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Stress is an important concern among family caregivers in the United

States. Many caregivers face the demands of caring for an ill family member

for as many as eleven to twenty-four hours on a daily basis. Coping with

stress is an important topic for support groups and educational programs.

Evaluation of such programs has not been widely conducted. The evaluation

of short-term, cognitive-behavioral workshops have especially been lacking.

This study designed and implemented a comprehensive evaluation of

a two-hour Extension Service workshop entitled, The Dollmaker, developed

at Oregon State University. This cognitive-behavioral program provides

information about caregiver stress and suggests behavioral and attitude

changes that may lead to more effective methods of coping with the stress of

caregiving. This study drew participants from communities throughout Lane

County, Oregon, in November and December, 1989.

Since caregivers to mentally impaired (dementia) patients are

particularly "at-risk" for stress and burnout, this study compares the effects of

the program for those caregivers compared to caregivers to physically-

impaired patients. A pre-test, one-month post-test and two-month follow-up



design was implemented in this study. Process evaluation was also

conducted.

Standardized measures were used, including three factors from The

Costs and Benefits of Caregiving Scale (Walker et al., 1989) and the Campbell,

Converse and Rodgers (1976) Role Opinion Scale adapted to caregiving. In

addition, nonstandardized measures assessed the outcomes of eighteen

program objectives, demographic items and process evaluation questions.

This comprehensive evaluation revealed positive results for both

caregiver groups in terms of process evaluation and improvement in

caregiver satisfaction over time. One-month follow-up assessments indicated

a trend for Exhaustion factor scores to decrease, Help--Seeking Behaviors to

increase, and feelings of impatience and anger to decrease. Participants

reported some degree of change in their behavior to reduce caregiver stress

and over three-fourths attributed that change to the program.

Nevertheless, the current study has implications for future

comprehensive evaluation of Extension Service programs and suggestions

for future program development and implementation are made. The small

number of participants and lack of a control group should lead to caution in

generalizing these results.
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CARING FOR THE CAREGIVER:

AN EXTENSION PROGRAM EVALUATION

CHAPTER I

INTRODUCTION

People are living longer due to improvements in medical technology

and general lifestyle (Hooyman & Kiyak, 1988). Along with prolonged life,

has come the increased need for families to provide for the basic health and

safety of elderly family members (Brody, 1985). This care can range from

simple tasks such as errands to performing intense physical care for an

impaired family member.

According to the National Long-Term Care Survey (1988), 2.2 million

caregivers provided unpaid assistance to non-institutionalized elderly in

1982. A majority (67%) of the caregivers provided assistance with one or

more personal activities such as feeding, bathing, dressing, and toileting; and

46% helped the disabled person get in and out of bed. Of the caregivers, 86%

gave assistance with instrumental tasks related to shopping and

transportation; 81% spent extra time on one or more household tasks

including meal preparation, cleaning, and laundry; 53% administered

medication; and 49% assisted with financial matters. About 44% of the

caregivers surveyed had been providing unpaid assistance for 1 to 4 years and

20% had been providing assistance for 5 or more years. Unpaid care was

provided 7 days a week by 80% of the caregivers. In an average day, caregivers

spent 4 hours providing care. Nearly three-fourths of disabled older persons



2

who lived in the community relied solely on family and friends. Most of the

others depended on a combination of family care and paid help.

Families in which such care is provided face challenges and decisions

that may not have been faced by their ancestors. Many of these challenges can

create a great deal of stress in the lives of the care providers. While the

feelings that caregivers experience as a result of their situation is unique to

each family, many caregivers experience symptoms of stress (Barusch &

Spaid, 1989; Brody, 1981; Cantor, 1983; Gallagher, Rose, Rivera, Lovett, &

Thompson, 1989; George & Gwyther, 1986; Montgomery, Gonyea, &

Hooyman, 1985; Pearson, Verma, & Nellett, 1988; Pratt, Schmall, Wright, &

Cleland,1985; Young & Kahana, 1989; Zarit, Reever, & Bach-Peterson, 1980).

Such stress is particularly common among those who provide care to

dementia patients (Birkel, 1987).

