likely to require, were developed in the study of which this investigation
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is a part. These new measures include the cognitive status of the AD

patient and the problem behaviors with which the caregiver must contend.

Also included is a measure of the daily dependencies of the patient on the

caregiver which includes the standard ADL and IADL items (ADLs). Hours

away from the patient is the number of hours per week that the care giver

spends away from his/her relative.

Role Availability

In order to understand the conditions that may contribute to a

diminishment of self in the care giver role, a number of objective

conditions will be examined which reflect the availability, or lack

thereof, of other roles which would provide alternative sources of self

identity and self-evaluation. Work status, marital status (for adult

children), the presence in the home of children under 14 (parenting), and

the amount of contact with friends (number of contacts per month)

represent role availability.

Role Engulfment

Role availability may be seen as a more objective measure of role

engulfment. Role engulfment specifically refers to a set of feelings held

by the caregiver that the role of caregiver has taken over his/her life.

It was developed conceptually rather than analytically to represent a set

of conditions which emerged in qualitative interviews with care givers in

which they described feeling that the role had taken over their lives, cut

them off from the outside world, usurped plans they had had for the

future, and left them feeling captive. This is seen as an important link

in the process leading to a diminishment of self. Role Captivity refers

to the feelings of being trapped in the role, of wishing one could escape.
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This concept first emerged in a study by Pearlin (1975) which examined the

relationship of gender to depression. In this study, role captivity is

measured by a three item scale. Two items which are part of a set of

questions assessing various aspects of loss are included in this section

and will be examined as a part of this role engulfment. One item asks

about loss of contact with other people and another about loss of future

plans specifically as a result of caregiving. Response to a question

asking whether the care giver has enough money to make ends meet at the end

of each month is also included (not enough money). It is believed to

reflect a subjective measure of engulfment in terms of its effects on

choices and alternatives.

Role - specific Self-concept

Measures were developed for this study to capture aspects of self

evaluation that are specifically tied to the care giver, context. One scale

assesses how they perform in the role of caregiver, while the other two

measure the effects of the experience on them personally. One, Care giver

Competence, which refers to the participants' evaluation of their

performance in the role of caregiver, is measured by a four item scale.

A second, Self- gain, which gives participants the opportunity to express

the positive aspects of their caregiving experience, in terms of how it

has affected them personally, is also measured by a four-item scale. The

third measure of role-specific self is a two item scale which is referred

to as Loss of Self. This aspect of self was suggested by exploratory

interviews done prior to the major study in which caregivers expressed a

loss of sense of identity outside their role as a care giver or as they

experienced the loss of a person who had been a central part of their
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Table 2

Independent variables included in the regression equations

Variable

BACKGROUND CHARACTERISTICS

INCOME

EDUCATION

GENDER

SPOUSE

CAREGIVER AGE

CAREGIVING CONTEXT

YEARS OF HELP

LIVES W/PATIENT
ADLS

COGNITIVE DIFFICULTY

PROBLEM BEHAVIORS

HOURS AWAY

ROLE AVAILABILITY

MARITAL STATUS

WORK STATUS

PARENTING

CONTACT W/FRIENDS
ROLE ENGULFMENT

ROLE CAPTIVITY

LOSS OF CONTACT

LOSS OF FUTURE

ENOUGH MONEY

Description

Household $: thousands
CG Yrs of education

Male CG (0/1)
Spousal CG (0/1)
CG age in years

# yrs since began help
CG lives w/pt (0/1)
ADL + IADL

Cognitive difficulty
Problem behaviors

Hours/wk away from pt.

Adult children (0/1)
CG employed (0/1)
Children under 15 (0/1)
See friends times/month

Trapped
Loss of contact w/others
Loss of future plans
(1-3) 3 = enough money

life. It specifically asks a caregiver to evaluate the extent to which

they have experienced a loss of personal identity.

Global Self-Concept

Self-esteem is measured in this study with 8 out of the 10 original

items on the Rosenberg Self-esteem Scale (Rosenberg, 1965). There has

been some disagreement in the literature (e.g., Kaplan, 1970) as to

whether this scale is unitary or actually forms two scales, with positive

items forming a self-esteem scale and negative items forming a self

derogation scale. An exploratory factor analysis on these items yielded

two factors, but they were not clearly a positive versus a negative factor
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and were quite highly correlated (r-. 58). Both conceptually and

empirically, it appears that a single scale is appropriate for self

esteem. Scoring is reversed on negatively-worded items, so the scale

represents general positive self-regard.

Mastery is measured by the scale developed by Pearlin (Pearlin &

Schooler, 1978) which has been used in a number of stress studies. It

represents the control that individuals feel they have over those forces

that affect their lives.

Optimism is measured by a four item scale that is partially derived

from the Life Orientation Test developed by Scheier and Carver (1985).

It is a global assessment of one's typical view of self in relation to the

future.

Depression

For these analyses, depression was measured by a set of items taken

from the larger measure of psychological symptoms derived primarily from

the Hopkins Symptom Checklist (Lipman, Rickles, Covi, Derogatis, &

Uhlenhuth, 1969; Derogatis, Lipman, Covi & Rickles, 1971). The seven

items included in this subscale include commonly-used measures of

dysphoria. Items which refer to self-blame, worthlessness, hopelessness,

and feeling trapped were excluded to avoid confounding of these items with

similar independent variables.

As Appendix C illustrates, the intercorrelations among the measures

vary considerably, but some are quite high. The independence of these

constructs might be questioned and part of the analysis to follow will be

to examine whether it is possible to distinguish among them, either in

their antecedents or in relationship to each other.
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Analytic Strategies

The model illustrated in Figure 1 guided the analyses in this

investigation. Three separate sets of regression analyses were run with

role-specific self-concept, global self-concept, and depression as the

dependent variables. The variables within background characteristics,

caregiver context, role availability, and role engulfment are treated as

independent variables for all of the analyses. First the three measures

of role-specific self were regressed on all of the preceding variables in

the model. Next the three global self-concept variables were regressed

on the antecedent variables plus the role-specific variables. Finally,

depression was regressed on all the other variables in the model. Except

where otherwise indicated, all of the variables preceding the dependent

variables in the model are included in the regression equations.

Because some of the analyses are of an exploratory nature, a

significance level of .05 was set instead of the stricter .01. With the

large number of analyses, however, those with a probability of greater

than .01 must be interpreted with caution.

For each outcome variable, the results to be reported represent a

simultaneous regression analysis, including the specified antecedent

variables. This was done rather than hierarchical analyses, adding each

category of antecedent variables, because the interest was generally in

the relative contribution of each variable rather than in increments in

R-square.

With the large number of variables in the model, many of which are
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correlated, there is the risk of interpretation of results being

threatened by the effects of multicollinearity. The variables were

included because they were felt to be necessary controls or for interest

in their unique contributions. A variety of methods was used to test for

the possible effects of correlations among independent variables. Such

techniques include examination of standard errors and correlations among

the estimates in the regression analyses. Where change in signs occurred,

between correlations and regression weights, these inconsistencies were

further investigated to determine whether dropping highly correlated

independent variables from the equation helped explain the

inconsistencies. In other cases analyses were rerun, eliminating

variables which are highly correlated with other independent variables in

the model. These means of checking for the effects of multicollinearity

will be discussed where appropriate.

The literature on caregiving (e.g., Moss, 1988) suggests that

important information is lost when we analyze spouses and adult children

together. Because some of the relationships being investigated should

hold true regardless of relationship and because the power with the larger

N was desired, all of the analyses were done first using the sample as a

whole. However, because some of these relationships could also be

expected to differ, the analyses were also run on the two subsamples

separately. Where there were differences, these were tested by means of

interaction terms to determine whether the differences were significant.

Results will be presented for the sample as a whole, as well as for the

two subsamples. Significant differences between the two subsamples will

be indicated.
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CHAPTER THREE

ROLE-SPECIFIC SELF-CONCEPTS AND THEIR ANTECEDENTS

This chapter focuses on role-specific self. An important task of

this research is to determine whether we can better understand the

relationship of self-concept to depression by examining how a life

situation can affect those dimensions of a person's view of self that are

anchored specifically to that situation. This study examines specific

elements of self that are embedded in the role of care giver and relate

specifically to the care giver's thoughts about him or herself in terms of

the competence with which the job of caregiver is carried out (care giver

competence), the personal gains that have accrued as a result of

experience in the role (self-gain), and the degree to which incumbency in

the role has resulted in a loss of identity (loss of self).

In this chapter, these three dimensions of role-specific self are

viewed as outcome variables. Characteristics of the care giver and the

caregiving context are examined for the contribution to role-specific self

in order to ascertain whether there are such characteristics and

conditions that can help explain caregiver competence, self-gain, and loss

of self. In the following chapters I shall similarly examine antecedents

of global self-concept as well as the relationships between global and

specific levels. Finally I look at depression, focusing particularly on

the relationship between the two levels of self-concept and depression.

Because role-specific self-concept has received little prior

attention and because the scales reported here represent newly developed
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measures, much of what follows in this chapter is of an exploratory

nature. Each dimension of the role-specific self will be examined

individually because they represent conceptually different, although

interrelated, parts of self-evaluation.

To examine the relationships of the variables identified in the

model as preceding and contributing to the role-specific variables, each

of the role-specific self variables was regressed on the preceding

variables in a simultaneous regression. This was done in preference to

a hierarchical regression, adding each cluster of variables, because much

of the analysis is exploratory and because the increment to R-square is

of less interest than the pattern of conditions that contributes to each

of the self variables.

The results of the regression analyses with the three aspects of

role-specific self-concept are presented in Tables 4, 5, and 6. Although

all of the independent variables listed in Table 2 are in each analysis,

for simplicity the tables present only those that are significantly

related to a particular aspect of self. Results are presented first for

the total sample and then for spouses and adult children separately.

Caregiver Competence

Caregiver competence refers to the persons' self-evaluation of the

job they feel they are doing as caregivers. It was developed for this

study in order to observe whether judgments of competence in an important

role will affect one's general sense of self-evaluation, particularly

global self-esteem and a sense of mastery. The literature on both self



52

esteem and mastery has included reference to a sense of competence, either

as part of the definition of the concepts (e.g., Bandura, 1977) or as a

dimension within either mastery (Gecas, 1989; Langer, 1979; Rodin, 1986;

Weisz & Stipek, 1982) or self-esteem (Franks & Marolla, 1976). In a

culture which places so much importance on achievement and skill, one's

self-evaluation in a role, especially one that is of importance, is likely

to have an effect on global sense of self.

A second reason for examining competence is as a representation of

some of the more positive aspects of living under stressful conditions.

Too often in stress research the more positive aspects of the situation

are ignored, although qualitative and anecdotal data tell us that people

do see a positive side to even the most unfortunate experiences. It is

of interest to learn if positive concepts of care giver competence and

self-gain counteract the more negative aspects that might be engendered

by caregiving.

The measure of competence is constructed from four items asking

care givers how much they believe they have learned to deal with a very

difficult situation, feel that all in all they are a good care giver, feel

competent, and self-confident in their role as caregiver. Measured on a

scale of one to four, the mean is 3.38 (S.D.-.55), indicating that, in

general, most caregivers felt positively about their performance. Looking

at its zero-order correlations with the other self variables (Table 3),

it is significantly correlated to each of the specific self-concepts.

The moderate correlation between competence and self-gain, the other

positive aspect of role-specific self, indicates that they seem to be

getting at different aspects of the experience of care givers. Its lowest
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(and only negative) correlation is with loss of self (- . 13), revealing

that the more competent the caregiver feels, the less loss of self they

are likely to report. The low correlation, however, suggests that more

than just a positive or negative bias is operating.

Antecedents of Care giver Competence

Background Characteristics and Care giving Context

I first examine whether there are any factors in the background

characteristics of the caregivers or the context of care giving that are

related to a sense of competence. As indicated in Table 4, none of the

background characteristics is significantly related to care giver

competence. Turning to conditions of the caregiving context, three

contribute significantly to competence. The longer the care giver has been

helping the A. D. patient, the fewer hours they spend away from the

patient, and the more tasks of daily living (ADLs) that they must assist

with, the more likely they are to feel competent.

These results are similar to those reported by Moss (1988) in a

study of Alzheimer's caregivers. Their measure of "care giving mastery"

is similar to the caregiver competence used here. They found that

care giving mastery was not affected by the patient's symptoms but was

influenced by the amount of help given by adult children but not by

spouses. In the present study, however, the unstandardized regression

weight for ADLs is comparable for both groups (b=.09) but did not reach

significance for either when analyzed separately. This is possibly due to

the reduction in sample size when the two groups are analyzed separately

or to the weakness of the relationship.
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Table 3

Correlations among role-specific self-concept scales

1 2 3

1. Competence 1.00

2. Self-gain . 32××k 1.00

3. Loss of self - . 13×3 .01 1.00

** p3.01 *** p3.001

Role availability

The next sector of variables expected to exert an influence on

care giver competence includes those representing the alternative roles in

which the caregivers find themselves involved. As discussed above,

research on multiple roles has been guided by what might appear to be two

mutually exclusive assumptions: one that multiple roles entail increased

burden and the other, that multiple roles provide alternative sources of

satisfaction or self-evaluation and thus constrain burden. Only one

variable of this group shows a significant relationship with competence.

The negative relationship between having small children (age 14 and under)

and competence indicates that parenting young children makes one less

likely to feel competent in the caregiver role. This supports results

reported by Stoller and Pugliesi (1989) that having young children leads

to a heightened sense of burden among care givers. Some of the observed

relationships vary for spouses and adult children. Thus, when spousal and

adult child care givers are analyzed separately, this relationship remains

significant for spouses but not for adult children. Apparently trying to
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Table 4

Care giver competence : Significant antecedents with background
characteristics, care giver context, role availability, and role engulfment
in the equation

Total sample Spouses Adult
Children

Variable b b b

Years of .03 (. 12)*k .03 (. 13)* .04 (. 15) k
help

ADL/ .11(. 15) k .09 (. 12)ns .09 (. 13) ns
IADL

Hours - .003 (-. 21)* - .003 (- . 10) ns - .002 (-. 20) ns
away

#Work .09 (.08) ns . 22 (. 15) k - .01 (-.01)ns
Status

Parenting - .43 (.-. 12) kºk - 1.05 (- . 16) kºk - .30(- . 11)ns

Role - .08 (- . 15) kºk - .06 (- . 11)ns - . 11(-. 20) kºk
captivity

R-square . 14 . 14 . 21

standardized regression coefficients in parentheses
*p3.05 kºp-3.01 ***p3.001 ****p3.0001
# indicates significant differences between spouses and adult children

care for both a spouse and small children has more of a negative effect

on the feeling of competence than does caring for one's parent. In the

separate analysis, work status also makes a significant (positive)

contribution for spouses but not for adult children. For spouses at

least, it appears that although having small children can make one feel

less competent, having a job can make one feel more competent as a

care giver. In this case it may be role competition rather than the

benefits of role availability that is operating. In these kinds of

spousal and adult child contrasts, we may, of course, be seeing the
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effects of either differences in relationship to the impaired relative or

overall differences in age and cohort.

Role engulfment

The final set of antecedent variables to be considered in relation

to competence is the group of variables representing role engulfment, the

subjective sense of the care giver role having taken over one's life,

holding one trapped and cut off from other sources of positive benefit.

The four indicators in this category include a three item scale reflecting

role captivity and three additional constructs, each indicated by a single

item, loss of contact with other people, loss of a chance to do some of

the things the caregiver had planned, and sufficient monetary resources

to make ends meet. Only one of the four variables in this category is

related to one's sense of competence. Role captivity is negatively

related to competence, i.e., the more trapped one feels, the less

competent one feels.

In summary, the self-assessed competence of caregivers appears to

be a positive response to the challenges of care giving. The more the

care giver has to help the AD patient with activities of daily living, the

longer they have been giving that help, and the more time they spend with

the patient, the more likely they are to feel competent. In the study

by Townsend, Noelker, Deimling, and Bass (1989), examining the

longitudinal effects of caregiving on adult children, they found that

"subjective caregiving effectiveness", a concept which is similar to our

caregiver competence, tended to increase over time, suggesting that the

caregivers were adapting to the caregiving demands over time. This could
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reflect both increased competence in the caregiver and greater compliance

by the patient over time.

Because more help given to the patient increases feelings of

competence, it is not surprising that the competing demands of having

small children in the home would make one feel less competent. It is

interesting to note that, for spouses, having a job is related to higher

feelings of competence, supporting the results reported by Stoller and

Pugliesi (1989). The similarity of demands between the parenting role and

caregiving role may increase rather than protect one from the strains of

care giving. Although we do not have a measure of parenting strain, it is

so similar in many ways to caregiving that it may compound the strain felt

as a care giver. The role of worker may be different enough from that of

caregiver and also placed in another setting so that it provides a

separate identity (also a legitimate excuse to get away).

It is also not surprising that a feeling of being trapped in the

caregiver role would be related to lower competence. If a person feels

that they are held in a role which they do not wish to occupy,

particularly if they have few other roles to balance the negative

experience within that role, they might feel less positive as well about

their competence. The cross-sectional nature of these data, of course,

prevent any assumptions about the direction of the relationship and the

possibility of reciprocal relationships is present. Role captivity was

dropped from the equation to see if anything else in the equation changed.

The results were the same, increasing confidence that the results are not

obscured by correlations among the independent variables.
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In general, caregiver competence appears to be a positive response

to the caregiving experience. It may be that, as Townsend et al. (1989)

suggest, perceived coping effectiveness may protect the care giver from

some of the negative effects of the stressors (c.f., Menaghan, 1983).

Moss (1988) suggests that we give attention to the positive aspects of

caregiving which, she feels, are different from but not opposite to the

negative aspects of care giver burden. In the same paper she reports work

by a colleague, B. Rubenstein, who suggests that one of the important

tasks of the caregiver is to find meaning in the situation and a sense of

competence is among the positive aspects which a caregiver can derive from

their experience. It is meaning that has special reference to the self,

i.e., . what does it say about me as a person? Of course, it is important

to remember that although this may represent a positive aspect of the

experience, the low end of the scale, representing those who do not feel

that they are doing a good job, may be detrimental to the care giver's

global sense of self-worth and general sense of well-being, relationships

that will be further explored at a later point.

One of the other positive aspects of caregiver satisfaction, or the

attempt to find meaning, discussed by Moss (1988), is the impact on one's

sense of identity or "fulfillment of self." This is very similar to the

next dimension of role-specific self, self-gain.

Self-Gain

In order to get a measure of the caregiver's assessment of how they

had gained personally from their experiences as a care giver, we asked a
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series of questions, some having to do with fulfilling duty and others

referring specifically to growth of self. The self-gain items include

becoming more aware of inner strengths, becoming more self-confident,

having grown as a person, and having learned to do things the care giver

didn't do before. The self-gain items form a scale with an alpha of .76.

The mean for the combined sample is 3.38, suggesting, as did caregiver

competence, that as a group the caregivers were in general able to see

positive benefit to self as a result of their experiences.

An examination of the correlations between self-gain and the other

self variables (Table 3) reveals some interesting results. Most

interesting, and somewhat surprising, is the lack of relationship between

self-gain and loss of self. In this case, as Moss (1988) suggests, the

positive aspects of caregiving appear to be different from, not opposite

of, the negative aspects.