A variety of programs, support groups, and books have been developed

to help alleviate caregiver stress (Clark & Rakowski, 1983). Many of the

programs have been designed for the on-going support of family caregivers

(Haley, 1989; Tose land & Rossiter, 1989; Tose land, Rossiter, & Labrecque,

1989). Some of these programs are short-term interventions which range

over a period of several weeks (Dilworth-Anderson, 1987; Glosser & Wexler,

1985; Greene & Monahan, 1987; Haley, Brown, & Levine, 1987; Scharlach,

1987). Others are much longer, some lasting three years or more (Halpert,

1988; Pinkston & Linsk, 1984; Tose land et al.,1989). One of the problems

encountered in providing services to family caregivers to alleviate stress is

that many of the caregivers cannot afford the time to become involved in an

on-going intervention process (Montgomery & Borgatta, 1989).

The Oregon State University Extension Service has also been active in

developing programs to help families face aging concerns. Extension
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programs are traditionally brief (2-3 hour) workshops designed to provide

valuable, topical information to participants. Using this time-limited

workshop model, Vicki Schmall, PhD, OSU Extension Gerontology Specialist

and Ruth Stiehl, EdD, OSU School of Education, have developed a series of

educational programs for family caregivers. Entitled "When Dependency

Increases," this series was developed with funds provided by the Fred Meyer

Charitable Trust and the U.S. Department of Health and Human Services.

One of the programs in this series is a two-hour workshop focused on

alleviating the stress that occurs in the caregiving situation. The workshop

includes a discussion of caregiver stress and is enhanced by a 15-minute slide

program entitled, The Dollmaker. This slide program visually illustrates the

importance of caregivers taking time to care for themselves.

Specific program objectives are presented in the workshop guidebook.

These objectives state that as a result of seeing the slide program, a family

member will:

1) be able to identify the sources of stress unique to providing care for

an elderly family member.

2) understand what it means to be a care manager as contrasted with a

primary caregiver.

3) recognize the importance of valuing his or her own personal needs.

4) set limits on his or her role as caregiver.

5) understand the difficulties of coping with mental as opposed to

physical changes in older persons.

6) be able to relate caregiver self-care to the well-being of the care

receiver.
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Further, the workshop guidebook states that as a result of the full-workshop,

a family member will also:

7) know how to provide help while living at a distance.

8) be able to make caregiving decisions based on objective assessments

rather than on emotions or social pressures.

9) be able to recognize symptoms of caregiver stress.

10) understand how to deal with feelings, in particular, guilt.

11) understand the factors which frequently account for differing

expectations and perceptions of family members who live with

or near the person needing care and those who live at a distance.

12) be able to create a plan for reducing caregiver stress.

13) be acquainted with caregiving support services available in the

community.

14) provide positive support to family members who are primary

caregivers.

In order to determine if the workshop reaches these objectives, a

comprehensive evaluation is proposed. This evaluation will provide

important information for both improving the program and for planning

future related programs for caregivers.

Patton (1982) outlines four standards of excellence in program

evaluation. These standards were developed by the Joint Committee on

Standards for Educational Evaluation (1981), and include: a) utility; b)

feasibility; c) propriety; and, d) accuracy. While all four standards are

important in this evaluation, utility and feasibility are particularly critical.
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Utility refers to the usefulness of the program evaluation. The

Dollmaker is an "applied" program; that is, it contains information that can

be used by the participants. To be useful, an evaluation of such a program

must provide the Extension Service with information that can be used to

judge the degree of application of program ideas and to improve the content

of the program for future audiences.

Feasibility is a second issue of particular importance to this evaluation.

Feasibility refers to the ability to conduct an evaluation in a "do-able"

manner. This Extension program (like most Extension programs) is

relatively short in delivery time. Most program participants are pressed for

time in their caregiving situation. Thus, to be feasible, the evaluation

procedure must also be relatively short and must demand as little effort as

possible on the part of the workshop participant. Further, if this evaluation

format is demonstrated to be feasible, it can serve as a model for other

Extension program evaluations.

Propriety and accuracy of the evaluation process are also addressed by

this evaluation. Propriety refers to the ethics involved in the evaluation

process. This is addressed in part by the confidentiality of the participants'

answers. In addition, propriety requires that both positive and negative

outcomes are assessed and reported. Finally, the propriety standard requires

that evaluations demand no more of the participants than is commensurate

with what they may receive in the program. Thus, propriety is addressed by

the relative length of the proposed evaluation.

Accuracy means that the evaluation must be conducted in such a way

that the findings are valid reflections of participants' experiences. Although

practical and ethical concerns may limit the use of true experimental designs,

a quasi-experimental approach is a promising alternative (Zarit, 1989).
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Accuracy is addressed by the nature of the evaluation questions, the design,

and the measures used. The questionnaires include standardized measures as

well as non-standardized process evaluation questions to measure the

research questions as fully as possible.

Definition of Terms

1. Caregiver: person who provides for the comfort and safety of another

person including emotional support as well as physical

assistance, directly (actual aid) or indirectly (supervisory).

2. Caregiving: the act of providing help to another person in need of

assistance.

3. Dementia: cognitive impairment; especially Alzheimer's Disease and

other related irreversible dementing disorders.

4. Caregiver Strain: the stress and burden associated with caregiving.
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CHAPTER II

REVIEW OF THE LITERATURE

Introduction

Caring for elderly disabled family members has become a common

occurrence in the past decade. Today, over two million people in the United

States provide such aid. With the onset of such caregiving, stress and burden

often occur. This stress and burden is associated with watching the decline of

a loved one's health and with actual involvement in time consuming and

difficult caregiving tasks.

Caregiver stress programs have been developed to help families cope

with the strain. The programs are varied in content and approach, but all

seek to help caregivers avoid burnout. Cognitive-behavioral interventions

have been shown to increase caregivers' sense of control by focusing on

positive aspects of the situation (Scharlach, 1987; Zarit, Anthony, & Boutselis,

1987). Support programs, on the other hand, have been shown to increase

caregivers' community networks and support (Haber, 1983). Evaluation of

such programs, for the most part, has been infrequent and inadequate in

design. Zarit (1989) has stated a need for good program evaluation, beginning

in the development stages of the program.

The following literature review gives insight into the development of

a short, cognitive-behavioral, education and support program for caregivers

developed by the OSU Extension Service. The literature reviewed in this

chapter describes the incidence of family caregiving, caregiver stress,

differences in caregiving for those caring for physically impaired patients and
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caregivers to dementia patients, coping and support programs, and current

trends in evaluating caregiver education and support programs.

Incidence of Family Caregiving in the United States

Family caregiving has become an expected, normative activity within

the past decade. Improvements in medical technology and general lifestyle

have led to prolonged life and hence, an increased need for care by older

individuals (Brody, 1985; Hooyman & Kiyak, 1988).

In a random sample of caregivers in the United States, Stone, Cafferata

& Sangl (1986) reported that approximately 2.2 million persons 14 years or

older were providing unpaid assistance to the non-institutionalized elderly in

1982. Family members were the primary caregivers to frail or disabled elderly

members of society. Nearly three-fourths of disabled older persons relied

solely on family and friends for assistance. Most of the others relied on a

combination of family care and paid help.

In this national survey, the majority of the caregivers (72%) were

female; adult daughters (29%) and wives of the care recipients (23%)

represented over half of all caregivers. Husbands of the care recipients

constituted 13% of the caregivers. About 60% of children (both sons and

daughters) who provided care lived with the parent.

About 70% of the caregivers provided primary care. Of these primary

caregivers, 33% were sole providers of care, 29% had one or more unpaid

helpers, and almost 10% purchased services in addition to receiving unpaid

assistance. Sole providers of care were most often wives (60%) or husbands

(55%); some daughters (23%) and sons (11%) also provided primary care

without assistance. Sons more frequently (52%) provided secondary care,

compared with daughters (30%).
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A majority (67%) of the caregivers provided assistance with one or

more personal activities such as feeding, bathing, dressing, and toileting; 46%

helped the disabled person get in and out of bed. Of the caregivers, 86% gave

assistance with instrumental tasks related to shopping and transportation;

81% spent extra time on one or more household tasks including meal

preparation, cleaning, and laundry; 53% administered medication; and 49%

assisted with financial matters.

About 44% of the caregivers had been providing unpaid assistance for 1

to 4 years, and 20% had been providing assistance for 5 or more years. Only

18% of the caregivers had provided care for less than 1 year. Unpaid care was

provided 7 days a week by 80% of the caregivers. In an average day, caregivers

spent 4 hours providing care.