Antecedents of Self-gain

Background Characteristics

Regressing self-gain on the previous background, context, role

availability, and role engulfment variables yields the results shown in

Table 5. For the combined sample it appears that spouses and younger

caregivers are more likely to report self-gain. When the two groups,

spouses and adult children, are analyzed separately, none of the

background variables is significant for adult children, although care giver

age approaches significance (p<.06). It is a negative relationship, once

more, indicating that younger adult child caregivers are more likely to

report gain. Among the spouses, there is a significant negative
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relationship between education and self-gain. None of these variables

makes a significant contribution to self-gain for adult children.

Caregiving Context

Among the variables representing the caregiving context, the only

patient characteristic that leads to self-gain in the full sample is

cognitive difficulty. This is a positive relationship, indicating that

the more cognitively impaired the patient is, the more the care giver

reports self-gain. This may represent a trend in the care giver's "career"

to see more personal growth over time, as the person they care for becomes

more impaired. It may represent adaptation to or acceptance of the

inevitability of the situation. This relationship does not reach

significance level for either of the groups when analyzed separately. In

the full sample, the care giver living in the same house with the patient

is negatively related to self-gain. Since this is meaningful only for

adult children (all but one of the spouses reside with the patient) one

would expect it to be significant in the analysis of adult children.

However, it does not reach significance in that group.

Role Availability

Moving next to the role-availability indicators, none contributes

significantly to self-gain for the sample as a whole, but when analyzed

separately for spouses, work status is positively related to self-gain.

This is net of the (negative) effect of number of hours spent away from

the patient (i.e., with hours away in the equation). It appears that the

positive effects of having outside employment to some extent counteracts

the negative effect of number of hours spent away. It is possible that
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Table 5

Self-gain: Significant antecedents with background characteristics.
caregiver context, role availability, and role engulfment in the equation

Total sample Spouses Adult children
Variable b b b

#Education - .02 (-.07) ns - .04 (- . 15) k .01 (.05) ns

Spouse .30 (. 18) k - - - - - - - - - -

Care giver - .01 (- . 17) kºk - .005 (-.06) ns - .01 (- . 14) ns
age

Lives with - .56 ( - .25) k+ - - - - - - .35 (.-. 19) ns
patient

Cognitive . 12 (. 13) × . 12 (. 14) ns . 15 (.15) ns
difficulty

Work . 15 (.09) ns . 31 (. 14) k .02 (.01)ns
Status

#Role - . 13 (. 16)*** - .07 (-.09) ns - . 24 (-. 27) ºkk
captivity

Loss of .10 (. 12) & .05 (.07) ns . 15 (.17) k
future

R-square . 12 . 15 . 13

a) standardized regression coefficients in parentheses
*p3.05 kºpº.01 kºkkpº. 001 ****p3.0001
# indicates significant differences between spouses and adult
children

it is the quality of hours spent away that determines its positive effect.

Role Engulfment

Finally, the feeling of being trapped in the role and a loss of

future plans are antecedents of self-gain; however, they differ in

direction of relationship and appear to be true primarily for adult

children. The less a care giver feels captive in that role, the more they

feel they have gained personally. However, the more they feel they have
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lost a chance to do some of the things they had planned, the more self

gain they report. It appears that a feeling of being trapped is such a

powerful negative indicator of dissatisfaction in the role, it does not

fall within what otherwise might be considered some of the "challenges"

faced by care givers. When role captivity is dropped from the analysis,

loss of future plans is no longer significant, indicating that the

correlation between the two is probably responsible for the significance

of future plans. There is, however, a positive zero order correlation

between loss of future plans and self-gain.

Comparing these results to the literature on gain within stressful

situations, the ability of these caregivers to see positive gain despite

hardship, resembles findings from studies of cancer patients (Mages &

Mendelsohn, 1980; Taylor, 1983) and persons with physical disabilities

(Schulz & Decker, 1985), as well as studies with Alzheimer's caregivers

(Kinney & Stephens, 1989; Stephens, Norris, Kinney, Ritchie, & Grotz,

1988). These studies indicate that persons who are undergoing stressful

life experiences often find some positive meaning in their situation.

Thus, Vitaliano, Becker, Russo, Magana-Amato, and Maiuro (1988-89) report

that "counting one's blessings" was related to optimism in their sample

of Alzheimer's caregivers. In another study of Alzheimer's care givers,

Kinney and Stephens (1989) examined a form of positive evaluation that

they refer to as "uplifts". In their work uplifts were measured in terms

of positive events that typically occur in the course of care giving,

rather than by how caregivers assess their potential gains. However,

their results are quite similar to the ones reported here for the self

gain scale. They found that the more time caregivers spent with patients,
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the more uplifts they reported. They found that the more care the

care giver gave, the more uplifts, a relationship that did not emerge in

the current analysis. They also report that uplifts were not related to

well-being, a finding similar to the lack of relationship in these data

between loss of self and self-gain.

Kinney and Stephens (1989) suggest, as does Moss (1988), that the

attempt to find meaning and value in a difficult situation leads people

to look for positive aspects of experience, especially where there is

little choice in being an incumbent of the role of care giver. "It is

possible that appraisal of events as uplifts reflects a form of coping

with an inescapable and chronic stressful situation", (p. 406). They also

found that while patient characteristics were better predictors of

care giving "hassles", the care givers' characteristics better predicted

uplift. In the present study, cognitive difficulty (for spouses) was the

patient characteristic related to gain. It is interesting to note that

in these analyses, the more caregivers report being held captive in the

role, the less likely they are to feel they have gained. It may be that

the positive disposition to report gain prevents one from perceiving being

trapped (or vice versa).

Looking at the R-square for the regression of self-gain on all the

variables in the model (R-square= . 12 for the combined sample), it would

appear that there is a great deal missing from our ability to account for

self-gain. The same is true for caregiver competence (R-square=. 14). The

literature cited thus far on positive aspects of care giving suggests that

what is involved is an attempt to find meaning and value in a difficult

situation and, as Moss (1988) reports, to answer the question "What does

7.
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my caregiving behavior say about the kind of person I am?" (p. 9). One

way of coping with difficult situations that has been identified is a

redefinition of the situation (Pearlin & Schooler, 1978). Perhaps the

ability to see personal competence and self-gain in this situation is a

result of such coping or a form of coping itself. The possibility that

these positive self-evaluation scales are related to coping efforts will

follow our discussion of the final role-specific variable, self-loss.

Loss of Self

Loss of self represents acknowledgement by the care giver that the

experience of being in that role has reached into the personal level of

that person's life and resulted in the loss of a part of one's very own

identity. Erikson (1950) made us aware of the importance of identity and

loss of identity. From the theories of depression discussed earlier, it

is predicted that when attention is focused on the self and the sense of

the self is diminished in some important way, the result will be

depression. The present research represents an attempt to assess, from

the respondent's perspective, the loss of one's identity due to a

particular life circumstance.

The loss of self scale is composed of two items: how much have you

lost a) a sense of who you are and b) an important part of yourself

(alpha-. 76). It appears to represent a very powerful indicator of the

impact of caregiving on the self. The mean is 1.79 (S.D. =. 82) indicating

that, although it is perhaps not common to all care givers, its

distribution is broad enough for an examination of its relationship to
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other variables. Looking at zero-order correlations with other global

self variables, all of the correlations are negative and significant, with

the exception of self-gain which is not related to loss of self. Self

esteem, mastery, and optimism are all moderately and inversely related to

loss of self (r--. 32, -. 38, and -. 21, respectively). As mentioned

previously, the correlation with caregiver competence is low but

significant (r-- . 13).

Antecedents of Loss of Self

Background Characteristics

As with the other role-specific variables, loss of self was

regressed on all the variables antecedent to it in the model (Table 6).

Looking first at the background variables for the sample as a whole, both

relationship to the patient and caregiver age make a significant

contribution to loss of self. Spouses are significantly more likely to

experience this kind of loss than adult children and the younger the

caregiver, the more likely they are to report self-loss. When spouses are

examined separately, care giver age remains significant, with younger

spouses more likely to report loss. Among adult children, gender becomes

a significant predictor of self-loss, although with the small number of

male adult children it is difficult to interpret this finding with

certainty. However, it does appear that in this subsample, daughters and

daughters-in-law report more loss of self than their male counterparts.

Caregiving Context

Examining the characteristics of the patient and the context of

caregiving, only one patient characteristic is a significant predictor of
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Table 6

Loss of self: Significant antecedents with background characteristics.
care giver context, role availability, and role engulfment in the equation

Total sample Spouses Adult children
Variable b b b

Gender . 10(-.05) ns - .02 (-.01)ns - .27 (- . 12) k

Spouse . 35 (.21)** - - - - - - - - - -

Care giver .01 (- . 14) k - .01 (- . 13) × - .007 (-.08) ns
age

Problem . 15 (.11) kºk . 14 (. 10) ns . 13 (.09) ns
behaviors

Marital . 21 (- . 10) k - - - - - - .25 (- . 15) k
Status

Work . 38 (- .22) **** - .38 (- . 17) kºk - .36 (.-. 21) k-k-k
Status

Not enough .21 (.17) k-k-k-k . 21 (. 17) kºk . 19 (. 16) kºk
money

Role .20 (.24) k-k-k-k .18 (.22)**** . 21 (.24) kºkk
captivity

#Loss of .12 ( . 15) k-k-k .13 (. 16) kºk .11(. 13) &
future

Loss of .12 (. 14) kºk .05 (.06) ns . 24 (.27) k-k-k-k
COntact

R-square . 35 . 26 . 50

standardized regression coefficients in parentheses
*p3.05 kºpº.01 ***p3.001 ****p3.0001
# indicates significant differences between spouses and adult
children

loss of self for the sample as a whole: problem behaviors. The greater

the problematic behaviors displayed by the patient, the greater the loss

of self. Problem behaviors may represent the most personally challenging

of the patient characteristics in that they may be more embarrassing,
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frustrating, and personally harmful to the care giver. They may require

the most vigilance and energy with the least opportunity for feeling you

can have a positive effect. Their unpleasant nature may arouse the most

negative self-feelings.

Role Availability

Examination of variables in the role availability category yields

a strong negative relationship between self-loss and work status. Among

those who are working (both spouses and adult children) there is much less

of a tendency to report a sense of loss of self than among those who are

not employed. Marital status (for adult children) also appears to be a

protection against loss of self. Availability of an alternative source

of positive feedback, indeed another source of self-evaluation, and/or a

feeling that you are still a person outside the care giver role appears to

be a powerful protection against losing a sense of who you are as a person

separately from the care giver role.

Role Engulfment

Finally, examining the sense of role engulfment, all four of the

indicators of the construct (see Figure 1) appear to be powerful

predictors of loss of self for the sample as a whole. The single question

regarding whether the caregiver has enough money to make ends meet

(controlling for level of income) has a strong positive relationship to

loss of self. Being trapped in the role also, not surprisingly, does have

a strong positive relationship to loss of self.

The two single items which measure a loss of a chance to do some of

the things you planned and a loss of contact with other people are both

significant predictors of self-loss. It is interesting to note that the
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relationship between loss of contact and self-loss is net of the effect

of the variable representing the actual amount of contact the care giver

has with friends (i.e., with amount of contact in the equation, partially

out the effect of actual amount of contact from the relationship between

loss of contact and loss of self). When the spousal and adult child

caregivers are analyzed separately the only difference is that loss of

contact with friends does not remain significant for spouses.

Because loss of self is a new concept there is little in the

literature to turn to. However, some of the literature on stress and

distress and the availability of other roles may help us understand the

relationships here. The finding that younger caregivers and spouses are

more likely to report loss of self is somewhat contrary to findings

reported by Stoller and Pugliesi (1989) that adult children displayed

more stress than spouses. In terms of the conditions of the patient, it

is not the amount of cognitive impairment that leads to a sense of loss

of self but the demand of dealing with a difficult spouse or parent that

makes self-loss more likely. The availability of other roles,

particularly a job, either part- or full-time, appears to offer protection

against loss of self. This remains significant even while controlling for

both income and the perceived inadequacy of money to make ends meet, as

well as hours away. It appears, therefore, to be something more than just

a source of financial gain and supports the literature on the positive

benefits of employment on well-being (Barnett & Baruch, 1987; Brown &

Harris, 1978; Horowitz, 1985; Kessler & McLeod, 1984; Stoller & Pugliesi,

1989). Although we have no direct measure of the quality of experience

within the work role, it is plausible that, as Barnett and Baruch put it
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"a positive experience in one role can offset the stressful effects

associated with having a negative experience in another role" (p. 136).

The protective function of being married, for adult children, is

also net of any financial benefit that role may offer. The literature on

the benefits of being married is mixed. Horowitz (1985) suggests that

married children who have to balance demands of spouse and children may

be most negatively affected by care giving. The results reported here

suggest that although parenting young children may have a negative effect

on one's identity, being married has positive effects on self. Brown and

Harris (1978) found that having a spouse who is a confidant is an

especially strong protection against distress, although those who were

never married showed the least depression. Pearlin and Johnson (1977)

found married persons to be least depressed. Much seems to depend on the

quality of the experience within the role (Aneshensel & Pearlin, 1987).

Unfortunately, in this study we have no measure of the quality of the

marital relationship for adult children. However, the percentage of

married sons and daughters who name their spouse as the person they

confide in (67.9%) suggests that at least for some the support given by

the spouse is important. Another possible explanation for the effect of

marital status on loss of self, although there is no direct way to test

it with these data, is that what is lacking for unmarried care givers is

an alternative source of positive feedback. This could be true for those

caregivers who are unemployed as well. Pearlin and Johnson (1977) suggest

that it is the social isolation, in addition to financial hardship that

makes unmarried persons more vulnerable. This is supported in the present
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analysis by the significant contribution of loss of social contact to

self-loss.

Other variables in the category of role engulfment appear to be

powerful antecedents to loss of self. Not having enough money was found

by Pearlin and Johnson (1977) to be more important than any other variable

in contributing to depression. Here, we see it is also very important in

a feeling of loss of self.

Relationship of Role-specific Self to Coping

Because of the small amount of variance that was accounted for by

variables in the model for both self-gain and caregiver competence and

because of the possible relationship of these variables to cognitive

coping, a subsidiary analysis was done to provide a better understanding

of the positive aspects of role-specific self. Both care giver competence

and self-gain were examined in relationship to a series of cognitive

coping items.

Examining the correlations in Table 7 will allow us to compare the

positive aspects of role-specific self to specific things that care givers

do to deal with their situations. This may shed some light on what is

missing in the explanation of the variance of these variables. They will

be contrasted with the relationship between coping and loss of self.

Although three separate scales have been derived from these coping items,

the alphas for the scales are so low that it appears wiser to treat them

as individual items.
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Table 7

Correlations of role-specific self-concept with cognitive coping
items

Cognitive Coping Role-Specific Self

Competence Loss of Self Self-Gain

Try to accept . 1742×ºkk - . 113.5%x . 0668
patient

Try to think
about the present . 0593 - . 0668 ... 103.8%

Others are worse . 1139×ºk - . 0022 . 1698% ºkºk
off

Keep sense of . 28.20% ºkºk - . 1283×k . 1239%x
humor

Get along day .0389 . 1516%xºk . 0421
by day

Think about . 1415% ºk . 0498 . 2057-kºkkºk

good times

Look for things . 1327-kºk - . 03:24 . 1987-k-k-k-k
admired in pt.

Make sense of . 0520 - . 0.074 . 1817-k-k-k-k

the illness

Pray for . 0.813 . 1336%x . 27.53%-k-k-k
strength

Remind self this . 0140 - . 0071 . 084.2%

is part of aging

Turning first to caregiver competence, it appears to be related to

those items which focus on the relationship with the patient: accepting

the patient as he/she is, thinking about good times in the past, looking

for things you admired in the patient; and with the situation: keeping
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your sense of humor and reminding yourself that others are worse off. It

is seeing the positive, not escaping from the negative. It is interesting

to note that the strongest correlation is with keeping one's sense of

humor.

Self-gain is notable by the sheer number of significant positive

correlations with coping items. Those who feel they have gained from the

experience tend to endorse most of the cognitive coping items. This could

represent a tendency to endorse positive items, but seems to be more than

that. If self-gain is part of the process of seeing the positive side of

the situation, it makes sense that it would go along with other attempts

to redefine the situation in positive terms. There does seem to be a

strong element of trying to make sense of the situation: trying to make

sense of the illness, praying, and even, reminding oneself that this is

something to expect as people get older. Strongest of the correlations

is between self-gain and praying for strength. Also important is a

tendency to focus on positive aspects of the situation: thinking about the

good times, seeing others as worse off. It is interesting to note that

although self-gain is related to a tendency to look for things you always

admired in your relative, it is not related to trying to accept the

patient as he/she is. This may represent the attempt to focus on the

positive, not necessarily in a realistic manner. Just getting along day

by day, what might be seen as a more realistic way of coping, is not

related to self-gain.

Unlike the two positive scales, loss of self is related to few of

the coping items. A negative relationship between loss of self and both

acceptance of the patient and keeping one's sense of humor are hard to
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interpret without the temptation to make causal inferences. If a

care giver tries to accept the patient and keep a sense of humor, it is

less likely that he/she will experience a loss of self. If, however, the

situation has resulted in a loss of self, it may be very difficult to

appreciate the patient or to find anything funny in the situation. In

light of the finding that problematic behavior in the patient makes a

significant contribution to loss of self, it is not surprising that

accepting the patient as he/she is negatively related to loss of self.

The other two items which are significantly correlated with loss of self

appear to be means of dealing with a very difficult situation: pray for

strength to keep going and just try to get along day by day. If the

situation is bad enough to cause the caregivers to feel they have lost a

part of themselves, these may be the only means of coping with the

situation.

Summary and Conclusions

The purpose of this section is to attempt to better explain and

define these new scales and to distinguish among them. The three role

specific self scales have been examined in terms of their relationship to

each other and in terms of the antecedents that contribute to them (see

Table 8).

The literature has suggested that one of the tasks in a stressful

situation is to find meaning in that situation that can include mastering

the challenge of care giving as well as "fulfillment of self" (Moss, 1988).

The role-specific scales appear to have tapped the attempt by the
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Table 8

Predictors of role-specific self-concepts

CG Competence Self- gain Loss of Self

Years help * - Education (SP) -Gender (AC)
ADLs Spouse Spouse

-Hours away - CG age -CG age (SP)
*Work stat (SP) Lives w/pt Prob Behav

-Parenting (SP) Cogdiff -Marital stat (AC)
-Role captive (AC) Work stat(SP) -Work stat

*-Role Captive (AC) Not enough $
Loss future (AC) Role captive

Loss future

* Loss contact (AC)

# indicates significant differences between spouses and adult
children

caregivers to give some meaning to their experience, in terms of the job

they are doing and how they have gained from the experience. On the more

negative side of the meaning of the situation is the personal loss. One

of the challenges in understanding these three scales is to distinguish

among them. This has been done both in terms of the antecedents that

contribute to each, as well as their relationship to cognitive coping.

In order to help clarify the different features of the care giving

situation which contribute to each of these scales, Table 8 presents the

factors in each category of antecedents that make a significant

contribution to each of the role-specific scales.