Caregiver Stress

Family caregivers face many challenges and decisions. These

challenges and decisions can lead to strain and ultimately caregiver stress and

burnout. Many factors may contribute to a caregiver's feeling of stress

including physical and emotional strain, financial hardship, strained

relationships and multiple role strain. Spouses tend to experience more

physical and financial strain while children, especially middle-aged

daughters, tend to experience multiple role strain (Brody, 1985). As a result

of the caregiving, members of a family have been found to experience

emotional strain and strained relationships with the care recipient and with

other members of the family. It seems that the closer the bond between the

caregiver and the care recipient, the more stressful the caregiving role (Brody,

1985; Cantor, 1983).
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While caregiver gender differences (Brody, Hoffman, Kleban, &

Schoonover, 1989) and employment status (Brody, 1981; Brody, 1985; Brody &

Schoonover, 1986; Cantor, 1983; Montgomery et al., 1985; Scharlach & Boyd,

1989; Scharlach & Sobel, 1989; Young & Kahana, 1989) have been related to

patterns of caregiving, one of the most consistent and significant influences

on caregiving is the patient's mental status (Birkel, 1987; Grad & Sainsbury,

1968). Caregivers to physically ill patients significantly differ in experience

than caregivers to the mentally impaired.

In cases of senile dementia, the household is likely to be the key unit of

caregiving and adaptation (Birkel & Jones, 1989). Even though increased

social support networks have been shown to ease the burden felt by family

caregivers to dementia patients, those networks seem to be much more

restricted compared to networks of caregivers to physically impaired patients

(Birkel & Jones, 1989; Zarit, Rever, & Bach-Peterson, 1980).

Senile dementia patients have been described as perhaps the most

difficult of all patients to care for (Grad & Sainsbury, 1968). Many factors

contribute to the difficulties in caring for dementia patients. The caregiver's

constant state of arousal due to patient confusion and physical dependency

combined with behavioral problems such as wandering off, losing things, and

arguing with family members create greater caregiver burden and decreased

well-being (Kinney & Stephens, 1989; Pearson, Verma, & Nellett, 1988). The

loss of relationship with the patient as dementia progresses is another

important source of strain for caregivers. This was eloquently stated by a

caregiving wife who said the greatest difficulty is "... not (being able) to share a

sunset, a bird song... and to know this will never be again." (Pratt, Schmall,

Wright, & Clelland, 1985).
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Dementia patients' cognitive difficulties have been found to be most

strongly associated with negative personal relations. Memory loss,

disorientation, and decline in intellectual functioning interfere with family

communications, resulting in the negative quality of interpersonal

relationships. The difficulty of caring for a cognitively impaired parent has

been found to create or exacerbate troubled relationships between siblings

who give care to that parent (Brody, Hooyman, Kleban, & Schoonover, 1985;

Kinney & Stephens, 1989).

Finally, caregivers to dementia patients are more likely to experience

problems with mental health and social participation. Compared to adult

children, spouse caregivers, in particular, are more susceptible to experiencing

physical health and financial strains (George & Gwyther, 1986).

Institutionalization of dementia patients does not necessarily lessen

caregiver's feelings of burden (Pratt et al., 1985). Feelings of subjective burden

are just as important in the assessment of caregiver well-being as feelings of

objective burden. Once the daily physical responsibilities are removed due to

patient institutionalization, emotional strains, especially guilt feelings, may

be exacerbated.

Coping and Support Programs

A number of studies have investigated the relationship between

stressful life events and psychological well-being (Krause, 1986). The case has

been made that caregiving is a stressful life event (Brody, 1985). Caregivers

tend to cope with the added responsibility and multiple role demands by

considerable self-sacrifice (Cantor, 1983).

Scharlach (1987) found that a cognitive-behavioral program designed to

reduce caregiving daughters' unrealistic feelings of responsibility was more
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effective in reducing the daughters' burden than a supportive-educational

program designed to increase her awareness of her mother's needs. This is an

example of an intervention that resulted in caregivers changing their feelings

and behaviors from focusing on the negative, unchangeable aspects of

caregiving (e.g. deteriorating health) to more positive aspects that were more

manageable (e.g. environmental changes.) Zarit, Anthony, and Boutselis

(1987) found using a stress-management model of providing information

about the patient's disease and its effects on behavior, teaching behavioral

problem-solving for managing difficult behavior, and identifying potential

support for caregivers to be an effective counseling/support program for

family caregivers to Alzheimer's patients. This is a good example of

providing caregivers with tangible coping mechanisms to respond to specific

situations, thus providing them with a sense of control over the situation

even though they may not be able to control the deteriorating effects of the

disease to the patient. These models provide caregivers with information

about what they can and cannot change, giving them ideas of how to control

the caregiving environment while providing information and approval to

let go of situations which cannot be controlled.

Brody (1985) found that caregivers who were able to accept situations

that could not be changed (such as deteriorating health status) coped better

with their situation. Subjective appraisal plays a critical role in defining and

adapting to stress (Lazarus & Folkman, 1984). Reappraisal to define personal

meaning has been shown to be an important coping strategy for caregivers

(Stephens, Kinney, Norris, Ritchie, & Grotz, 1988). Cognitive-behavioral

programs developed by Scharlach (1987) and Zarit et al. (1987) provide

evidence that reframing and other cognitive strategies play a critical role in

caregiving stress management.
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Most intervention programs for caregivers have focused on two

approaches: a) providing social support to caregivers and, b) assisting

caregivers to cope with feelings associated with the caregiving role. These

programs address the affective context for caregiving. Haber (1983) has

pointed out that the advantages of mutual help (support) groups are the

sharing of resources, feelings of support, and developing community

networks. Support groups and educational programs which enable

individuals to acquire information, ventilate, share common concerns, and

receive respite and emotional support undoubtedly address critical needs in

the area of handling feelings (Clark & Rakowski, 1983).

Winogrond, Fisk, Kirsling, and Keyes (1987) found that the perceptions

of stress lessen with support programs, suggesting an improvement in coping

skills among caregivers. Premature institutionalization, due to circumstances

other than deteriorating health, is oftentimes precipitated by "caregiver

burnout" caused by excessive burdens and enormous strain placed on family

members (Dilworth-Anderson, 1987). Family caregivers participating in

support and education groups have been found to have lower rates of

institutionalization of physically ill care receivers than did caregivers who did

not participate in such programs (Greene & Monahan, 1987).

Clark and Rakowski (1983) state that of the apparently most stressful

tasks associated with caregiving, three are related to strong feelings including

emotional drain, guilt, and anger at other family members. And, three of the

most stressful caregiving tasks are related to time, including loss of personal

time, encroachment on family time, and loss of future planning. Two others

concern the provision of direct personal services including assistance with

activities of daily living and drain on physical strength. Therefore,
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education/support programs which address time budgeting and stress

management are appropriate for some caregivers.

In summary, cognitive-behavioral programs emphasizing reappraisal

and reframing techniques have been effective in decreasing caregiver stress

and effective in increasing caregiver well-being (Scharlach, 1987; Zarit et al.,

1987). These program models combined with the mutual help (support)

group model that facilitates sharing of resources and strengthening of

community support networks offer a more comprehensive approach to

caregiver stress reduction programs.

Evaluation of Education and Support Programs

Family education and support programs appear to be an area where

"empirical" and "experimental" research strategies can quickly conflict with

the more immediate objectives of service. In addition, programs comprised

of small numbers of participants tend to have little appeal to researchers

interested in large-scale data sets. Education and support programs are not

viewed as appropriate targets for research or empirical and conceptual

analyses (Clark & Rakowski, 1983). These realities have resulted in little

published literature to suggest how programs "should" be structured or even

to delineate the range of options.

Zarit (1989) reviewed the state of caregiver intervention evaluation.

He summarized this review by stating that most programs for caregivers have

not been evaluated and thus it is difficult to interpret their effect on

caregivers. He concluded that effective evaluations require better

understanding of the goals and processes of interventions, a belief that

research and clinical objectives can be compatible, and a recognition that a

good evaluation needs to be integrated into program development from the



15

beginning. Further, Zarit (1989) stated that the optimal time to conduct an

evaluation is at the start of the program, so that baseline data can be obtained

from sufficient numbers of participants. Comparison groups are essential.

Quasi-experimental approaches provide a promising alternative to true

experimental designs, which may be limited by practical and ethical concerns.