It appears that it is possible to differentiate among the three

measures of role-specific self in terms of their respective antecedents

as well as their relationship to coping. Also their correlations with

each other are low enough to suggest that they are not redundant. One of

the most interesting distinctions among the three measures of role
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specific self is found in the category of care giver context. Looking

first at just the characteristics of the patient and the care he/she

requires, each role-specific variable is predicted by a different

characteristic. The more the caregiver has to help the patient (with ADLs

and IADLs) the more competent he/she feels. The more cognitively impaired

the patient, the more likely the caregiver is to report that he/she has

gained personally from the experience. Finally, the more problematic

behaviors the care giver has to contend with, the more likely it is that

self-loss will be reported.

The feeling of being held captive in the role of caregiver is a

powerful one that has an impact on all three areas of role-specific self.

Negatively related to self-gain and competence, and positively to loss of

self, it is with the last that its effect is greatest.

Johnson and Catalano (1983) described a process which they called

"role entrenchment" in which the caregiving role takes precedence over

other roles, but serves a positive function in providing sources of self

esteem and competence and "replacing major role losses already

experienced, so it is seen as giving new meaning to life" (p. 617). This

seems to be a positive way in which some caregivers may respond to what

for others becomes a trap.

Thus far it appears that self-gain represents an interpretation of

the care giving experience in a positive light, of personal meaning in the

situation. It may also represent the ability to see some value in what is

an otherwise difficult situation, but, at least in terms of its lack of

relationship to loss of self, doesn't seem to work as a protection against

loss.
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Care giver competence may also represent a way of seeing positive

meaning in a job well done. It is positively related to the amount of

practical help given the patient and increases over time.

Loss of self, the evaluation that an important part of one's

identity or sense of self has been lost in the experience of care giving,

appears to be the aspect of self that is most responsive to the conditions

of the caregiver included in the model (R-square=. 35 for the total

sample). It appears to be more than just the opposite of a positive

attitude toward things.

We are now ready to move another step forward in the model to

examine the relationship of role-specific variables to global self

concept. We will also examine the antecedent variables in the model to

attempt to differentiate between the two levels of self-concept and among

the three measures of global self.
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CHAPTER FOUR

GLOBAL SELF-CONCEPTS : ANTECEDENTS AND RELATIONSHIP TO ROLE

SPECIFIC CONCEPTS

This chapter examines the three global dimensions of self-concept:

self-esteem, mastery, and optimism, looking first at their antecedents and

then at their relationship to the role-specific self-concept dimensions.

All three of the global dimensions are usually treated as stable parts of

personality, resources that a person brings to a stressful situation.

Although these resources may be relatively resistant to change, they may

also be vulnerable to change under certain circumstances, particularly

ongoing stress within a major role. In treating self-esteem, mastery, and

optimism as dependent or outcome conditions, it is their variable

character that is being explained.

In addition to identifying their antecedents, I shall examine the

relationship between global and role-specific self. In the model presented

in Figure 1, role-specific self-concept is viewed as antecedent to global

self-concept. Although it is acknowledged that global self-concept

precedes and undoubtedly has an effect on role-specific self-concept,

there is some suggestion (e.g., Cantor et al., 1986; Filipp & Klauer,

1986; Rosenberg, 1979) that in explaining how life experience affects the

way we feel about ourselves, it is useful to consider the direction of

effects as moving from role-specific to global (or at least as

reciprocal). One of the assumptions guiding this investigation is that

the evaluations the caregivers make about themselves within an ongoing
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role can have an effect on global dimensions of self-concept. Within the

confines of cross-sectional data, direction of causality cannot be tested.

Such data, however, can aid the explanation of the relationship between

these two levels of self-concept and their relationships to conditions in

the lives of the caregivers can be examined.

It was expected that there would be differences as well as

similarities in the antecedents that contribute to the two levels.

Because global dimensions of self are stable parts of personality, formed

over a lifetime, it is expected that background social-structural

variables will have more effect on global than they do on role-specific

self. Conditions of caregiving, on the other hand, should show their

effects more strongly, although not exclusively, on role-specific self.

The availability of other roles shown in the previous chapter to affect

role-specific self, should also affect global self because of the

resources those other roles may provide for positive feedback about the

self. Those who have other roles available should therefore have higher

self-esteem, mastery, and possibly optimism. Feeling trapped in the role

of caregiver and loss of valued alternative sources of feedback should

have a negative impact on the global self, as it was found to impact on

role-specific self.

The results presented in this chapter are based on a set of

regression analyses with self-esteem, mastery, and optimism as the

dependent variables. In order to better distinguish between the two

levels of self-concept, preliminary analyses were done without the role

specific dimensions in the equations and these results are presented in

Tables 9, 11, and 13. Tables 10, 12, and 14 present the results of
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analyses including all of the antecedent variables plus role-specific

self-concept.

Antecedents of Global Self-concept Dimensions

Self-esteem

As defined earlier, self-esteem represents the evaluative aspect of

self-concept. The motive to preserve self-esteem is a very powerful one.

For that reason, according to Rosenberg (1979), people usually engage in

a process of selectivity, attending only to information favorable to self

esteem. Conditions under which selectivity may fail include those in

which there is no other source of feedback and/or objective facts

regarding one's performance cannot be avoided. Not all parts of one's

self-concept are equal in terms of how they affect self-esteem, however

(James, 1890; Rosenberg, 1979). It is the assessment of those qualities

that count, that are important to the person, that will ultimately affect

self-esteem (Fleming & Courtney, 1984).

Background Characteristics

Returning to the model used earlier to organize the antecedents of

role-specific self-concepts, we begin by examining the effects of

background variables on self-esteem (see Tables 9 & 10). Social

structural variables, income and education in particular, have been found

to have a positive relationship to self-esteem (Pearlin & Schooler, 1978).

Table 10 illustrates that in our sample of caregivers both income and

education contribute to self-esteem. When analyzed separately, this is
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Table 9

Self-esteem: Significant antecedents with background characteristics.

caregiver context, role availability, and role engulfment in the equation.

Total sample Spouses Adult Children
Variable b b b

Income .004 (. 18) kºk .004 (. 15) k .004 (.21)*

Education .02 (. 12) kºk .02 (. 15) k .004 (.02) ns

Care giver .005 (.13) & .0005 (.01)ns .008 (. 15) k
age

Cognitive .04 (.08) ns . 10 (.20) kºk - .02 (-. 03) ns
difficulty

Hours away .002 (-. 21) & - .002 (-.09) ns - .003 (-. 25) ×

Work . 19 (. 18) k-k-k . 27 (.21)*k . 11 (. 11)ns
Status

Parenting .09 (- . 03) ns - .90 (.-. 16) kºk . 19 (.07) ns

Role . 10(-. 20) kºkkk - .06 (- . 13) & - . 15 (-. 28) k-k-k
captivity

Loss of .06 (- . 12) & - .02 (-.04) ns - . 12 ( - .22) kºk
C OntaCt

R-square . 17 . 17 . 31

standardized regression coefficients in parentheses
*p3.05 **p3.01. kºkpº. 001

true for spousal care givers,

significant contribution.

Caregiving Context

****p3.0001

but for adult children only income makes a

Examining the variables which make up the cluster representing the

objective

characteristic emerges as a significant predictor of self-esteem.

conditions the care giver role, only one patient

For

spouses only, the more cognitively impaired the patient is, the higher the
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care giver's self-esteem. The number of hours the care giver spends away

from the patient is negatively related to self-esteem for adult children,

but this effect is no longer significant when role-specific self-concept

is added.

Role Availability

The literature suggests that the availability of multiple roles can

have a positive effect on self-esteem (Pietromonaco et al., 1986).

Referring again to Table 10, work status has a positive effect on self

esteem, an effect that seems to be limited primarily to spouses. For

adult children, none of the role availability indicators is a significant

predictor of self-esteem.

Role-Engulfment

The subjective sense of one's life being taken over by the

caregiving role does have an impact on self-esteem for adult children.

For those who feel that they are held captive in a role they don't wish

to occupy, there is a negative impact on self-esteem. Loss of contact is

no longer significant when role-specific self-concept is added.

Role-specific Self-concepts

The amount of variance accounted for in self-esteem when the role

specific self variables are added increases from 17% to 34% (for the total

sample). The two role-specific dimensions of self that make a significant

contribution to self-esteem are caregiver competence and loss of self.

The more competent the care giver feels in that role, the higher his or her

global self-esteem. Although the importance or centrality of the

caregiving role must vary considerably among caregivers, it nevertheless
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Table 10

Self-esteem: Significant antecedents with background characteristics.
caregiver context, role availability, and role engulfment, and role
specific self concepts in the equation.

Total sample Spouses Adult Children
Variable b b b

Income .004 (.17) k-k-k .004 (. 15) kºk .004 (.20) k

Education .02 (. 12) kºk .02 (. 15) kºk .01 (.05) ns

Cognitive .03 (.06) ns .08 (. 15) k - .02 (-. 03) ns
difficulty

Work . 13 (. 12) kºk .16 (. 12) & .08 (.08) ns
Status

#Role - .06 (- . 12) kºk - . 03 (-.06) ns - . 11(-. 20) kºk
captivity

Care giver . 36 (.40) k-k-k-k . 37 (.42) k-k-k-k . 27 (.30) k-k-k-k
competence

Loss of - . 11 (- . 18) kºkkk - . 11 (- . 19) kºkk - .09 (- . 15) ns
self

R-square . 34 . 36 . 39

standardized regression coefficients in parentheses
*p3.05 kºpº.01 kºkkpº. 001 ****pº.0001
# indicates significant difference between spouses and adult children

does involve a close family role which is likely to make it a central one

for many people. A feeling of a job well-done or of competence has often

been identified as a central component in self-esteem. Examining the

standardized regression coefficients it can be seen in Table 11 that

care giver competence makes the largest contribution to self-esteem in both

spouses and adult children. Thus, the competence (or incompetence) that

one feels as a caregiver has a strong relationship to the general positive

(or negative) feelings one has about oneself. Loss of self, that
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dimension capturing the feeling that a valuable part of one's identity has

been lost as a result of caregiving, is, as expected, negatively related

to self-esteem. For adult children, it does not quite reach significance

but the regression weights are not greatly different. Pearlin et al.

(1981) recognized the "diminishment of self," the "loss of prized elements

of the self" as being mechanisms through which ongoing role strains can

erode self-esteem.

Summary

Consistent with previous literature, social structural variables do

make significant contributions to self-esteem. Income and education (for

spouses) are both related to higher self-esteem. It is interesting to note

that it is not the objective caregiving conditions that affect caregivers'

self-esteem as much as it is the more subjective evaluations. The amount

of work required to help the patient and the difficult behaviors displayed

by the patient do not appear to have an effect on the self-esteem of the

caregiver. This is consistent with research on care givers of Parkinson's

patients using similar variables (G. A. Mendelsohn, 1990, personal

communication). For spouses, the more cognitively impaired the patient,

the higher the caregiver's self-esteem. Why this should be so isn't clear

unless meeting the challenge of caring for a cognitively impaired spouse

can make one feel better about him- or herself. This may be a reflection

of adaptation to the caregiving role because the more impaired the

patient, the longer the spouse is likely to have cared for him or her.

The availability of other roles appears to matter primarily for the

self-esteem of spouses. Having a job makes a positive contribution to the
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self-esteem of spouses, a finding consistent with the literature (Baruch

& Barnett, 1986).

The subjective sense of being held captive in a role that is

unwanted has a powerful effect on self-esteem (particularly for adult

children).

Finally, the evaluation of the job one is doing as a care giver has

the strongest effect on level of self-esteem for both spouses and adult

children. Also, the feeling that through the experience of caregiving an

important part of one's identity has been lost has a strong negative

relationship to self-esteem, especially for spouses.

Self-esteem, in summary, is influenced by social structural

variables, those forces that shape the structure of our lives. It is

also, however, responsive to the ongoing, difficult and/or challenging

parts of our lives within important roles. In a situation which focuses

attention upon the self, the result can be an enhancement of self - a

sense of competence contributing to higher self-esteem or, conversely, a

sense of incompetence and loss of oneself, leading to a diminishment of

global self-worth. It is interesting to note that self-gain is not

related to self-esteem. It may be that a caregiver's attempts to see the

positive side don't help that much in terms of global self-esteem. The

caveat stands here as elsewhere that causal direction that seems implicit

in the model cannot be tested with these data. Causality may lie in the

opposite direction, or the relationship between competence and self

esteem is quite possibly a reciprocal one. A person with high self-esteem

may be more likely to feel they are doing a competent job and be less

likely to feel they have lost an important part of self in the process.
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Although self-esteem may be a resource (or in the case of low self

esteem, a liability) a person brings to the caregiving situation, there

is support here for the position that it is also an outcome of a long

term, stressful situation. Those low in self-esteem originally might be

more likely to feel that caregiving has a negative impact on them.

However, here we find that specific caregiving difficulties (e.g.,

problematic behaviors, lack of enough money) directly impact on loss of

self, but not on self-esteem. Also, the more the care giver helps the

patient, the more competent they feel, which then contributes to self

esteem, with no direct relationship between ADL help and self-esteem.

In conclusion, although self-esteem is undoubtedly a characteristic

that people bring to the care giving role, it does appear that it is

responsive to effects of that role on more specific aspects of self.

Those who feel they are doing a good job are higher in self-esteem. For

those who feel trapped in an unwanted, unpleasant role with few other

sources of identity and having experienced a diminishment of self in the

process, it has a negative impact on global self-esteem. The role -

specific dimensions of self help us see how this ongoing strain can come

to affect global self-esteem.

Mastery

Although a sense of control has been called many things and measured

in many different ways, in this study it is the general sense of mastery,

"the extent to which people feel that they are able to control the forces

that importantly affect their lives" (Pearlin, 1983, p. 27) that is being

examined. As with self-esteem, mastery is seen as a personal

characteristic, developed over a life-time and influenced by social
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structure. It has often been examined as a resource, playing a buffering

role against the effects of stress (Lakey, 1988; Thoits, 1987; Wheaton,

1983). Folkman (1984) proposed that we look at mastery as an outcome of

stress, the position taken in this paper. In their study of role strain,

Pearlin et al. (1981). found that it was an erosion of mastery, as well

as self-esteem, that led from stress to distress.

Background Characteristics

The place one occupies in the social structure has been found to

have an impact on a general sense of mastery, particularly in terms of

income and education (Gurin, Gurin, & Morrison, 1978; Pearlin & Schooler,

1978; Ross & Mirowsky, 1989). In this sample of care givers, income makes

a significant contribution to mastery for adult children but not for

spouses (see Tables 11 & 12). Education does not predict mastery for

either group. Age is negatively related to mastery for spouses only,

i.e., the older the spouse, the less of a sense of mastery they are likely

to feel. This concurs with Pearlin and Schooler's (1978) findings that

younger subjects tended to be higher in mastery, although the age

difference is not apparent among adult children in this sample. It is

important to note that this relationship stands net of the effects of

care giving strain. Age must, or course, be interpreted cautiously as it

may stand in for cohort differences, developmental changes, or other

unmeasured factors not in the equation (e.g., health).

Caregiving Context

One characteristic of the patient which is related to mastery, as

is true of self-esteem, is the level of cognitive impairment. This is

true only for spouses. Problem behaviors are positively related to
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Table 11

Mastery: Significant antecedents with background characteristics.
care giver context, role availability, and role engulfment in the equation.

Total sample Spouses Adult Children
Variable b b b

Income .003 (. 14) kºk .003 (. 11)ns .004 (. 19)%

Care giver - .002 (-.06)ns - .007 (- . 14) × - .001 (- .02) ns
age

Cognitive .07 ( . 12) k .10 (.20) k .03 (.04) ns
difficulty

Work . 12 (. 11) k .07 (.06) ns . 12 (. 11)ns
Status

Parenting - . 13 (-.04)ns - . 83 (- . 15) kºk . 10 (.04) ns

Role - . 15 ( - .29)**** - . 12 ( - .25) k-k-k-k - .22 (.-. 39) k-k-k-k
captivity

Loss of - .07 (- . 13) kºk - .05 (- . 11)ns - .09 (- . 168) ×
COntaCt

R-square . 22 . 17 . 31

standardized regression coefficients in parentheses
*p3.05 kºpº.01 ***p3.001 ****p3.0001

mastery in adult children with role-specific self-concept in the equation,

but are no longer significant when role captivity is dropped from the

equation. This appears to have been an artifact due to the high

correlations among these variables or reciprocal effects.

Role Availability

The effects of availability of other roles, and the benefit or

overload they may provide, was examined for sense of mastery. When role

specific dimensions of self are in the equation, occupancy of other roles

s
2
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Table 12

Mastery: Significant antecedents with background characteristics.
caregiver context, role availability, and role engulfment, and role
specific self concepts in the equation.

Total sample Spouses Adult Children
Variable b b b

Income .003 (. 15) kºk .003 (.11)ns .004 (.20) k

Care giver - .004 (- . 10) ns - .01(- . 16) kºk - .0003 (- .005) ns
age

Problem .06 (.08) ns .01 (.02) ns . 13 (. 16) k
behaviors

Cognitive .06 (.10) k .09 (.17) k .03 (.04) ns
difficulty

#Role - . 10(- . 19) kºkkºk - .08 (- . 16) kºk - . 16 (-. 29) k-k-k-k
captivity

Care giver . 22 (.23) k-k-k-k . 21 (.24) k-k-k .20 (.21) kºk
competence

Loss of - . 14 (.-. 24) kºkkºk - . 14 (-. 24) kºkkk - . 14 (-. 23) kºk
self

R-square . 32 . 28 . 37

standardized regression coefficients in parentheses
*p3.05 kºp-3.01. kºkpº. 001. kºkkºkpº. 0001
# indicates significant difference between spouses and adult children

does not affect mastery although parenting is negatively related to

mastery for spouses before role-specific self is added.

Role-engulfment

Although the objective burden of the caregiving situation has

relatively little effect on a caregiver's sense of mastery the more

subjective aspects of that strain do have a powerful impact. For both

groups, a sense of being captive in the role is strongly and negatively

related to mastery.

s
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Role-specific Self-concepts

When, in the preliminary analyses, the three global self-concept

variables were regressed on the antecedents in the model excluding role

specific self, only 22% of the variance in mastery (for the total sample)

is explained. When the role-specific self-concept dimensions are added,

there is a significant improvement in R-square to 32%. The two dimensions

of role-specific self which make a significant contribution to mastery,

as was the case with self-esteem, are care giver competence and

(negatively) self-loss. It is not surprising that if people feel they are

doing a good job as a care giver their sense of mastery would be higher.

This is consistent with those models of mastery which emphasize the

importance of a sense of competence to a feeling that one can control

those things that affect one's life. It is worth noting that the

unstandardized regression weights are very similar across groups,

indicating that the effect of feeling competent in this particular role

has a similar impact for both spouses and adult children.

The appraisal that a sense of one's own identity has been lost in

the process of caregiving is negatively related to sense of mastery. It

makes sense that if one sees such a loss occurring it would be very

unlikely that one could feel in control of those forces affecting one's

life. This is an acknowledgement that the person was unable to change or

control the situation in which he/she lives, even to the extent that it

has diminished a part of his/her own identity. As Pearlin (1983)

observed, persistent role strains, such as this one, can serve as a

reminder of our impotence in avoiding, escaping, or diminishing the

effects of these conditions.

R
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Summary

In summary, mastery does appear to be affected somewhat by social

structural factors, although to a lesser extent than was true for self

esteem and less than has been found in other studies. For adult children,

higher income leads to a greater sense of mastery. For spouses, the

younger the caregiver, the greater their sense of mastery.