Tose land and Rossiter (1989) have outlined several guidelines for the

effective evaluation of caregiver education and support programs. Among

these are the need for qualitative evaluation and nonstandardized

questionnaires that address specific program objectives and behavioral

changes. Such measures may be more fruitful than measuring global

psychological changes or global changes in stress and burden. More

evaluation attention needs to be paid to the format, content, and approach of

intervention strategies used in caregiver support programs.

Strained time resources, physical resources, and emotional resources

create the need for support services and also tend to prevent caregivers from

using these services effectively. Already confronted with limitations on time

and energy, caregivers are frequently not receptive to any services that may

initially place greater demands on them (Montgomery & Borgatta, 1989).

Therefore, evaluation of support/education programs must be short and

create as little added burden as possible to the caregiver participating in the

program.

Program evaluations with caregivers are extremely difficult. Zarit and

Tose land (1989) point out that caregivers tend to underreport problems

during an initial assessment. Further, the intervention itself may help

caregivers to be more free about expressing high stress levels. Another factor

that may affect the results of an evaluation of a caregiver stress management

program may be the varying relationship of caregiver to care receiver, which
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may have an impact on perceived stress, coping, and response to treatment

(Haley et al., 1987). Differences in caregiving experiences should also be

recognized in evaluation. For example, the differential impact of physical

and cognitive disorders on the caregivers should be taken into account.

Finally, most published reports of education and support programs

have not emphasized specific educational objectives but rather more

generalized assessments of well-being. Similarly, evaluation has tended to

emphasize group leaders' observations, case examples, and participants'

personal reactions. The current lack of empirical evidence regarding the

value of programs of education and support no doubt results from a) the

focus of practitioners on service as opposed to research, b) the disinclination

of practitioners to document their experience for publication, and c) the

additional cost burden associated with research (Clark & Rakowski, 1983).

Purpose of the Study Including Research Questions

This evaluation examined changes in attitude and behavior of

participants in an Extension caregiver stress workshop. Specifically, the

evaluation examined the effects of the program over a one-month period on

participants' attitudes and behaviors. It also examined the relative

effectiveness of and satisfaction with the program for caregivers who were

caring for physically impaired family members compared to those caring for

cognitively impaired family members.
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The following research questions were addressed:

1: Compared with caregivers to physically impaired family members, did

family caregivers to dementia patients differ in their caregiving attitudes,

behaviors, and satisfaction one month following the workshop?

2: Did the number (percentage) of program participants who practiced stress-

reducing behaviors change from Time 1 (pre-workshop) to Time 2 (one-

month follow-up)?

3: Did the number of program participants who had attitudes associated with

lower levels of caregiving stress increase following the program?

4: One month and two months following the workshop, did program

participants report a higher level of caregiver satisfaction?

5: Did program participants report that they used the materials and

suggestions of the program to make changes in their attitudes and behaviors

about reducing caregiver stress?

6: What percentage of program participants were satisfied with the program

format? What suggestions for improvement in the program did they make?
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CHAPTER III

METHODS

Overview

This evaluation was originally designed to assess the impact of an

Extension caregiver stress education workshop on caregivers who participated

in the two-hour workshop compared to those caregivers who had not yet

participated. In addition, within the intervention group comparisons of

caregivers to physically impaired versus cognitively-impaired elders were

planned on post-test measures. Due to the lack of response from participants

designated in the control condition, the design was changed to emphasize

pre-post comparisons between persons caring for cognitively impaired

(dementia) patients and those caring for physically impaired patients. Data

were collected from participants at workshops held in various communities

in Lane County, Oregon, during November and December, 1989. Data

included measures of caregivers' satisfaction with the caregiving role, actions

that caregivers take to reduce stress, and demographic information including

length of caregiving experience, physical and mental health of care recipient,

relationship of care recipient to caregiver, and socio-economic status of

caregiver.

The program was advertised in the usual Extension format including

television and radio public service announcements, newsletters, news

releases, and fliers distributed in each community (Appendix E). The Senior

and Disabled Services Division was notified of program dates and encouraged

client participation. While Extension programs are typically scheduled for 1

1/2 hours, an additional 30 minutes were scheduled to accommodate the
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evaluation process. The Cooperative Extension Service is a government

agency and does not discriminate against serving its clientele for any reason;

therefore no stipulations were made as to who could or could not attend the

workshops.

Program Description

The Dollmaker is a short workshop designed to raise awareness and

identification of caregiver stress. It also is designed to provide participants

with ideas specific to alleviating caregiver stress.

The program begins with the instructor initiating a "bonding" activity

by asking participants to state name, where they live, and to give a brief

description of their caregiving experience or interest in the program. Then,

the instructor begins the discussion of caregiver stress by asking "When was

the last time someone asked 'how are you today?'" A definition of

"caregiver" is given. Continuing through a set of overhead transparencies,

the instructor discusses stress and burnout, how to cope with stress by

identifying the signs of stress, identifying the sources of stress, and taking

action to reduce stress.

A brief introduction is made to the slide show The Dollmaker which

then is shown (either on a screen projected from a slide carousel projector

with cassette tape or on a television screen from a videocassette player.) A

short break is taken between the show and follow-up discussion.

Regrouping, instructor asks participants to add to a list of the sources

and outcomes of stress viewed in the slide show. The instructor concludes

the program with overhead transparencies listing actions to reduce stress.

These include taking breaks from caregiving, asking for and accepting help,
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building caregiver support networks, letting go of guilt feelings, and

communicating with family and friends about decisions regarding caregiving.

Participant discussion throughout the program contributed to the

variation between the ten programs. However, the objectives remained

constant throughout all programs and were stated from the overhead

transparencies.

Subjects and Design

Proposed Design. The research was originally based on a two-group

quasi-experimental design. The original design was to have included groups

consisting of an Experimental Group (November workshop participants) and

a Control Group (December workshop participants) (Figure 1). To identify

these two groups, potential participants were asked to sign-up prior to the

programs. This procedure is unusual for most Extension programs in Lane

County. Most programs are conducted on a "drop-in" basis. Potential

participants were asked to "pre-register" in order to assign code numbered

packets to each participant prior to the program. The participants were to be

assigned to Experimental or Control groups according to the date they chose

to participate in the program. However, the pre-registration approach did not

succeed in producing an adequate number of persons for a Control group.

Therefore, an alternative design was used. (See Figures 1 and 2.)

Actual Design. With the approval of the thesis committee, the design

of this study changed (Figure 2). Due to the lack of participant pre-registration

(only 4 persons pre-registered for the December workshops), the design was

changed to evaluate the effects of the program on participants who were

caregivers to cognitively impaired (dementia) patients versus caregivers to
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physically impaired patients. The procedures described to evaluate the

original Experimental group were followed. (See Figure 2).

All participants were given a packet of questionnaires to be completed

immediately before the workshop began. The first part of the questionnaire

included attitude/behavior and demographic items (Appendix A; Figure 1,

Instrument A). The participants then participated in the workshop.

Immediately following the workshop, participants completed a process

evaluation questionnaire (Appendix B; Figure 1, Instrument B).

One month following the workshop, participants received a post-test

questionnaire (Appendix C; Figure 1, Instrument C) to be completed and

returned by mail. The questions included the same attitude/behavior items

as in the pre-test, items that assessed changes in demographics, and process

evaluation questions. Finally, the participants received a two-month follow-

up questionnaire to be completed and returned by mail. This was a post-card

questionnaire with three questions assessing degree of changes made

following the program and overall caregiver satisfaction (Appendix D;

Figure 1, Instrument D).

All of the mailed questionnaires were mailed at the designated times

following the program date. Participants were allowed one-week from the

time of mailing to complete and return the questionnaire as indicated. If no

response was received at the end of one week, a second questionnaire was

mailed with a one-week deadline. For family caregivers participating in the

program at Time 1, a 63% response rate at Time 2 (80% response from

caregivers to dementia patients and 54% response from caregivers to

physically impaired patients) and a 69% response rate at Time 3 (80% response

from caregivers to dementia patients and 63% response from caregivers to

physically impaired patients) was achieved by this method.
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One note about the completion of questionnaires by participants must

be made. Thirty-seven percent of program participants were not family care

providers and either did not complete initial questionnaires or did not return

mailed questionnaires. Those non-family caregivers who did complete

questionnaires were not included in the data analysis.
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Standardized Scales

Caregiving Role Opinion Scale. The Campbell, Converse and Rodgers

(1976) scale for assessing role satisfaction was adapted to caregiving for this

evaluation. This semantic differential scale is comprised of ten bipolar

adjective pairs, representing the extremes of a 7-point rating scale.