Conditions within the caregiving context appear to have little

direct influence on a sense of mastery. For spouses, the more cognitively

impaired the patient, the greater their sense of mastery. It may be the

sense of having met the challenge of living with a cognitively impaired

spouse that increases one's sense of mastery. It seems plausible when

looking at the contribution of caregiver competence and loss of self to

mastery, that the caregiver conditions may be operating indirectly on

mastery through their effect on role-specific self. It will be recalled

that the amount of help given to the patient predicted a sense of

caregiver competence, as problem behavior contributed significantly to

loss of self. Neither of these has a significant direct effect on sense

of mastery but it appears that through their effect on role-specific self

they do, indirectly affect global mastery. This is consistent with

results reported by Moss (1988) that patient symptoms were not related to

mastery but were related to what they called "caregiver burden." It is

when the primary strains associated with caregiving have an impact on the

way a caregiver feels about him- or herself in that role, i.e., the sense

of competence or the appraisal that a part of one's self has been lost,

that the global sense of mastery is affected. It appears that sense of

mastery can be increased by feeling that you are doing a good job as
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care giver, but decreased as a result of difficult conditions that leave

one feeling a sense of loss.

Optimism

A " disposition" that leads people to expect that things will go

their way and that good rather than bad things are likely to happen to

them has been referred to as a sense of optimism (Scheier & Carver, 1985).

We all know those people who see the bright side of things, who, despite

difficulties, still retain hope that things will "work out for the best."

Scheier and Carver (1987) propose that dispositional optimism, which they

define as a generalized outcome expectancy, should be especially important

in regard to stressors which unfold over time. This is because optimists

should have more confidence that they can handle problems as they arise

and they report that, in their study, optimists were more likely to use

problem-focused coping, a style of coping often found to be more

efficacious.

Like self-esteem and mastery, optimism is generally treated as a

trait that a person brings to a stressful situation, and in this case

should be a resource which protects him/her from strain. Optimism should

serve as a protection by allowing people to be able to tolerate the

present because they expect their future to be better. In a situation of

long term strain, however, it is plausible that even the most optimistic

can, under certain circumstances, suffer a loss of that "positive

illusion" (Taylor & Brown, 1988). We now turn to an examination of the

relationship between optimism and the antecedent variables in our model

(Tables 13 & 14).
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Table 13

Optimism: significant antecedents with background characteristics.
caregiver context, role availability, and role engulfment in the equation.

Total sample Spouses Adult Children
Variable b b b

Income .001 (.05) ns - .001 (-.05) ns .005 (.22) k

Gender - . 10(- . 10) * - .07 (-.07) ns - .08 (-.06) ns

Care giver .005 (.14) k .002 (.03) ns .008 (. 14) ×
age

Problem .09 (.11)* .06 (.08) ns .16 (.20) kºk
behaviors

Parenting . 11 (.03) ns - . 72 (- . 13) × .40 (. 16) k

Role - .06 (- . 12) k - .02 (-.04) ns - . 13 (.-. 25) kºk
captivity

Loss of - .06 (- . 11) k - . 03 (-.07) ns - .09 (- . 17) &
C OntaCt

R-square .08 . 05 . 20

standardized regression coefficients in parentheses
*p3.05 kºpº.01 ***pº.001 ****pº.0001

Background Characteristics

A search of the literature revealed nothing to guide expectations

regarding the contribution of social structure to optimism, this being the

least well-researched of the three global dimensions. Table 14 indicates

that income makes a small contribution to the optimism among adult

children and among that group there is also a tendency to be more

optimistic the older you are. None of these relationships is especially

powerful and it appears that we cannot explain

very much of a person's tendency to be optimistic with background

variables.

>

2

º,

§

R

:



93

Table 14

Optimism: significant antecedents with background characteristics.
caregiver context, role availability, role engulfment, and role-specific
self concepts in the equation.

Total sample Spouses Adult Children
Variable b b b

Income .002 (.07) ns - .001 (-.04) ns .01 (.22)×

Care giver .01 (. 13)** .002 (.03) ns .01(. 13) ×
age

Problem .11(. 13) kºk .06 (.07) ns .19 (.23) **
behaviors

Marital - . 12 ( - . 10) ns - - - - - - .20 (- . 19)%
Status

#Parenting .24 (.07) ns - .44 (-.08) ns .48 (. 19)%

Care giver . 24 (.26) **** . 24 (.28) k-k-k-k . 21 (.22) kºk
competence

Self-gain .07 (. 11)** .08 (. 14) k .05 (.09) ns

Loss of - .08 (- . 14) kºk - .06 (- . 11)ns - . 11 (- . 18) ×
self

R-square . 19 . 16 . 28

standardized regression coefficients in parentheses
*p3.05 kºkpº.01 kºkkpº. 001 ****p3.0001
# indicates significant difference between spouses and adult children

Caregiving Context

The one characteristic of the patient which is significantly related

to optimism is problematic behavior. This is significant for adult

children only and, contrary to what might be expected, a positive

relationship. The more problems the adult child encounters with his/her

parent, the more optimistic they are likely to be. This is a puzzling

result, but unlike the effect of problem behaviors on mastery, the

positive relationship between problem behaviors and optimism remains even
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when the more highly correlated variables, such as role captivity, are

removed from the equation.

Role Availability

In the cluster of variables representing role availability, there

are again some perplexing relationships with optimism. Among adult

children, having a spouse is negatively related to optimism. This

relationship is not significant before role-specific self is added and may

be an artifact of multicollinearity. In the analysis regressing optimism

on the antecedent variables before role - specific self is entered (Table

13), an interesting anomaly arose concerning the relationship of parenting

to optimism. The relationship was significant for both spouses and adult

children but the direction of the relationship was opposite in sign.

Because of the opposite direction of the effects of parenting for the two

groups an interaction term was added to the equation (SPOUSE x KIDCARE)

and the regression weight for that interaction was significant (b=. 97,

p3.01). When role-specific self is added to the equation, the effect for

spouses is no longer significant. Just what this means must be approached

with caution but for spouses the presence of dependent children under 14

appears to have a negative effect on optimism, while parenting has an

opposite effect on optimism for adult children. This is net of the effect

of care giver age but may hint at a life-stage explanation. Children had

a similar effect on mastery for spouses although it did not remain

significant when role-specific self was added. A spouse who is caring for

his/her children at the same time as caring for a deteriorating spouse may

have a harder time feeling in control or being optimistic about the future

than an adult child who has children to care for. The spouse may be more
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likely to see present conditions as extending into a future that is truly

"non-normative" (Pearlin, 1975; Baltes, Reese, & Lipsitt, 1980). In light

of the fact that young physically healthy Alzheimer's patients may live

for many years, this is a real possibility. For adult children, parenting

young children may provide an alternative view of the future - one that

is more hopeful. It must be remembered that the effect for spouses does

not remain significant after adding role-specific self.

The negative relationship between marital status and optimism for

adult children is similarly puzzling. It may suggest, in light of the

other relationships thus far that optimism among adult children is a

"positive illusion" (Taylor & Brown, 1988) which seems to increase for

this group, the more negative the conditions become.

Role-engulfment

Before any further attempts to interpret these puzzling

relationships it appears wise to look at the contribution of the last two

categories of antecedent variables. None of the role engulfment variables

makes a significant contribution to optimism when role-specific self is

in the equation. For adult children, role captivity and loss of contact

contribute to optimism but these effects disappear when role-specific self

is in the equation. Optimism, then seems relatively immune to role

engulfment, either objective or subjective.

Before role-specific self is added several of the variables in the

model have shown significant relationships to optimism for adult children,

accounting for 20% of the variance in that dimension of global self. A

very different picture is present for spouses. Only one variable

(parenting: one which must be interpreted with care) was found to make a

*

º

c

S.

R

:

º

-



96

contribution to the optimism among spousal caregivers, accounting for only

five percent of the variance. Looking at the zero order correlation

between the patient-caregiver relationship variable (SPOUSE) and optimism

(r=. 09, p<.05) there is a small but significant tendency for adult

children to be more optimistic than spousal care givers.

For spouses (and even for adult children to a certain degree) there

is little in the model so far which helps predict optimism. We turn,

finally, to a consideration of the role-specific dimensions to see what

they contribute to the optimism of the caregiver.

Role-specific Self-concepts

Looking first at the increase in R-square when the role-specific

dimensions are added, we see that for both groups there is a significant

increment in R-square. The pattern of variables differs somewhat,

however, for the two groups. For spouses, the two positive role-specific

dimensions make a significant contribution to optimism. The more

competent the spouses feel in their role as care giver, the more optimistic

they are. Likewise the more they report they have personally gained from

the experience, the more likely they are to be optimistic. It should be

noted that this is the first time that self-gain has made a significant

contribution to a dimension of global self. Loss of self, surprisingly,

is not related to optimism for spouses.

For adult children, caregiver competence contributes to optimism,

while there is a significant negative relationship between loss of self

and optimism. Even though difficult conditions appear to contribute to

optimism in this group, a sense of loss of self in the situation is

powerful enough to detract from it.
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Summary

A somewhat enigmatic picture has emerged from this examination of

the antecedents of optimism. There are two major points which must be

addressed. First is the difference between spouses and adult children,

in significant antecedents as well as in the relative amount of variance

accounted for. The second issue is the relative inability of the

variables in the model to explain optimism and the puzzling nature of the

relationships which do appear.

There is little in terms of either objective or subjective

characteristics of the spouses or their care giving context that help to

explain optimism in this group of caregivers. It is not until role

specific dimensions of self are added that we begin to see what

contributes to their feeling of optimism.

For adult children we do find more among the antecedents in the

model which helps explain optimism but interpretation remains difficult.

Although age and income both seem to lead to greater optimism, factors

which would be expected to make life more difficult also contribute to

greater optimism. The absence of a spouse, the presence of small

children, and more problematic behavior by the patient all serve to

increase optimism. All of these relationships remain even when the

effects of role-specific self are added. The effects of loss of contact

and role captivity are no longer significant once role specific self is

in the equation.

Compared to self-esteem and mastery, which seem to be more affected

by the antecedent variables in the model, optimism is not as easily

explained by the model. The effects that the conditions represented in
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the model do have on optimism appear to be primarily through the effects

on role-specific self. There still remains much that is unexplained about

optimism. It may be that it is a disposition that is less affected by on

going strain than are the other two dimensions of global self-concept, a

"positive illusion" that is less vulnerable to the stress in life. The

contribution of difficult role conditions (for adult children) may mean

that at least for some, the more difficult things become, the more they

look forward to a future that is better or look for the bright side of

things, "making the best of the situation" (Scheier & Carver, 1987) or as

Scheier and Carver (1985) have elsewhere suggested, "optimists may just

not know when to give up !"

The Relationship between Role-specific and Global Self-concepts

One of the major aims of this paper is to examine the relationship

between the two levels of self-concept measured in this study, to

distinguish between them, and to learn whether knowledge about role

specific self can improve our understanding of global self-concept and

consequently, our understanding of how self is implicated in the

development of depression in conditions of ongoing stress.

Although we have been implored by major self-concept theorists

(e.g., James, 1890; Rosenberg, 1979; Wylie, 1974) to take into

consideration the parts that make up global dimensions of self-concept,

there is little in the empirical literature that heeds those suggestions.

All three of these theorists proposed that global measures are not merely

a sum of the parts but reflect the relative importance of the parts.
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Table 15

Correlations among role-specific and global self-concept variables

1 2 3 4 5 6

1. Competence 1.00

2. Self-gain . 32××ºk 1.00

3. Loss of self - . 13% & . 01ns 1.00

4. Esteem . 41% Kºk . 07 ns - .32%%%. 1.00

5. Mastery .28% ºk .11%x - .38××× - 60kkºk 1.00

6. Optimism .30% ºk .16%xº - .21% ºk .55%-k-k .55% ºk 1.00

** p3.01. kºkº pº. 001

Rosenberg maintained that both global and specific aspects of self

concept are legitimate concerns of research but cautions that they are

neither identical nor interchangeable.

The distinction between global self-concept and the situation

specific self-concept, "working self-concept", made by Markus and Kunda

(1986) sets a useful framework for the attempt in this study to understand

the relationship between global and role-specific elements of self. The

content of the working self-concept, according to these authors, depends

upon what is happening in the social situation to invoke particular self

images. This can include good, bad, ought to, feared, hoped for, not me,

ideal, and possible selves. The caregiver's assessment of the job he/she

is doing in the day to day context of caregiving, the assessment of what

that experience means in terms of both gain and loss of self are parts of

self tied specifically to the situation. According to the authors,
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variation in the content of the working self-concept has important

implications for self-esteem, and one would imagine, other global self

concepts as well.

Pelham and Swann (1989) proposed that specific self-views should be

related to global self-esteem but that the two levels are not equal.

Looking first at the correlations of global and role-specific self

variables (Table 15) we see first that the correlations among the global

self-concept dimensions are greater than the correlations among the role

specific or between any of the role specific or global dimensions. We

will return to a discussion of the relationship among global dimensions

later in this chapter. Looking at the correlations across levels,

we see that self-esteem is relatively highly correlated with care giver

competence. Although competence is probably more often equated with

mastery, in this case, it appears that feeling that you are doing a good

job as a care giver has more of a relationship to self-esteem than to

mastery. One of the more intriguing results, looking at this table, is

that self-esteem is not related to feeling that one has grown as a person

in the role of caregiver. Self-gain is related to optimism and mastery,

although the correlations are relatively small. Both caregiver competence

and loss of self are significantly related to all three dimensions of

global self.

Another way of examining the relationship between the two levels of

self-concept is to examine the pattern of antecedents that contributes to

each of the dimensions. Table 16 is an expansion of Table 8, adding

global self-concepts and their antecedents (both with and without role

specific self-concepts. One of the major differences between global and
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Table 16

Predictors of role-specific and global self-concepts

CG competence ( . 14) Self-gain ( . 12) Loss of self (.35)

Years help * - Education (SP) -Gender (AC)
ADLs Spouse Spouse

-Hours away - CG age -CG age (SP)
*Work stat(SP) Lives w/pt Prob behav

-Parenting (SP) Cogdiff -Marital stat (AC)
-Role captive (AC) Work stat(SP) -Work stat

*-Role captive (AC) Not enough $
Loss future (AC) Role captive

Loss future

*Loss contact (AC)

Self-esteem (.17) Mastery (.22) Optimism (.08)
(Before adding role-specific self-concepts)

Income Income (AC) Income (AC)
Education (SP) - CG age (SP) - Gender

CG age Cog diff (SP) CG age (AC)
Cog diff (SP) Work stat Prob behav (AC)

-Hrs away (AC) - Parenting (SP) - Parenting (SP)
Work stat (SP) -Role captive Parenting (AC)

- Parenting (SP) - Loss contact (AC) -Role captive (AC)
-Role captive

-
- Loss contact (AC)

- Loss contact (AC)

Self-esteem (.34) Mastery (.32) Optimism (.19)
(After adding role-specific self-concepts)

Income Income (AC) Income (AC)
Education (SP) - CG age (SP) CG age (AC)
Cog diff (SP) Prob behav (AC) Prob behav (AC)
Work stat(SP) Cog diff (SP) -Marital stat (AC)

*-Role captive (AC) *-Role captive *Parenting (AC)
CG competence CG competence CG competence

- Loss of self (SP) - Loss of self Self-gain(SP)
- Loss of self (AC)

* indicates significant differences between spouses and adult children

role-specific is in the contribution of background or social structural

variables. Although they make a contribution to global self, they appear

to have little effect on role-specific self. This is what would be

expected given the nature of the two levels. Global self-concept forms
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across a life-span and is affected by the larger forces organizing one's

life. The effects of social structure on role-specific self should be

more indirect through their effect on the conditions of care giving. One

would expect, for instance, that education and income would affect global

self-esteem, but have little direct effect on a care giver's feeling of

being competent in that role. Thus, one way of distinguishing between the

levels of self and in one way validating the use of both is the

relationship of social structure variables to global but not specific

self.

Those variables indicative of the objective features of the

care giving context would be expected to have more of an effect on role

specific self. This does not rule out the possibility that they will

influence global self-concepts as well, given the long-term character of

the role. It is the pattern of relationships and, in some instances, the

direction of the relationships that provides some of the most interesting

material in these analyses.

Role-specific dimensions of self each appear to be influenced by a

different aspect of the patient's condition, testimony to the value of

looking at these different aspects individually rather than in one

conglomerate burden score. The more cognitively impaired the patient is,

the more likely it is that the caregiver will report self-gain. The more

the caregiver helps the patient with daily activities, the more competent

he/she feels. Self-loss appears to be a result of having to cope with a

relative who engages in problematic behaviors. This effect was

significant for the sample as a whole but not for spouses and adult

children analyzed separately. Because of the high correlation between
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hours away and ADLs (r--. 38, p<.0001) a set of analyses with only

background and caregiving context variables in the equations were run,

leaving out hours away. The only change was for loss of self. Without

hours away, both ADLs and problem behaviors were significant.

The contribution of caregiving context to global self-concept

appears to take quite a different form. Self-esteem and mastery both

appear to increase, the more cognitively impaired the patient is.

Optimism increases as problematic behavior increases. It is difficult to

interpret the effect of cognitive impairment on mastery and self-esteem

except to propose that cognitive impairment takes the least amount of

actual hard work and strain of the three patient indicators and is the

least difficult pattern of symptoms to handle or may reflect adaptation

to the care giver role since cognitive impairment increases over time

whereas problem behaviors do not. The positive relationship between

problem behaviors and optimism is difficult to interpret but may be a

positive response to a negative situation. This relationship needs

further attention, but is beyond the scope of this dissertation.

The category of role availability appears to represent more than

just one dimension. Having other roles from which to draw inferences

about self-worth and competence as well as feedback from other people is

one possible influence of multiple roles. The alternative possibility is

that they will add additional strain as a caregiver experiences role

overload or conflict between responsibilities to multiple roles. The

other path through which role availability may influence care giver strain

is through the effects on the actual conditions of care giving, the
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resources other roles may provide (financial, social support, time away

from patient).

In general, work status appears to have a positive effect on

caregivers' role-specific self-concepts as well as on mastery and self

esteem. It doesn't appear to affect optimism. The effects of having

children 14 and under at home (interpreted cautiously due to the small

number among spouses) appear to be mixed, which parallels findings in the

literature mentioned earlier. Parenting has a negative effect on

caregiver competence but not on self-gain or loss of self. It has a

positive effect on optimism for adult children. Because it is the

occupancy of these other roles rather than the quality of experience

within them, we must hesitate to interpret how these relationships operate

(Aneshensel & Pearlin, 1987). Nevertheless, work status does in general

have a positive relationship to competence, self-gain, and esteem, lack

of a job is related to loss of self. Optimism is not as susceptible to

its influence. Marital status (for adult children) is another role

availability variable which can stand for a number of other variables.

The availability of a confidant, shared responsibility for the patient,

and improved resources may be represented in the marital status of the

adult child. Its effect appears to be primarily as a protection against

loss of self. Because economic resources (both objective and subjective)

are controlled for it would seem that the availability of a source of

emotional support is a powerful buffer against a loss of one's identity

in the role of care giver (Brown and Harris, 1978). It is interesting to

note that it has no effect on esteem or mastery but a negative effect on
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optimism. Its effect on global self appears to operate through its effect

on loss of self.

One other variable which was included in the category of role

availability needs to be mentioned although its effect was never

significant. "Friend" is not usually considered to be a role in the

traditional sense but contact with friends was included in these analyses

to represent another possible resource for feedback about the self. As

it turns out the only utility this variable provides is as a control for

actual amount of contact with friends when looking at the subjective sense

of loss of such contact.

In summary, availability of other roles can affect both global and

role-specific self but varies in that influence both by role and by level

of self.

The variables representing the engulfment of one's life by the

care giving role appears to be so powerful that these affect both levels

of self-concept. This is especially true of role captivity, the sense of

"an inescapable obligation to be and do one thing at the very time the

individual wants to be and do something different" (Pearlin, 1983, p. 19).

Pearlin notes that it is not the difficult conditions of the role that

matter as much as whether the role is unwanted. Thus while objective

conditions of the caregiver role do not greatly impact on global sense of

self, a feeling of being trapped in that role has a negative impact on all

three elements. Role captivity likewise has a negative effect on

care giver competence and self-gain, and is positively related to loss of

self.
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Loss of contact with friends is another indicator of role-engulfment

which negatively effects all three dimensions of global self, but only

until role-specific self is added. The isolation that it represents could

be seen as cutting off important alternative sources of feedback about the

self as well as important sources of emotional support that would allow

care givers to feel good about themselves, their control over things in

their life, as well as their outlook on the future. Loss of contact also

contributes to a care giver's loss of self, not surprising as it represents

another indicator of isolation within the role.

The other loss question regarding the things one had planned for the

future is related only to two dimensions of role-specific self: loss of

self and self-gain. The more an adult child care giver feels he/she has

lost future plans the more likely he/she is to see self-gain but also the

more likely he/she is to experience loss of self. One would expect that

loss of future plans would have an impact on optimism but in the

regression analysis it has no effect. Examination of the zero order

correlations, however, reveals a somewhat different picture. The

relationship between loss of future plans and optimism is low and non

significant for spouses but it is significant for adult children (r=-. 22,

p3.001). For spouses caregiving may be a more normative situation, while

for adult children, caring for a parent may interfere with what they might

otherwise be doing with their lives at this point, therefore affecting

their attitude about the future.

The item representing the subjective sense of inadequate income was

included within role engulfment because it is seen as representing the

availability of resources and alternatives which could be part of the
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feeling that the role had taken over one's life. This variable has an

impact on only one self-concept dimension. Not having enough money to

make ends meet increases the likelihood that a caregiver will feel a sense

of self-loss. It does not have a direct effect on global self-concept or

on positive evaluations of role-specific self.

This brings us to one of the most important distinctions between

global and role-specific self-concepts. When we look at the pattern of

antecedents, many of the conditions particular to the care giver's

situation (patient characteristics and availability of other roles) exert

much of their influence on global self through their influence on role

specific self. Adding role-specific self to the equations for global self

accounts for a significant increase in R-square for the three dimensions.

It does appear that we see more clearly the direct effect of the

care giving situation on role-specific self. Global self-concept seems to

have a broader base of antecedents including social structure as well as

care giving conditions and role specific evaluations. The specific

situation in which the caregiver finds him/herself should have more effect

on role-specific self (working self-concept) than on global self that has

formed over a lifetime.

Examining global self-concepts in terms of the model proposed by

Taylor and Brown (1988) on positive illusions, self-esteem, mastery, and

optimism do increase as some of the difficulties of the situation

increase. Their causes primarily lie outside the objective conditions of

the situation although are responsive to subjective strain within it.

Although they may be resources, they are responsive to the variations in

role-specific self. Given the generally high mean levels of esteem,
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mastery, and optimism, these caregivers are able to maintain positive

self-evaluations despite difficult conditions. There are those, however,

for whom the conditions of caregiving, objective and subjective, cause a

diminishment of self, leading to lower global self-evaluations. Once more

it is acknowledged that the direction of causality is possibly opposite

to what is proposed here. It is unlikely (although not impossible) that

global self-concept could influence caregiver context and role

availability. The more subjective evaluations might be influenced by

global self although it is hard to explain why self-esteem, mastery, or

optimism should cause a person to be more likely to feel trapped in a role

or that they had lost some of their identity in that role. These

questions remain to be examined in the context of depression. First,

however, we finish this chapter with a discussion of the relationship

among global self-concept variables.

The Relationship among Global Self-concepts

The question, therefore, remains as to how these global dimensions

of self-concept are related to each other and how they can be

distinguished from each other. Referring once more to Table 15, we can

see that the correlations are fairly high among the three dimensions.

Mastery and esteem are most highly related with optimism equally related

to both esteem and mastery. There is no doubt that there is a strong

relationship among them. This is not surprising due to the conceptual and

theoretical overlap but one must ask whether this relationship among them

means that they do not have value as separate concepts, each contributing
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information in its own right. There is a rich research tradition for each

of these dimensions as well as theoretical work suggesting that they can

operate separately (e.g., Fisher, 1984). We may lose conceptual clarity

if we merely combine them (e.g., Carver, 1989).

It is possible, however, that as we move to the final outcome

variable in this model, depression, there will be something to be gained

by using a meta-variable representing over-all positive/negative attitudes

toward the self in addition to the three separate dimensions. This then

leads us to the concluding analytic chapter which asks whether everything

we have learned about the self to this point can help us better understand

variation in depression among caregivers.
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CHAPTER FIVE

DEPRESSION AND SELF-CONCEPT

One concern of this investigation is the bearing of self-concept on

our well-being. It is the goal of this chapter to explore analytically

the relationship of self-concept, both role-specific and global, to

depression.

Depression, as it is measured in this study, does not mean clinical

depression, but rather depressive affect. As Becker and Morrissey (1988)

suggest, in the case of caregivers it may be an "expected reaction to

stress" that is being measured rather than a diagnosable clinical

condition. Given the amount of stress and loss that can occur in the

caregiving situation, part of what we may be seeing is a type of

bereavement reaction due to the loss of the persona of a significant

family member or an even more personal loss in terms of parts of the

care giver's own life, plans, and sense of self. There is the possibility

that other outcomes (e.g., anxiety or anger) might be more sensitive

indicators of the effects on some caregivers (c.f., McCall, 1990).

Nevertheless, for these analyses, a scale composed of seven items

representing depressive affect is used as the final outcome.

As discussed in Chapter One, the relationship between depression and

self-concept has been approached from three perspectives. The first is

to view self-concept and other personality traits as resources that buffer

the effects of stress and protect the person from becoming depressed.

Second, self-concept has been viewed as part of the symptoms of
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depression, e.g., the "cognitive triad" (Beck, 1974) of negative views

toward self, the world, and the future. Items reflecting self-blame,

feelings of helplessness, and hopelessness are common components of

depression scales.

The third view of self in relation to depression and the one guiding

these analyses maintains that in instances of ongoing stress the self

becomes vulnerable to damage, which can then lead to depression. One's

observation of one's own inadequacies in dealing with a difficult

situation and the lack of alternative sources of positive feedback may

lead one to take a negative view toward one's self-worth, mastery, and

sense of hope about the future. This model goes one step beyond looking

at just the global elements of self to examine role-specific components

of self. It is through the diminishment of the self-within-the-role that

we expect to see the effects of caregiving on global dimensions of self.

When the self, both role-specific and global, is damaged, depression is

the expected outcome.

The model guiding these analyses was chosen on conceptual grounds.

The cross-sectional nature of the data place stringent constraints on

testing the model. It is acknowledged that other models are equally

plausible. Once a person is depressed, the negative affect most likely

colors his or her self-concept. The probability that the effects in the

model are reciprocal is very high. It might also be argued that the

elements of self under observation here are aspects of depression itself.

As a check on this last caveat, I shall attempt to establish independence

of concepts of self and depression. That is, they may be related to each

other but still be conceptually distinct.
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The specific aims of this chapter include first looking at the

conditions in the caregiving situation that contribute to depression,

following the same lines of analyses used when role-specific and global

self-concept were the dependent variables. We can see how both levels in

turn contribute to depression. The more difficult task that follows is

to distinguish between self-concept and depression, addressing the

question as to whether self-evaluation may be among the symptoms of

depression. A final section will examine the idea that global self

concept performs a buffering role between the difficulties in the

stressful caregiving situation and the depression exhibited by the

care giver.

Depression as the Dependent Variable

The results regressing depression on all the variables in the model

covered thus far are presented in Table 17. Table 18 presents the results

of the same regression analyses with the exception that global self-self

concept is omitted from the equations. This will allow us to compare

depression and dimensions of global self-concept using the same set of

antecedents. Table 19 presents the antecedents for both levels of self

concept and depression as specified by the model. In addition, regression

analyses were done adding each category of antecedents to the equations

to yield the results in Table 20. This enables us to look at the

increment in R-square when each group of variables is added. Of special

interest are the increments when role-specific and global self-concept
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Table 17

Depression: significant antecedents with background characteristics,
care giver context, role availability, role engulfment, role-specific self
concepts, and global self-concepts in the equation.

Total Sample Spouses Adult Children
Predictor b b b

Gender - . 24 (- . 15) kºkkk - .21 (- . 15) kºk - .32 (- . 15) kºk

Care giver - .009 (- . 16) ** - .007 (-.09) ns -.01 (- . 17) kºk
age

Problem . 10 (.09) & . 14 (. 12) & ... 10 (.08) ns
behaviors

Work status - . 14 (-.09)* -. 25(- . 13) & .06 ( - . 04) ns

Not enough .09 (.08) * .07 (.07) ns . 14 (. 13) ×
money

Role . 10 (. 14) k-k-k . 14 (.20) **** .03 (.03) ns
captivity

Loss of .07 (.09)* .04 (.06) ns . 11 (. 14) ns
COntact

Care giver - .09 (-.07) ns - . 19 (.-. 15) kºk - .04 (-. 03) ns
competence

Loss of . 13 (. 15) k-k-k .08 (.10) ns . 17 (. 19)%
self

Mastery -. 36 (.-. 25) kºkkk -. 36 (.-. 24)**** - .41 ( - .28) k-k-k

R-square .46 . 49 . 49

standardized regression coefficients in parentheses
*pº.05 kºp-3.01 ***pº. 001 ****p3.0001
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Table 18

Depression: significant antecedents with background characteristics,
care giver context, role availability, role engulfment, and role-specific
self concepts in the equation.

Total Sample Spouses Adult Children
Predictor b b b

Gender - .23 (- . 15) kºkk - .22 (.-. 16) kºk -. 36 (.-. 17) Kºk

Caregiver - .009 (- . 16)×k - .004 (-.05) ns -.02 (- . 18) k-k
age

Problem .06 (.05) ns . 12 (.10) & .02 (.01)ns
behaviors

Work status - . 17 (- . 11)* - .26 (- . 14) × - .09 (-.06) ns

Not enough .09 (.09)* .08 (.07) ns . 13 (. 13) &
money

Role . 14 (. 19) kºkkºk . 17 (.24)**** . 11 (. 13) ns
captivity

Loss of .09 (. 12) kºk .07 (.09)ns . 14 (. 17) w
COntact

Caregiver - .23 ( - . 17**** -. 34 (-. 26) kºkkk - .09 (-.06) ns
competence

Loss of .20 (.23) k-k-k-k . 15 (. 18) k-k-k . 25 (.27) k-k-k
self

R-square . 38 .41 . 40

standardized regression coefficients in parentheses
*pº.05 kºpº.01 ***p3.001 ****p3.0001



Table 19

Predictors of role-specific and global self-concepts and depression

CG competence ( . 14)

Years help
ADLs

-Hours away
*Work stat (SP)
- Parenting (SP)
-Role captive (AC)

Self-esteem (.34)

Income

Education (SP)
Cog diff (SP)
Work stat (SP)

*-Role captive (AC)
CG competence

- Loss of self (SP)

Self-gain (. 12)

* - Education (SP)
Spouse

- CG age
Lives w/pt
Cogdiff
Work stat(SP)

*-Role captive (AC)
Loss future (AC)

Mastery (.32)

Income (AC)
- CG age (SP)

Cog diff (SP)
Prob behav (AC)

-Role captive
CG competence

- Loss of self

*-Role captive (AC)

Depression (.49)

- Gender

- CG age (AC)
Prob behav (SP)

-Work stat (SP)
Not enough $(AC)
Role captive (SP)

*-CG competence (SP)
Loss of self

-Mastery

Loss of self (.35)

-Gender (AC)
Spouse

-CG age (SP)
Prob behav

-Marital stat (AC)
-Work stat

Not enough $
Role captive
Loss future

*Loss contact (AC)

Optimism (.19)

Income (AC)
CG age (AC)
Prob behav (AC)

-Marital stat (AC)
*Parenting (AC)

CG competence)
Self-gain(SP)

- Loss of self (AC)

*indicates significant differences between spouses and adult children
when interaction terms added to equation

are added. Looking at the amount of variance (Table 20) accounted for by

all the variables in the model before role-specific self is added, we see

f º

a
- f

º
º

s
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that R-square is .31 for the sample as a whole. When we add role

specific self, we see that approximately 40% of the variance in depression

is accounted for, a significant change in R-square and a rather impressive

amount by social and behavioral science standards. When global self

concept is added there is another significant increase in R-square, with

nearly 50% of the variance in depression being accounted for.

Antecedents of Depression

Background Characteristics

With all of the variables in the model (Table 17), only two

background variables, gender and age, contribute significantly to

depression and both of these are in a direction predicted by the

literature. Females have consistently been found to be more likely to

be depressed than males (e.g., Cleary, 1987; McCall, 1990; Pearlin &

Johnson, 1977; Ross & Mirosky, 1989; Thoits, 1987). In this case, this

gender difference holds for both spouses and adult children, although

there are relatively few sons in the sample. Within the care giving

literature, similar gender differences have been found (Fitting, Rabins,

Lucas, & Eastham, 1986; Horowitz, 1985; Pagel & Becker, 1987; Pruchno &

Resch, 1989). Gallagher et al. (1989), however, analyzing spouses and

adult children separately, found wives more depressed than husbands, but

no difference between daughters and sons.

The gender differences reported here are even more dramatic given

the number of variables that are controlled for in the equation. A recent

paper by McCall (1990) reports similar gender differences (i.e., females

> males) in depression when role occupancy and quality of role experience
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Table 20

Increments in R-square of depression with addition of role-specific and
global self-concepts (total sample)

Categories of variables R-square
added to the model R-square change F

Background . 13
- - - - - -

characteristics

Care giver . 17 .04 4.2××
COntext

Role . 19 .02 2.5%

availability

Role . 31 . 12 7.5-kºk

engulfment

Role-specific . 38 . 07 17.7-kºk
self-concept

Global . 48 . 10 27. Okk

self-concept

*p3.05 **p3.01

are controlled. In the present study, even when differences in socio

economic status, care giving context, and occupation of other roles are

controlled, the gender differences remain. This is an area where further

investigation is tempting. Aneshensel and Pearlin (1987) suggest that we

must look at the quality of roles, not just their occupancy to understand

their effect on mental health. In this case, it appears to be more than

just patient characteristics that influence the quality of the experience.

Several authors have suggested that men and women approach the caregiving

role differently, that it has different meaning for the two groups

(Fitting et al., 1986; Horowitz, 1985; Miller, 1987; Pruchno & Resch,

1989; Zarit, Todd, & Zarit, 1986). Men, it has been proposed, take on
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caregiving as a job, particularly retired men. Women, on the other hand,

may resent a continuation of caregiving responsibilities at time when they

thought they would be free. Also, Horowitz (1985) suggests that women,

who have more social contact outside of marriage, stand to lose more and

therefore are more susceptible. An examination of the zero-order

correlation between gender and loss of contact with other people in the

present data, however, shows no difference between men and women on this

variable (r-.005).

An additional note of interest regarding gender involves its

relationship to self-concept. In the regression analyses involving both

role-specific and global self, there were only two instances where gender

made a significant contribution. Daughters were significantly more likely

than sons to report a loss of self. Further, for the sample as a whole,

women were more likely than men to be optimistic, although this

relationship was not significant when spouses and adult children were

analyzed separately or when role-specific self-concept was added to the

equation. Gender differences in depression remain, however, even when

controlling for self-concept.

In previous studies age has been found to be negatively related to

depression (e.g., Cleary, 1987; Lewinsohn et al., 1985; Rankin, 1988;

Vitaliano, Mauro, Ochs, & Russo, 1989) and this holds true for adult

children in the present sample, but not for spouses. (When role captivity

is left out of the equation, caregiver age does become significant for

spouses.) Looking at the relationship between care giver age and self

concept variables we see little to help us interpret this age difference.

The only hint as to the meaning of this relationship comes from a study
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of coping among family caregivers. Stephens et al. (1988) found that age

accounted for the largest portion of variance in escape-avoidance coping,

the least useful means of coping in their view, with younger caregivers

more likely to report this type of coping. It is beyond the scope of this

thesis to look more closely at coping in relation to depression, but it

is possible that the negative relationship between age and depression in

this study is partially due to the less effective coping among younger

care givers. The negative relationship between age and optimism in adult

children suggests that perhaps with age it is easier to remain optimistic

despite caregiving difficulties. Examination of the interaction term

between age and problem behaviors in predicting optimism (for the sample

as a whole) gives some support to this possibility. Although the estimate

does not quite reach significance, it is close (b.--.006, p<.08).

Therefore, it appears that problem behaviors are more likely to have an

effect on the optimism of younger adult children as compared to older.

It may be that the wider age range and proportion of subjects in the

lower ages among the adult children in the present sample may account for

the fact that age is significant for adult children but not for spouses.

Perhaps the greater mastery among younger spouses mediates the age

differences in loss of self, to reduce the effect of age differences for

that group. Or it may be that age is a "stand in" variable for other

developmental factors which are not in the model. Although younger

spouses are more likely to report loss of self, they are also more likely

to report a sense of mastery.
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Care giving Context

Deimling and Bass (1986) found that ADLs, social functioning, and

disruptive behavior had a direct effect on depression in spousal and adult

child care givers of cognitively impaired persons. The effect of cognitive

impairment was less important to depression except through its indirect

effect on disruptive behavior and social functioning. Problem behaviors

in the present study contains elements similar to both social functioning

and disruptive behavior in the Deimling and Bass study and is the only

patient characteristic to have a direct effect on care giver depression,

for spouses only.

Other caregiver context variables, i.e., hours away from the patient

and years of help given, have no direct effect on depression. The results

presented here suggest that, with the exception of problem behaviors for

spouses, there are no characteristics of the caregiving context that

directly effect depression. Their effects do seem to operate through

self-concept.

Role Availability

Turning to the occupation of the other roles of spouse (for adult

children), parent, and paid worker, the only role that has a direct effect

on depression is that of paid worker. Consistent with past research

(Brown & Harris, 1978), those who are employed in this sample are less

likely to be depressed. This is significant, however, for spouses only.

Although Brown and Harris include the presence of young children in the

home and lack of a spouse as vulnerability factors in depression,

parenting and marital status have no direct effect on depression in this

study. Their effects were seen earlier in both role-specific and global

º
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self-concept analyses. Unfortunately we do not have measures of the

quality of experience within these roles.

Role Engulfment

The aspects of role engulfment that contribute directly to

depression include insufficient money to make ends meet, role captivity,

and loss of contact with other people. Although each is a significant

predictor when the regression is run on the sample as a whole, the effects

vary according to subgroup. Insufficient money does not reach

significance for spouses but does for adult children when analyzed

separately. Role captivity is a significant predictor for spouses, but

not for adult children, while loss of contact with other people is

significant for adult children but not for spouses. Perhaps it is easier

for adult children to avoid the negative consequences of feeling trapped

in a role because they do not expect to remain forever in that situation

or because they have alternative situations where they are not so helpless

- what Fisher (1984) calls the "resistance hypothesis". Fisher also

describes the benefit of social support as directing attention away from

the self. Perhaps this explains why loss of contact with others is a

predictor of depression in adult children. Why this is not as true for

spouses as well is not clear.

Economic strain was identified by Pearlin and Johnson (1977) as more

important to depression than any other variable they examined. Moritz,

Kasl, and Berkman (1989) also report financial difficulty among spousal

caregivers to be of considerable importance to the mental health of the

caregivers. In this study it makes a significant contribution to

depression. It also made a significant contribution to loss of self which
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appears to be one of the most powerful indicators of distress in this

study.

Role-specific Self-concept

Two aspects of role-specific self make a significant contribution

to depression. Self-loss, not surprisingly, is a highly significant

predictor of depression in both the spouses and adult children, although

it is no longer significant for spouses once global self-concept is added.

When role captivity is dropped, it is once again significant, suggesting

that the strong relationship between self and role captivity in spouses

is competing for the same variance in depression. Brown and Harris (1978)

recognized the importance of sense of loss in the development of

depression, "particularly those involving the woman's view of her own

identity" (p. 285). The self-loss items in the present study ask the

respondents to make an evaluation of how much they have lost their own

personal identity in the caregiving role. It is asking them to appraise

the personal cost to them. Folkman et al. (1986) found that one of their

"appraisal" questions that asked subjects about the threat of a stressful

situation to their self-esteem was significantly related to their measure

of distress. In this study it is the most powerful predictor, up to this

point, of depression in adult children.

Caregiver competence, the evaluation of the job one is doing as a

care giver, is the most powerful predictor of depression to this point in

spousal caregivers. It does not reach significance for adult children.

For spouses the centrality of the role would be expected to make

competence within that role especially important. Interestingly, spouses

who are working are more likely to feel competent as caregivers. For both
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groups, caregiver competence does make a positive contribution to mastery,

self-esteem, and optimism, so it is perhaps in this way that competence

indirectly effects depression in adult children. For spouses, however,

even when global self-concept is in the equation, care giver competence is

significant.

There are few differences in those variables that are significant

predictors before and after addition of self-concept (Tables 17 & 18).

Loss of contact for adult children, loss of self for spouses and care giver

competence for the sample as a whole are significant until the addition

of global self-concept. Problem behaviors for the total sample and not

enough money for adult children are not significant until global self

concept is added.

Global Self-concept

When each of the three elements of global self-concept is added into

the regression equation separately, each one is a significant predictor

of depression. Also, when mastery is left out, both esteem and optimism

are significant. When, however, they are added simultaneously, only

mastery reaches significance. This may be due at least partially to the

multicollinearity present among these three constructs. As noted earlier,

the correlations among these three dimensions are quite high. Examination

of the correlations among the regression weights for these three in the

regression analysis, however, reveals only moderate correlations (ranging

from -. 30 to - .34), indicating sufficient independence among them to rule

out multicollinearity as the only explanation for the predominance of

mastery over the others.
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Mastery makes a substantial contribution to depression. Looking at

the standardized beta weights, one can see that for both groups, it is

among the most powerful predictors. Why it stands out above the other two

is not clear. It may be a substantive effect in that the lack of control

over the disease and what it does to one's life is the most important step

in the development of depression. The relationship of loss of self to

mastery may help explain its power.

One additional comment must be added concerning the problem of

multicollinearity. As one test of the effects of correlations among

independent variables, the regression analyses for depression both with

and without global self-concept were rerun leaving role captivity out of

the equations. The results varied mainly by subgroup. Briefly, dropping

role captivity causes problem behaviors to become significant (before

adding global self-concept) and work status is no longer significant (for

the sample as a whole). Among spouses, both caregiver age and loss of

self become significant. Loss of contact becomes significant for adult

children.

It appears that the relationship between role captivity and both

care giver age and loss of self obscures the relationship between these

variables and depression. For adult children the redundancy between loss

of contact and role captivity is also a problem. None of these problems

change the substantive interpretations of these analyses, but they are

concerns that suggest further refinement of the model.

Summary

One way of summarizing the effects of variables in the model on

depression is to look at the varying patterns for spouses and adult
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children. When interaction terms were tested only one - that for spouse

x caregiver competence - was significant. It must be remembered therefore

that with the exception of caregiver competence, these do not represent

significant differences in slopes for the two groups but merely different

patterns of significant antecedents.

Among spouses, wives are much more likely to be depressed than

husbands. Problem behaviors in their spouses contribute to depression for

the spousal caregivers. Not having a job and feeling trapped make a

significant contribution to level of depression. The one role-specific

self-concept dimension that is a significant predictor of depression is

caregiver competence and it is second only to mastery as the most powerful

predictor of depression among spouses.

The picture that emerges from the analyses of depression in spouses

is one in which care of the Alzheimer's patient is central to their

reporting depressive symptoms. Being a female, caring for a difficult

spouse who exhibits problem behaviors, feeling trapped in a situation one

would rather not be in, with few or no other sources of feedback (i.e.,

employment), and feeling that one is not doing a good job at such a

central role can have a profound effect on the well-being of the

caregiver. Added to these factors, the feeling that one has little or no

control over what happens has the most powerful effect on depression (B=-

. 24, p<.0001). These variables account for nearly half of the variance

in depression among spouses.

For adult children, being female and being young make it more likely

that the caregiver will be depressed. Compared to the spouses, there is

little in the actual characteristics of the care giving context which
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contributes directly to their level of depression. None of the patient

characteristics nor any of the role availability variables contribute to

depression. One role engulfment variable, not having enough money to make

ends meet, makes a significant contribution. Loss of self is the one

role-specific dimension that leads to depression for adult children,

although spouses are more likely to experience loss of self than adult

children. This seems to play a very powerful role in depression for adult

children when it does occur. It is second only to mastery as the

strongest predictor. Lack of a spouse and loss of contact with other

people both contributed to loss of self in adult children and may be

reflected in this relationship between loss of self and depression. As

with spouses, adult children who feel they do not have control are more

likely to be depressed.

The differences between these two groups are interesting and deserve

investigation beyond this thesis. It does appear that evaluation of the

care giving situation and one's performance within it are much more

important for spouses than adult children. This is not surprising given

the differences in the nature of the relationship to the patient.

Although 50% of the variance in depression among adult children is

accounted for, there are fewer cues as to the causes. Aside from gender

and age, the significant predictors of depression in this group are

subjective evaluations of the costs of care giving, i.e., not having enough

money to make ends meet and loss of self, and a sense of lack of control.

Loss of self may reflect a sense of isolation in these adult children.

It is possible also, as Stephens et al. (1988) suggest, that depression

s

º
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in adult children (especially younger females) is at least partially due

to less effective coping.

Can We Differentiate between Depression and Self-concept?

Correlations among Depression and Self-concept Dimensions

The attempt to distinguish between depression and self-concept

begins with an examination of the zero-order correlations among dimensions

of self-concept and depression (Table 21). The correlations between

depression and global self-concept are fairly high, especially for mastery

and self-esteem. Another fairly strong correlation is between depression

and loss of self. Caregiver competence is also significantly correlated

with depression, although the correlation is relatively low. Self-gain,

the feeling of having personally benefitted from one's experience as a

care giver, is not related to depression.

The zero-order correlations thus far generally show a moderate

amount of overlap between depression and self-concept. For example, the

correlation between depression and mastery, the highest in the group, is

. 48. Although this is moderately high, when we consider that this

represents only 23% of the shared variance it seems likely that there is

considerably more than just error variance that remains to be explained

of both depression and mastery, i.e., they may be strongly related but are

far from synonymous.

Cross-tabulation of Depression with Global Self-concepts

Another way to address the question of whether global self-concepts

are merely symptoms of depressive affect is to ask whether it is possible
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Table 21

Correlations of self-concept dimensions with depression

Depression

Caregiver - .25%-k-k-k
competence

Self gain - .07 ns

Loss of self . 44××kºk

Self-esteem - . 4.3% ºkºk

Mastery - . 48-k-k-k-k

Optimism - .34××ºkk

****pº.0001

to be depressed and still feel good about oneself, one's control, and

one's future. To answer this question, cross-tabulations were done,

looking at the distribution of esteem, mastery, and optimism with

depression.

Each of the four variables was divided into three categories,

placing the scores above the seventy-fifth percentile into the "high"

category, those below the twenty-fifth percentile in "low", and the middle

fifty percent in "medium". The results of the cross - tabulations of

depression with each of the global self-concept dimensions are presented

in Tables 22, 23, and 24. It is the extreme groups in which we are

particularly interested, especially those which are contrary to the

expected relationship. Looking first at esteem x depression (Table 22),

we see that of those who are high on depression, 44.79% are low on self

s
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Table 22

Cross - tabulations of Depression by Self-esteem

E low

S

t

e medium

e

in

high

Table 23

Depression
low medium high

11 54 86

8.73% 22.98% 44. 79%

61 115 79

48. 41% 48.94% 41.15%

54 66 27

42.86% 28.09% 14.06%

n=126 n=235 n=192

100% 100% 100%

Cross- tabulations of Depression by Mastery

M low

a

s

t medium

e

r

y high

esteem, the expected relationship, however, 14.06% are also high in esteem

indicating that it is possible to report a high level of depressive

symptoms but still maintain high self-esteem.

Depression
low medium high

2 27 65

1.59% 11.49% 33.85%

43 116 93

34. 13 49.36% 48. 44%

81 92 34

64. 29% 39.15% 17.71%

n=126 n=235 n=192

100% 100% 100%

of the total sample are in this category.

The cross-tabulation of depression x mastery (Table 23) reveals that

of those who are high on depression, 33.85% are low on mastery.

Approximately four percent

The

N.

} **- *
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Table 24

Cross - tabulations of Depression by Optimism

Depression
low medium high

O low 24 81 106

p 19.05% 34.47% 55.21%
t

i medium 52 80 49

in 41. 27 34.04% 25.52%

i

s high 50 74 37
in 39.68% 31.49% 19.27%

n=126 n=235 n=192

100% 100% 100%

percentage of those who are in the unexpected category, i.e., high on

depression but also high on mastery, is 17.71. This represents only 6.15%

of the entire sample but is still impressive within the context of high

depression.

Finally, Table 24 presents the results for depression x optimism.

Of those high on depression, approximately 55% are low on optimism, as

would be expected. However, among that same high depression group, nearly

20% are high on optimism. Thus, it appears that, as the zero order

correlations indicated, there is less of a relationship between optimism

and depression.

This is a very simple way of looking at the relationship between

depression and global self-concept but these results are intended as

supportive material to the exploration of that relationship. They do

support the conclusion that these are highly related but not synonymous
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concepts, that depressive affect may influence self-concept but does not

explain it.

Antecedents of Self and Depression

One final way to distinguish between self-concepts and depression

is to examine the antecedents that contribute to each. If we find that

there are differences in the variables which contribute to depression and

dimensions of self-concept, this is further support for the position that,

although they may be closely related, it is still possible to distinguish

between them.

Table 20 presented the significant predictors for role-specific

self-concept, global self-concept, and depression. Because the

correlation between loss of self and depression is moderately high, it is

the role-specific dimension we will examine most closely. We will be

concentrating on the antecedents of depression before global self-concept

is added so we can distinguish between global self and depression as

outcomes (see Table 18).

Background Characteristics

One area where there are clear differences between predictors of

depression compared to those for self-concepts is in the area of

socioeconomic status. As was expected SES (income and/or education) had

an effect on all three global self-concept dimensions. It does not,

however, have a direct effect on depression. Gender has little effect on

global self except for a slight tendency for women to be more optimistic.

Daughters are more likely to experience loss of self than sons but there

was no significant difference between husbands and wives. Gender is,
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however, a significant predictor of depression, with female spouses and

adult children most likely to report depressive affect.

Age seems to have mixed effects on self-concept. Younger spouses

are more likely to report loss of self, but are also more likely to report

higher mastery. These effects seem to cancel each other out because age

is not a significant predictor of depression among spouses. Age is

positively related to self-esteem for the sample as a whole and to

optimism for adult children. Age does contribute to depression for adult

children.

Background characteristics appear to have much more direct effect

on self-concept than on depression, especially SES. This supports

findings reported by Ross and Mirosky (1989) that SES affected control,

but once control was added, it had no direct effect on depression. Gender

is the one background characteristic that seems to have more effect on

depression, while results are mixed for age.

Caregiving Context

When we compared role-specific to global self-concepts, it appeared

that characteristics of the patient and the general context of care giving

(i.e., living with the patient, years of helping the patient, and hours

spent away from the patient) tended to have more effect on role-specific

than global self. Although cognitive difficulties and problem behaviors

were related to global self-concept variables these were all positive

relationships, suggesting that greater challenge in caring for the patient

led to more positive self-concept, e.g., the more cognitive difficulties

spouses had to contend with, the higher their self-esteem and mastery.

The one exception is a positive relationship between problem behaviors and
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loss of self which is significant for the sample as a whole but not for

either subgroup.

The only care giving context variable that makes a significant

contribution to depression is problem behaviors, for spouses only. The

effects of care giving context do seem to be operating through their effect

on role-specific self. Problem behaviors, the most intrusive and

unpleasant of the patient characteristics, has a direct effect on spouses'

depressive affect. For adult children, dealing with such behaviors is

associated with greater optimism. (The relationship between problems and

mastery for adult children appears to be an artifact of

multicollinearity). Perhaps it is because the adult children are better

able to distance themselves, physically and/or emotionally, from the

patient, that the situation is more likely to be seen as a challenge

rather than a personal defeat. Problem behaviors did not have an effect

on competence for either group so it may be the negative affect (or

another factor such as guilt) that accompanies problem behaviors

contributing to depression in spouses.

Role Availability

Among the other roles occupied by the care givers, work status seems

to be the most important. It contributes to all of the role-specific and

global self-concepts except optimism. In addition, the absence of a paid

job is associated with depression in spouses. The effect of work status

appears to be so pervasive that it cannot be used to distinguish self

concept from depression. Other roles such as spouse (for adult children)

and parenting tend to have a positive effect on role-specific self

concept, especially for adult children. Being married appears to protect
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adult children from loss of self. It is negatively related, however, to

their optimism. Perhaps it is in these indirect ways that it affects

their level of depression.

Role Engulfment

Role-captivity, or the feeling of being an incumbent of a role you

do not wish to occupy, is another indicator that is powerful enough to

have an effect on all dimensions of self and on depression, although only

for spouses. Therefore, it is not useful in distinguishing depression

from self, at least for spouses. It does appear that for spouses role

captivity has a direct effect on depression, whereas for adult children,

the effect is more indirect through self-concept. For adult children,

feeling trapped has a negative effect on competence, on self-gain, on

self-esteem, and on optimism (until role-specific self is added), yet it

has no direct effect on depression.

Loss of future plans affects loss of self as well as self-gain but

has no direct effect on global self or depression. Loss of contact with

other people and not enough money appear more important to adult children

in terms of depression. Not enough money becomes significant once global

self is added. For both groups, loss of contact is negatively related to

esteem, mastery, and optimism and is no longer a significant predictor of

depression when global self-concept is added (except for adult children

when role captivity is removed from the equation).

In summary, role captivity, as was true of work status, appears to

be so powerful that it influences self-concept as well as depression. The

relationships do vary however, depending upon whether one is talking about

º

º

º
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spouses or adult children. The other role engulfment variables appear to

have more effect on self-concept than on depression directly.

Global Self-concept as a Buffer

The final area to be explored in the relationship of depression to

self-concept involves the examination of the buffering effect. As

mentioned previously, one of the most common ways of viewing the self in

relation to depression is as a buffer between stress and depression.

Components of self-concept are viewed as mediating the relationship

between stressful life circumstances and depression, e.g., at higher

levels of self-esteem there should be less of a relationship between

stress and depression than at lower levels. In order to test for

buffering effects, a series of regression analyses was performed,

including interaction terms. Problem behaviors were chosen as the

indicator of stress in the caregiving situation because of its

relationship to depression. When interaction terms were entered

individually for esteem x problems, mastery x problems, and optimism x

problems, the interaction terms involving esteem and mastery were both

significant (b-- . 18, p<.05; b-- . 19, p<.02) but that with optimism was not

(b=-.01, ns). When all three interaction terms were entered together,

none of them is significant.

In Chapter Four it was suggested that because of the high

intercorrelations among esteem, mastery, and optimism, there might be some

utility in combining them into a measure of general or global sense of

self. A general positive attitude toward one's self, one's control, and
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one's future could protect the individual from being depressed despite

life's difficulties. When an interaction term involving global self x

problems is entered into the equation predicting depression, it is

significant (b=-. 20, p<.05).

To help interpret this the regression lines for depression on

problems for three different values of global self were constructed in

Figure 2. The values of global self which were selected represent the

median, the 25th and 75th percentiles. As Figure 2 illustrates, the

differences are not great but problem behaviors have more of an effect on

depression for those who have lower global self scores.

Problem behaviors represents a relatively objective measure of

stress. The question arose as to whether a global sense of self could

also buffer the effects of a more subjective measure of stress on

depression. Role captivity x self was entered into the equation

predicting depression and made a significant contribution (b=- . 16, p<.01).

The results are shown in Figure 3. For those who are high in a positive

sense of self, feeling trapped is less likely to lead to depression than

for those who are low on global self. It can be seen that sense of self

has a slightly stronger effect on the relationship between role captivity

and depression than it did between problems and depression. As an aside,

the individual components of global self were tested in interaction terms

with role-captivity also. Each interaction term, when entered into the

equation individually was significant, including optimism x role

captivity. When all three were entered, however, only mastery x role

captivity was significant (b=- . 14, p<.05). Because of the overlap among

the three this is difficult to interpret.
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Figure 2
The buffering effect of global sense of self on the relationship between
problem behaviors and depression
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Figure 3
The buffering effect of global sense of self on the relationship between
role captivity and depression
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In summary, if one thinks of a global sense of self (including

attitudes toward one's self, one's control, and one's future) it does

appear that this positive sense of self can protect one against the

negative effects of stress, both objective and subjective. For those who

have a positive sense of self, both problem behaviors in the patient and

a sense of being trapped in the role are less likely to lead to

depression.

A final word concerning the interpretation of main effects in the

presence of a significant interaction. Although it has been suggested

that when interaction terms are significant one can no longer interpret

the main effects, Jaccard, Turrisi, and Wan (1990) support the position

that the main effect can still give useful information about the average

effect of an independent variable on the dependent variable even in the

presence of a significant interaction effect. Also it must be noted that

the interaction terms, although significant, represent differences in

slope, not a cross-over effect.

Summary

The main focus of this chapter has been to examine how self-concept

is related to depression. The position taken was that although self

concept and depression are highly related they are not identical

COnStructS.

The first task of the chapter was to examine the antecedents of

depression in this sample of caregivers, regressing depression on the same

antecedents which were used to predict role-specific and global self

R
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concept. The two levels of self-concept were then added to the model and

both resulted in a significant increase in R-square. Age and gender stood

out clearly as antecedents of depression. An examination of spouses and

adult children separately revealed different patterns of antecedents. For

spouses, the variables contributing directly to depression were more

clearly related to the conditions of caregiving and the self-evaluation

of the spouse in that role. For adult children, the effects of care giving

appear to operate less directly, through their effects on other conditions

in the care giver's life.

The contributions of role-specific self vary between the two groups.

For spouses, it is caregiver competence which stands out as the element

of self which has the most effect on depression. For adult children, loss

of self is less frequent but when it does happen it is very powerful. For

both groups, mastery is the sole global self-concept dimension which is

significant when all three are in the model. Although this may be

partially due to the multicollinearity among them, it may have some

substantive meaning as well. This is an area for further investigation.

The conclusions to be drawn from this chapter support the position

that global self-concept and depression are highly related but

distinguishable constructs. The largest amount of shared variance is only

approximately 23%. There are those who are highly depressed but still

have high self-esteem, mastery, and optimism. Although self-concept and

depression are affected by many of the same antecedents, there are enough

interesting differences for us to begin to form some ideas about their

independence. Within the scope of this paper, this process has only begun

for there are many interesting leads to follow later.

s *

2 ...,
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The chapter concludes with an examination of the buffering effect

between stress and depression. Two indicators of stress were used,

problem behaviors and role captivity. When each global dimension of self

concept is examined separately, all three buffer the effect of role

captivity on depression. Only mastery and esteem mediate the relationship

between problem behaviors and depression. When the three global

dimensions are combined to form one global scale of sense of self, it acts

as an effective buffer of both problem behaviors and role captivity.

In conclusion, self-concept, both role-specific and global, can help

us better understand how conditions in the lives of care givers can lead

to depression through the effects on those elements of self. This does

not rule out the possibility that global self-concept, when it is

positive, can act as a buffer against the effects of stress. This study

has begun to identify some of those conditions within the care givers'

lives that can affect their self-concepts. Therefore some light has been

shed on how changes in these resources can take place. I am prevented by

the cross-sectional nature of the data from talking about change per se

or causal relationships. However, what has been learned about how self

concept is related to caregiving conditions and how these in turn are

related to depression is a start. In the final chapter, I summarize the

findings and look toward the next steps.

-º
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CHAPTER SIX

SUMMARY AND CONCLUSIONS

The general purpose of this study was to examine self-concept within

the stress process. Drawing from diverse literature on self-concept,

stress, depression, and caregiving, the goal was a better understanding

of self-concept, not in general, but how aspects of self-concept respond

to ongoing stress and, in turn, how this may affect the well-being of the

person.

There were several assumptions that guided the analyses. One

assumption was that conditions of ongoing stress can affect self-concept.

Second, it was assumed that role-specific self-evaluations can eventually

affect more global elements of self-concept, particularly when the role

is of central importance. This, it was proposed, might happen if the

caregiver feels that he/she has not lived up to his/her own standards.

This would be heightened under conditions where few other sources of self

evaluation are available. These negative self-evaluations could then lead

to a diminishment of self and eventually to depression.

One important feature of this study was the examination of self

concept on two levels: the global measures of self-concept found in major

theories of depression (self-esteem, mastery, and optimism) and new

measures of role-specific self-concept, anchored in the care giving role

(care giver competence, self-gain, and loss of self).

The three aims of the study identified in Chapter One correspond to

the three analytic chapters. The first was the examination of the

*
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dimensions of role-specific self-concept. The specific questions asked

were how characteristics of the caregiver and caregiving context as well

as care giver evaluations of role engulfment contribute to role-specific

self-concept.

The second aim was to examine the contribution of the same

independent variables to global self-concept. Of particular interest was

the differentiation between the two levels of self-concept and whether we

gain from examining both levels.

How characteristics of care givers and their care giving context as

well as both role-specific and global self-concept contribute to

depression was the goal of the final analytic chapter. The

differentiation between self-concept and depression and the stress

buffering role of self-concept in depression were examined.

Limitations

Before discussing the major findings of this study, it is necessary

to acknowledge its limitations. The bias of this sample toward white,

better educated, higher income caregivers requires a caution about the

generalizability of these findings. One important limitation regarding

the sample for the analyses here is the small number of sons. Although

it may accurately reflect the proportion of sons care giving in the

population the small number limits our ability to learn about this group

and to make inferences about gender differences in adult children.

The major limitations of this study are those imposed by the use of

cross-sectional data. It was acknowledged from the beginning that this

~
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is a snapshot in time with concurrent measures of the variables. Although

causality is implied by the model, I was unable to test causal

relationships with these data. Reciprocal effects are very likely in

relationships such as the ones examined here. Although questions of

reciprocal effects and direction of causality remain to be clarified by

the subsequent waves of this longitudinal study, many of the results

presented here are consistent with the model specified and form the basis

for future analyses. These data do allow for preliminary examination of

the newly developed measures and their relationship to other constructs.

The variety of the data and the quality of the measures provide a strong

testing-ground for the analyses conducted.

Finally, the analyses have included a large number of variables,

many of which are correlated in varying degrees and the threats of

multicollinearity have been acknowledged. The task of establishing the

conceptual distinctiveness while allowing for strong relationships among

constructs was one of the most challenging aspects of this thesis. There

is a balance between controlling for important independent variables,

thereby reducing error variance, and risking the threats of

multicollinearity and its effects on interpretation of multiple regression

analyses. This problem is not uncommon in social and behavioral science

research - the variables we are interested in are not assigned to the

subjects but occur naturally together and often highly interrelated. The

problem was certainly not resolved here, but it was addressed and some

progress has been made, partly through the examination of patterns of

antecedents. Correlations among regression weights were examined and

analyses were rerun, leaving out variables which were highly correlated

N *
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with other variables in the model. None of these techniques indicated

that multicollinearity alone could account for the results.

Major Findings

Role-specific Self-concept

The examination of the newly-developed measures of role-specific

self-concept revealed robust dimensions which could be distinguished from

each other and provided useful information for the following analyses.

One interesting distinction among them was that each was responsive to a

different characteristic of the patients. The amount of help given the

patient (ADLs) contributed to caregiver competence; cognitive difficulty,

to self-gain; and problem behaviors, to loss of self.

Caregiver competence, which is greater the more ADL help the

caregiver gives to the patient, represents a self-evaluation of the job

one is doing as caregiver. Loss of self reflects the loss of personal

identity resulting from difficult conditions in the role of care giver, the

diminishment of self. Self-gain was included because of an interest in

whether being able to see the positive side actually helps. There is a

relationship between self-gain and coping items reflecting an attempt to

redefine the situation in a positive light. In the case of personal gain,

it appears that seeing things in a positive light does not help. One of

the more intriguing findings is that there is no relationship between loss

of self and self-gain.
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Global Self-concept

The utility of looking at role-specific self becomes more evident

as we move ahead in the model. The question of whether role-specific

self-concept can be distinguished from global was addressed in an

examination of the antecedents of both levels. As was predicted,

caregiving context has more of an effect on role-specific self, while

background variables, especially income and education, have more influence

on global self.

The data are consistent with the postulate that role - specific self

contributes to elements of global self (with the acknowledgement of

reciprocal effects). This is especially true for caregiver competence and

loss of self, although self-gain is related to optimism (a case where

directionality of effects is especially at question). An interesting

finding in this area is a stronger relationship between caregiver

competence and self-esteem than between mastery and competence.

Apparently care giver competence and self-esteem are both components of an

evaluation of one's self-worth, whereas mastery has more to do with one's

control. Role captivity, which may be seen as a measure of one aspect of

control in the caregiver's life, is more highly related to mastery than

to self-esteem.

One of the more intriguing anomalies of the study is the pattern of

relationships of patient characteristics to role-specific and global self

concepts. Although helping the patient with ADLs is directly related to

competence it has no direct relationship to esteem. Cognitive difficulty

has no effect on caregiver competence or loss of self but is positively

related to esteem and mastery, i.e., the more cognitively impaired one's
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relative is, the higher those two dimensions of global self-concept. Most

intriguing is the positive relationship between problem behavior and

optimism (for adult children only), i.e., the more a care giver has to deal

with difficult behaviors in the AD patient, the higher their optimism.

This is one place where reciprocal effects are less plausible. It is hard

to believe that those higher in optimism would be more likely to report

problem behaviors in their relative. This is a puzzle which warrants

further attention but may mean that facing the challenge of caring for a

relative with Alzheimer's Disease can improve one's global sense of self,

although dealing with a difficult parent can contribute to loss of self.

As noted previously, the positive relationship between problems and

optimism holds true only for adult children. It may be the difference in

relationship and ability to distance oneself that allows adult children

to respond positively to problem behaviors. Further investigation into

this pattern is suggested.

Optimism was examined along with self-esteem and mastery, although

it is not typically considered to be an element of self-concept. Its

relationship to variables in the model is similar to that of esteem and

mastery although the amount of variance explained is lower for optimism

than for the other two. Also its relationship to depression is the

weakest of the three. A person's tendency to be optimistic or not may be

the least responsive to conditions in one's life, at least those

represented in these analyses. It does not seem to be as useful as

mastery and esteem in looking at the effects of stress. Its relationship

to problem behaviors and self-gain suggest that it is the most likely of

the three to be a "positive illusion," although not a very effective one.
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Sense of Self

Further work is suggested utilizing a combination of self-esteem,

mastery, and optimism in a global sense of self. Although this thesis

has, in general, encouraged a more microanalytic approach to examining

self-concept (in terms of role-specific self), it does appear that in some

instances it may be appropriate to use the broader global sense of self.

The high intercorrelations among the three components suggest that this

is feasible. Analyses reported here support its usage as a buffer in the

relationship between stressors and depression. Future work in this area

using structural equation modeling is suggested.

Depression

The analyses regressing depression on the other variables in the

model yielded some interesting results. Not surprisingly, age and gender

were both significant predictors of depression, consistent with previous

research. That these remained even when controlling for other social

structural variables such as income, education, and work status is quite

impressive.

The attempt to distinguish depression from self-concept took several

forms. Examination of the correlations among self-concept dimensions and

depression revealed a strong relationship, but at least three-fourths of

the variance remained unexplained (albeit some of it due to

unreliability). Cross-tabulations of each element of global self-concept

with depression shows the expected patterns of low self-concept and high

depression, but also that the opposite pattern does occur. This addresses

the question of whether it is possible to be depressed and still have high

self-esteem, a sense of mastery, and optimism.
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When the antecedents of role-specific and global self were compared

with those of depression, some interesting differences were found which

further indicate that they are independent. Briefly, SES appears to

affect global self but not depression, but age and gender operate directly

on depression. Many of the characteristics of the caregiving context have

their most profound effect on role-specific self. Their effect on global

self appears mostly in the form of presenting a challenge (especially for

adult children), which promotes positive esteem, mastery, and optimism.

For spouses, however, the problem behaviors of the patient contribute

directly to depression.

Comparing the contribution of role-specific self to first global

self-concept and then depression, caregiver competence contributes to all

three dimensions of global self-concept, but only for spouses is it a

significant predictor of depression. As would be expected self-gain is

of little use in separating self-concept from depression. Its only

significant contribution is to optimism (for spouses only). Loss of self

is a more powerful component of role-specific self, whose effects are felt

on global self-concept as well as depression. Once global self-concept

is added to the equation regressing depression on the antecedents, it is

not, however, a significant predictor of depression in spouses.

Antecedent Variables

Switching from the dependent variables to those variables which were

examined as antecedents there are several additional findings worth

mentioning. The work on multiple roles as well as that on individual

roles and their relationship to depression presented little to direct

expectations. Work status, in these analyses, stands out as a very
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important positive resource for caregivers, even when controlling for

income and a sense of having enough money. Marital status for adult

children appeared to be most effective as a protection against loss of

self. Parenting, as the literature suggests, appears to be a mixed

blessing, with positive effects in some instances and negative in others.

The additive effect of multiple roles, or various combinations of roles

was not examined but might prove useful, as suggested by McCall (1990).

The value of looking at different aspects of care giver burden

separately was demonstrated in these analyses. It appears that although

cognitive impairment and need for assistance with ADL activities may

actually improve caregivers' sense of self, dealing with problem behaviors

is more likely to have a negative effect on role-specific self and on

depression, either directly or indirectly.

Relationship to Patient

The differences between spouses and adult children were some of the

most intriguing findings in this study. These need to be interpreted with

caution because when the differences were tested by means of interaction

terms, few of the conditional effects were significant. The most

interesting is the significant difference in slopes for spouses and adult

children in the relationship between caregiver competence and depression.

The interaction of relationship with role captivity also approached

significance (p<.09) with the relationship between role captivity and

depression stronger for spouses than for adult children. This is

consistent with the interpretation that depression in spouses is more

likely to be explained by their performance in and reaction to the
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caregiver role than is true for adult children. The differences between

these two groups deserve further attention.

Role-engulfment

The idea of role-engulfment was used in this study to capture the

conditions believed to lead to a diminishment of self. These conditions

include lack of other roles that can serve as sources of self-evaluation,

either through feedback from others or as areas of self-observed

competence. The isolation which can occur as one cares for an impaired

relative can leave one feeling that the role has taken over one's life,

isolating one from others, trapping one in a role unwillingly occupied,

reducing resources, and blocking future plans. Under such conditions, the

focusing of attention on the self seems likely and when one does not

measure up to standards imposed by self or others, a diminishment of self

is likely. Such conditions as these do appear to be related to feelings

of incompetence as a caregiver and to a loss of identity (loss of self).

I feel the idea of role engulfment merits further attention and

refinement. Likewise, the diminishment of self appears, not surprisingly,

to be a very powerful indicator of the personal toll of ongoing stress and

one which will receive closer scrutiny.

Implications

The possible theoretical implications of this thesis cross several

areas. The multi-level examination of self-concept supports the value of

going beyond global measures to more specific self-evaluations. The

differential relationship between these two levels of self-concept and
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their patterns of antecedents can contribute to the literature on

antecedents and structure of self-concept. While refraining from the

temptation to make causal statements, the results presented here can

contribute to the literature on the relationship between self-concept and

depression. Global self was revealed as a mediator between stressors and

depression. Also, caregiving conditions appear to be related to

depression indirectly through their effects on self-concept (primarily

role-specific).

The present study can contribute to the literature on care giving as

well. The differential effects of specific aspects of patient symptoms

moves beyond the global burden approach in the past. The value of roles

outside that of care giver has been demonstrated by the results presented

here. The differences between spouses and adult children found here can

add to the existing literature.

Conclusions

This is a very complex but very rich series of analyses which have

revealed some fascinating as well as some very puzzling results. The

relationships moving from role-specific self-concept to global self

concept to depression have been explored in depth. Within the limitations

acknowledged above some fascinating patterns have emerged which can

contribute to our understanding of how conditions in one's life can affect

how one feels about oneself and how these self-evaluations are related to

depression. It is one way of attempting to understand a part of how

seemingly similar conditions can lead to variable outcomes. The
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relationships observed here are correlational but they do suggest that we

can better understand how conditions in the care givers' lives affect how

they feel about themselves, how they evaluate the personal costs or

benefits, and how these are related to depression.

This thesis raises at least as many interesting questions as it

answered. At this point it must be viewed less as the end of a long

process, but more as just the beginning. I am convinced that the

questions asked here are worthwhile. The relationships revealed need to

be explored further, the ultimate goal being a better understanding of the

variability of responses to life conditions. This thesis demonstrates the

promise of self-concept as one of the routes to understanding this

mystery.
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APPENDIX A

SCALE ITEMS AND ALPHAS

COGNITIVE DIFFICULTY (Alpha=. 86)

Now, I'd like to ask you some questions about your (relative's) memory and
the difficulty (he/she) may have doing some things. How difficult is it
for your (relative) to:

A. Remember recent events

B. Know what day of the week it is

C. Remember (his/her) home address

D. Remember words

E. Understand simple instructions

F. Find (his/her) way around the house

G. Speak sentences

H. Recognize people that (he/she) knows

Response Categories:
(4) Can't Do at All
(3) Very Difficult
(2) Fairly Difficult
(1) Just a Little Difficult
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PROBLEM BEHAVIOR (Alpha=. 79)

In the past week, on how many days did you personally have to deal with
the following behavior of your (relative) 7 On how many days did (she/he):

A. Keep you up at night

B. Repeat questions/stories

C. Try to dress the wrong way

D. Have a bowel or bladder "accident"

E. Hide belongings and forget about them

F. Cry easily

G. Act depressed or downhearted

H. Cling to you or follow you around

I. Become restless or agitated

J. Become irritable or angry

K. Swear or use foul language

L. Become suspicious, or believe some is going to harm (him/her)

M. Threaten people

N. Show sexual behavior or interests at wrong time/place

Response Categories:
(4) 5/more Days
(3) 3-4 Days
(2) 1-2 Days
(1) No Days
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HELP GIVEN (ADL & IADL) (Alpha=. 92)

I'd like to ask you about your (relative's) ability to perform some daily
activities. I'm going to read from a list and ask you how much your
(relative) depends upon you personally for help? Does (he/she) depend on
you for:

A. Eating

B. Bathing/Showering

C. Going to the bathroom

D. Dressing/undressing

E. Brushing teeth/hair

F. Cooking/preparing food

G. Handling money

H. Getting in/out of bed

I. Walking around the house

J. Driving or taking the bus to where (he/she) needs to go

K. Going for a walk in the neighborhood

L. Taking medications

M. Using the telephone

N. Doing housework like sweeping floors/dusting

O. Getting going in an activity

Response Categories:
(4) Completely
(3) Quite a bit
(2) Somewhat
(1) Not at all

_>
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LOSSES EXPERIENCED

Care givers sometimes feel that they lose important things in life because
of their relative's illness. To what extent do you feel that you
personally have lost the following? How much have you lost:

LOSS OF SELF: (Alpha=.76)

A. A sense of who you are

B. An important part of yourself

LOSS OF FUTURE PLANS

C. A chance to do some of the things you planned

LOSS OF CONTACT

D. Contact with other people

Response Categories:
(4) Completely
(3) Quite a Bit
(2) Somewhat
(1) Not at All
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SELF-GAIN (Alpha=.76)

Sometimes people can also learn things about themselves from taking care
of a close relative. What about you? How much have you:

A. Become more aware of your inner strengths

B. Become more self-confident

C. Grown as a person

D. Learned to do things you didn't do before

Response Categories:
(4) Very Much
(3) Somewhat
(2) Just a Little
(1) Not at All
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COPING ITEMS (do not form a single scale)

Here are ways that some people think about caregiving, and about their
relative with memeory problems. How often do you think in these ways:
How often do you:

A. Try to accept your (relative) as (he/she) is, not as you
(he/she) could be

B. Try to think about the present rather than the future

C. Remind yourself that others are worse off

D. Try to keep your sense of humor

E. Just try to get along day by day

F. Try to think about the good times you had in the past

G. Look for the things that you always liked and admired in
(relative)

H. Try to make sense of the illness

I. Pray for strength to keep going

J. Remind yourself that this is something to expect as people
older

Response Categories
(4) Very Often
(3) Fairly Often
(2) Once in a While
(1) Never

wish

your

get
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CAREGIVER COMPETENCE (Alpha=. 74)
(The four items are drawn from two questions)

Here are some thoughts and feelings that people sometimes have about
themselves as care givers. How much does each statement describe your
thoughts about your care giving? How much do you:

A. Believe that you've learned how to deal with a very difficult
situation

B. Feel that all in all, you're a good care giver

Response Categories:
(4) Very Much
(3) Somewhat
(2) Just a little
(1) Not at All

Think now of all the things we/ve been talking about: the daily ups and
downs that you face as a care giver: the job you are doing; and the ways
you deal with the difficulties. Putting all these things together, how
(WORD) do you feel?

C. Competent

D. Self-confident

Response Categories:
(4) Very
(3) Fairly
(2) Just a Little
(1) Not at All

º
º
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ROLE CAPTIVITY (Alpha=. 83)

Here are some thoughts and feelings that people sometimes have about
themselves as caregivers. How much does each statement describe your
thoughts about your care giving? How much do you:

A. Wish you were free to lead a life of your own

G. Feel trapped by your (relative's) illness

H. Wish you could just run away

Response Categories:
(4) Very Much
(3) Somewhat
(2) Just a Little
(1) Not at All
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SELF (Alpha=.89)

We all have different thoughts about the kind of people we are and I would
like to ask you how you see yourself as a person. How strongly do you
agree or disagree with each of the following statements as they describe
you personally?

ESTEEM: (Alpha=. 83)

A. I feel that I have a number of good qualities

B. I am able to do things as well as most other people

C.. I feel I do not have much to be proud of (reversed)

D. I take a positive attitude toward myself

E. On the whole, I am satisfied with myself

F. I wish I could have more respect for myself (reversed)

G. I certainly feel useless at times (reversed)

H. At times I think I am a failure (reversed)

MASTERY (Alpha=. 75)

I. There is really no way I can solve some of the problems I have
(reversed)

J. Sometimes I feel that I'm being pushed around in life (reversed)

K. I have little control over the things that happen to me (reversed)

L. I can do just about anything I really set my mind to do

M. I often feel helpless in dealing with the problems of life
(reversed)

N. What happens to me in the future mostly depends on me

O. There is little I can do to change many of the important things
in my life (reversed)
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OPTIMISM

P. I usually expect things to work out for the best

Q. I usually expect that things will go smoothly for me

R. I'm usually optimistic about my future

S. I don't count on good things happening to me (reversed)

Response Categories:
(4) Strongly Agree
(3) Agree
(2) Disagree
(1) Strongly Disagree

DEPRESSION (Alpha=. 86)

I'd like to ask you about your health and how you've been feeling these
days. In the past week, on how many days did you have any of these
feelings? In the past week, on how many days did you:

A. Lack enthusiasm for doing anything

B. Feel bored or have little interest in things

C. Cry easily or feel like crying

D. Feel downhearted or blue

E. Feel slowed down or low in energy

F. Have your feelings hurt easily

G. Feel that everything was an effort



174

APPENDIX B

Simple Statistic

Variable N Mean Std Dev M

INCOME1 535 34.50 22.31
EDUC1 554 13. 88 2.82

MALE 555 0.31 0.46

SPOUSE 555 0.59 0.49

CGAGE1 553 61.90 13.06 2

YRSHLP1 552 2.59 2. 16

LVSWTH1 555 0.83 0.37
ADLTOT1 553 2.62 0.75

PROBS1 554 1.97 0.58
COGDIFF1 555 2. 12 0.87

HRSAWAY1 549 34.67 43.18

MARSTAT1 555 0.82 0.38

WRKSTAT1 555 0.33 0.47

KIDCARE1 555 0.02 0.14

VISFRND1 554 5. 77 7. 79

ENUFMNY1 5.45 1.56 0.68

TRAPPED1 554 2. 34 1.01

FUTPLAN1 555 2.85 1.05

CONTACT1 54.8 2. 30 0.97

CGCOMP1 554 3. 38 0. 55
GAINSLF1 554 3.01 0.82

SLFLOSS1 554 1. 80 0.82

ESTEEM1 554 3. 20 0.48
MASTERY1 554 2.81. 0. 50
OPTMSM1 554 2.98 0.49

DEPRESS1 553 1.83 0.73

S

:
n

. 0

1 4 7

-
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APPENDIX C

CORRELATIONS AMONG ALL OF THE WARIABLES IN THE MODEL
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º0-

*****7Z
"09.0

°090
°0GO

"O-
xx.xf7
I’0-€0

º0-
***■ 7
I’0-****8

I’0-ISSOEIRIAIGHCI
+70
°O00

‘0
*OI
'0

*60
°0ZO

"O+70
°OZO

"O-x60
°0-

80
°0ZO

"O-
×60
°0-

GO
’0

90°OIWSWJLAO

**ZI’0-
x0I’0£0

º0-
10
°0*80

°0-GO
"O–

****6
I’0-10

°0**£I’0-****61
º0-

***GI’0
****ZZ
"0IKHGILSVW

×60
°0-

/0’0GO
"O-

/0’0
/O*O–

€IO
’0/0'0-

ZO
"OG0

°0IO
*O–

****/
I'0

****ZZ
"0

IWCH?HLSCH

80
°0-

**II
º0

*60
°0

****8Z
"0

****6I
’0**£I’0/O

º0-/O
º0-

90
°0x80

°0-
***9
I’0-ISSOTSITS

ICINHOEISIAISIHVOCIIX.TJJICIÐOOIS${OHä.
·

IJLOJTOIVIHLMSATIðITHSH■IGOVOOGISQOåIS

****8Z
■
0-

90
-O–ZO

"O-

****07
'0GO

"O-

****IZ
'0

10’0

***■ 7
I’0x0I’090

°0
90'O

****97
'0****/I

º0-
90°O–

xx.xf7
I’0-***■ 7

I’0-

I

KNWN■ {[\NGHILVLSXTHMILVLSHVWIKVMVSNIH{{TV|WIOQQIGHI■ IWOONI



183

*-----

00
‘

Ixxx.xf79
'0-

****■ 79
'0

-00
‘I

****8*7*
0

-****99
'0

****£37
°0

-****99
'0****G*7

'0xxxx
IZ
'0-

10
º0

-****9
I’0****GZ

'0

-****09
'0****9

Z"

0xx.xf7
I’0-

****8
I

’0**£I
’0-****89

'

0***
GI
º0-

ISSOEIRIAIGHCIIWNSWJLåIO
****8*7
'

****99
'

00
'

****09
'

****89
'

xx0
Iº

****87
'

****9.
Zº

****IZ
'

****/Z
■IKHGHLSWW.

xxx.x9
+7°0-

××××99
'0

****09’000
‘Ixxxx.Zº

º0-

/0’0
****If7'0****8

I’0-**£I’0-****ZZ
"0-

IWGIGIJLSCH

****9
+7°0xxxxIZ

'0-
xxxx-89
'0-

****Zº
º0-

00
‘I00̂0**9.I’0-

****/º
*0****89

'0
****99
'0ISSOTI■ TS

ISSCH?HåIGHCIIWSWJL■ OIKHGHLSWW.IWGIGIJLSCHISSOTJTSISHTISNIVOIðIWOO00ILOVLNOOINVIHJ,0■ {ICIGH■■■ IVRHL



--- J Nº. 2 vº/ tº t t to v & Cº. -º- º º vº/ A 14. A lºt tº • *
** _

* 7- -S º, -N º, * - sº ".. ..Sº 12,
* - a K- ty 2 º' 6. ))) - o sº *2.

/~ º […] º, LIBRARY sº - º, */~ & […] º, L. B R A R Y º |- ) ".
*-

| |
-- J. *- "A.-- º –– 'o -r- * S º, ■ º & —- º - r = º |-- * .-- ºvºgri º L. & cº-, 27 "… " -- ~ *-sº º L. & cº-, 27

* * * º, -* L/ ^ & JQj v \{ } IT º, _º /
s %. _* ** A.

º, sº ”, º t

r º
º/º º *

& Sº º: *( * 2 º'- . - * * * * - * … . - wº --- ** *- * - *-* * * - ºf f * * *** * * * * * * *

ºt.
-

A- º, Cºlº■ /ºcº º
-

Yº is *. *).7/■ , ■ ...” (, , ,*A. * * *...; º º -> *- -* O/] . . . ." C 0/1, º4°. - * º º º, -

* | *, O s ■ º º, L. BRARY is fºr jº, le sº º, L. B R ARY
- O ---- -* ( ) ** —- *

2. º vº,
--- C. º ~.

--- - º

ºf lºanº Lºlº ~/C * Tº s ºn tº
2. - - º º, º- º ** º- - - -- º - *. *, aº, º º■ º º Aº, º º■ º ººf Cºlº is 2

-
- tº Cytº■ ynºncºro so • *-* * * * * * * ■ º \- vº-'4. .."

* .*
-

*. /
f ~

- º º o /
º ~,

* ARY º [ ] %, tº º T- º, L■ B RA RY º -r] 'º, 4. -

º * *.º - **
- *

- *** w * º
º

L. A -
T º

8 ~
[…] .*

- - - o > (). º:
-~. c-r, 27 C, º

s f | | º c | º º

-- sº L/( % - " sº ºvºi g : T * sº ºr (C *..."--'º ºvºº gºº

* > ** º, º º
º - * º Nº

---> -

12, sº
-

% sº
- *\,7//, / 7-7 ºf c- º Cº. /º/* ^ --> Ç * -- º **, *, * 1 / ..."
4-

Sººn ■ º () v- & **** º sº C ,7// 777/7Cº. 1) * @, (". º, i/". A * \-
--- º sº º

(`) º º º º º * ■

- *. L■ B RA R_Y s -r-- º O) sº ■ º L I B RA RY sº -- º, O *
* – | –– • ? *

* a
º -

- º º

f
*

* -r ~$ o * - - - &
() - 2- º •o r o .* -

- ºf | | * o º - c
º

** * * º *
| *

-
f L .* º

ºf . |
º

º Q IT º, º { (/ º y --- º A ºvº; G IT º, - *T/ ** *-d-- º
-

º Tº

º
- * 12 --> - * * * * , , ; ; *

-

s

cºncº s º, cºlº■ ? Q
i/ º & * , -S º

-
-S- º, *.~ & º, Li B R A R Y º' ---, * n * – ’ * A ■ º ºr sº tº

*
[…] º, \º R_Y sº Lºl º, O) s […] º, L! G RA R_Y º | T */o --

º S
42 Sº
º t º 7 º’cºrd

º *
ty **
* S*-

-> º ”, sº ~ *1. Nº -)> cºlº■ /ho "… º.
*

*,\ 0 \\ } // ■ / //; º, -º
-º, *

* cyº/rºncºco ■ º. "4/º Sºº
*

%.
- f 4- *.º * *

- -

º º º º

º, O/ le tº º, L■ B RARY S. Luº O) le sº ■ º º, L■ 5 RARY

* , º

º & Vo —r- > * &
-

- ºf

sºon Lºlº ~/C * Tº sººn ”. L.J. sº º/C

º

C º - *

*

** Cº)

* … -- º, sº
% - Cºlº■ º º*** * º

-
A

º CA o *) —r-- & C. a
S

- -
o --- º

-/* º […] & Mº■ G IT º [...] º ~/C • I sº ... Tº vº; º IT * --

-

o º /ºn,ARY ºr--º // >
sº [] *, *

vº.

º, is *

º scº º, sº
-

!, sº
-

*... Sº
---, -- ■ º º º/?

2 Sº, º º■ º sº º
- 1,

º * * º ** n º dº

* Hºº tº Lº Ole s ■ º
_º º, T sº -- * o --- s *. […] & –~ * - -

f ~. p - ~

sº c (/C ”, --'º ºvºgri * -- < ((( º'-'-' sº ºvºº gº
-

42 º' º, sº ■
a a º * * * * * f 42, as * - ~f~~ º, S. *** * * º, , , .cºncº º %. º º, º/rºncº sº tºº, *// º

&- f *S * ,
*

º º

-
→

*3. C - º

– %. L15 RARY sº Luº O) s T & O
- - O --- C A. »

----- ~. ---- C .*

gº º L. s - (C * [. 1 sº sºon” -- º (C º I
*

( )

!

f / / º, S. º, º dº?" A■ º ~ * s •
e * /* 2.

- -: *- * .* ** * * //
-

(■ / º * 2.
gº º - - - - *** ºº Nº tº cºnciº S &,

-

S Nº º C■ º 77/1■ º sº.
** !. % º *, *- º 1.

*

s
o: ºo º

* * º, º
~ * tº tºº sº ºn", e. /lº s [. º, L. BRARY - |-- | ".) 2 * º • º,

- ~ –– o, ºr- -> L. º, T º ----- º, -r- _º º
_ ] º A ºv T "… L. & º tº – º Aºivº G in º L. & c- 27

§vº■ g : T *, sº -: (C º, sº ºf v \{ {} º -*. l■ º
-

*
~ */

-- * tº S z. º. º 12, S

--
cº- º 2. * - - º gº. A //?"O 2.3 º -------. “y Sº, C º/rºcº sº 4.

-

y sº oº: 777 tº
/

º, º º c 4. º * * *Ole tº dº tºº ºle ºn tº
º, ■ º sº

----

o, -r- sº ^c | º, --- -y * - * - º *. * ■ ~ * 'º, |-- ^* -- sº ºvºid in * -- cº/” º'---' s ºvºi g ■ º º º

&



* s * * , , - ? º w
-

k. Jº J / , i■ tº J Q- 2 ---

J º ”, Q); &/7 u■ !Cºd s 4. –4 J sº º, C2 4. *** Sº 42
_º D º º2. o n © º º º º, 2.*- t 5 ■ º-r-

-s º, L. BRARY & I-r º, 4. * º | °, L! B RARY sº L | %, * *
* - -

… " | --- | º, _º º, º ~~~ o, ---
º º, ■** ºf ~ * º * –4 S — */ *. º

-º, º, «. --- º º * 6.
Jºvº■ J 17 ºr L J's ~/ zºº ºvugin -- ~/C º

2, -8 *4. Sº ".7, º
-, º, sº 2. Nº %, sº º

º º * …”
º

º

ºut■ º
f * 2. * * * - *** **dºint■ º º º, Sºft, lºcºco sº. () º s”, “ ºf 7.7/■ ci■ co º~ * * ~ -

~ *2. º C. .* *

º, Li BRARY sº fºr-nº. O■ lº sº […] º, L16 RARY is La) Q | |
-

2

A
º,

a
*-

.* jº º
(4–2 K. T4. _º

ea --
&

~ ~ *—- º, ºr sº º, […] º
-

9, | sºo
- -

.* ºf
- - * * * -... [I] sº ºvº. 9 in * -- * - C º, '-'-' s ■ ºvº, G | T *, º cº

º
<! -

& º c » º t
**, ºr * '4. Sº * -º *... •S

-

12. Nº * * 7/41 f
S * º, •S - º -\ º/?

■ º .S.
*T.") º 0.7% 1. 1/? A■ º

* * * C■ º ////('■ Ço sº ■ - * - 4. *— º/
\t t sº º, s" º, *- * sº %. º sº º, *~

~
…

c (* | C
-

*
[…]º º |-- º, O) l 5 sº […] º, L. BRARY sº

-

º,A- O/ ~2 º º, L■ ■ º

º º, […] ** –4-- º [...] sº º, […] º
-

º, L~ o * * * ~~
-

º
--

º,

•
* LC ”, ––– º A MVM G in º, º (/C º

-*— sº ºv’■ Q in º,
-

º, Nº. º, sº º, -S. º
7- * 12. Sº ºf , 1/1; f ~, 12, Sº * - ºS nº'■ 1//? 7); , (")Sºmcº ºn 4/º 3. º/■ ºcºco º, º/º

*-*
-

sº *, sº º, * * - sºtº tº 22- -- tº Lº Q2
* ,

-

** « » c – 3. & Oe S-
-* | sº º, [...] sº is "… [...] s * [I] sº

T *. * - / º'-s' ºvug■ , º º■ C …-->
* * Jº º -** º, º

-

*. º º * *

º º, sº º
a

º, sº cºn■ º > * > &
---, -, -- * - dº.O sº cº ºcºco sº.

*

sº cºncº sº,
2.t- */ ** º

º º º & / l 3. & o º º
-

s […] º, L. : B RA R_Y sº [...] º, O .* […] °, L! 3 RARY sº [...] 2, º& --- 2 º
-

-
o

-

9 O. •o º o

ºvug in * Lºl s' ºc º […] s ATM ºf 9 in * Lºs ~/C
* *f sº º

º º, sº ”s ºn A■ ºo º C■ .
* *dº. !/?"-■ / ///(, s º, C■ º *Incºco sº -J - tº -

Sº § ”, 1///7-incºrd sºsº 1. & º º C) C
- t c º º,

-
º

2. O) le ºº, […] *. L■ ■ º RA R_Y º [...] º, O)le sº […] º, Ll B RA R_Y .* ■A. - * y c ––– º
-

-* -

Q. > ----- *3 & O. […] ~ * O ~} \º| | º * o - -

*2 .*

* -- sº ºvºgri ºLºlº -: (C * – sº ºvºgº º-- -
º º' !, S *-*. º sº *... sº

*

º 12 -N' º º, f f º S’ * º º gº. º 2.S C■ .
º,º º, dº ■ º,º sº, C. º/rºncº SS ºw sº ". º

-

*S %.
-

_º º º *2. / j c º *º °, o sº º .* º O S º, LI (3
Y sº | º,c ■ / le º º, L! B RA R_Y ºf [...] º, 4–2 º […] *3º
º

*
º & ----- º -

_x> ^, *- •o

& - C º a lº sºon L. sº ~/C c. [...] & ºvug in ºt
%, sº º, ** º, sº º º,

* 12. Sº
-

f º, sº … F------ * Sº C.) put/? *Q&g/■ . ■ ºc.ºo º■ cºpiºº sº, Sºftºncºco º * º ■ ºS º
… "… sº ºw º ■ º 0.

-

sº- º * º O - & * -

º Li B RARY º L. J º, ..) le sº […] º, L■ B RARY º LC º, f
/le º ■º ** O c — — º ~& Q- >

'o C º, ■ --, -º *... [■ ] sº & Cº. sº sº
T º, L. J º º/C C.

º
& JQ■ vº G |T| %,º 'º ~ /C ”,

- -

º AQ ■ º2. w - - -- * -

// Sº 4, ºr ºf , ,

%, S FOR S.
* - ** 0.0) 17:/,

2 S º * * * - -º **, C■ .©■ ºnCºCO REFERENCE º/rºncº sº,
2.

º & º ©otº tº tº tº
-º –– º, [...] º S NOT TO BE TAKEN FROM º, [...] ºf -: º, ■

-

* - º A. º

s Jº■ vº■ 3 IT º, º §§ **". No. 23 on 2 THE ROOM | º, sº /C º,
7. * --- rºse ■ º & º

-
42, Nº -y º, y - -, ..... ** 2 -. ■ .

* -- -

f 2 -. * -, U.I.VI./wº-ºº ºr -.'" - - º **.

dºº sº c) º/rºncº º º Sº sº tº cº ■ ººncºco sºº '9.
- -

!” * -

*

*- º - ~O. > -r- * o r- * *

- º, C ~ * *%. T Sº yºvº. 9 in * Lºlº cº-º/” * Ts ºf Q ■ º * L- as cº-* .* ■

-
o & º º *-

Ole sº -- tº L_ º, J/1 ºn tº