Respondents were asked to check the points on the scales that best

represented their feelings about their caregiving role. The specific adjective

pairs include: boring vs. interesting, miserable vs. enjoyable, hard vs. easy,

useless vs. worthwhile, lonely vs. friendly, empty vs. full, discouraging vs.

hopeful, tied-down vs. free, disappointing vs. rewarding, and doesn't give me

much chance vs. brings out the best in me. An eleventh item of overall

satisfaction (completely satisfied vs. completely unsatisfied) was also assessed.

(See Appendix A, Items 32-33, Appendix C, Items 32-33, and Appendix D,

Item 4.)

Costs and Benefits of Caregiving. This scale was developed by Alexis

Walker et al. (1989). The three Costs and Benefits Scale factors used for this

questionnaire represent: Factor 1 Benefits, including learning about older

people and one's own aging, deriving a sense of meaning, and a feeling that

one has helped the care recipient; Factor 2 Interpersonal Costs, including

feeling impatient, irritated, angry, resentful, frustrated, tied down, and feeling

that one cannot satisfy the care recipient; and, Factor 3 Exhaustion, including

feeling tired, worn out, and losing sleep. Re liabilities (Cronbach's Alpha) for

Factors 1, 2, and 3 have been reported (Walker et al., 1989) as 0.71, 0.85, and

0.86 respectively. Cronbach's Alpha reliabilities were calculated on this

sample as Benefits (0.62 at Time 1 and 0.56 at Time 2), Interpersonal Costs

(0.91 at Time 1 and 0.92 at Time 2), and Exhaustion (0.85 at Time 1 and 0.84 at

Time 2). (See Appendix A, Items 1-30 and Appendix C, Items 1-30.)
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Measures of Specific Workshop Objectives

Evidence for positive outcomes following caregiver interventions

have not been consistently substantiated by data obtained through the use of

standardized measures (Tose land & Rossiter, 1989). Therefore, in addition to

the standardized factor scales, eighteen items assessing the specific objectives

stated in the workshop manual were evaluated. These items consisted of

discussing caregiving with other family members, asking for help with

caregiving, taking time out for oneself, attending support group or other

meetings for caregivers, thinking about the reasons for caregiving, setting

realistic expectations for care, showing appreciation for the help others have

given, making promises about caregiving that later had to be broken, feeling

confident about the caregiving situation, managing the stresses of caregiving,

feeling supported by other family members, feeling supported by the

community, feeling supported by the person receiving the care, seeking help

from social service agencies regarding caregiving, changing personal plans

because of caregiving, seeking professional counseling because of caregiving,

feeling that caregiving gave meaning to the caregiver's life, and feeling that

one does more than is fair to expect given other responsibilities. (See

Appendix A, Items 1-30 and Appendix C, Items 1-30.)

A series of questions on the post-test (collected at the conclusion of the

program) also measured each participants' feelings about the effectiveness of

the program in increasing their motivation to make specific stress-reducing

changes relative to the program objectives. In addition, questions were asked

related to the overall helpfulness of the program and the likelihood that

changes in the participants' behavior would occur as a result of the program.

The eighteen individual outcome objectives were grouped together

into five categories: Communication/Interaction with Others; Feelings and
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Thoughts; Help-Seeking Behavior; Support Feelings; and Personal Behavior.

The items within each group were summed and Cronbach's Alpha reliability

scores were calculated for each of the five groups. This categorization was

conducted to facilitate data interpretation and discussion in terms of general

outcomes. The eighteen outcome objectives were analyzed by group

summary scores and each item was analyzed individually to provide

information on the workshop's success in reaching the individual objectives.

Outcome objectives categorized as Communication/Interaction with

Others included: a) discussing caregiving with other family members; b)

showing appreciation for the help that others gave; and c) making promises

about caregiving that later had to be broken. The third item in this group was

reverse coded. Cronbach's Alpha reliabilities at Time 1 and Time 2 were 0.40

and 0.55, respectively.

Feelings and Thoughts consisted of: a) thought about reasons for

caregiving; b) set realistic expectations for care; c) felt confident about

caregiving; d) felt that one managed the stresses of caregiving; e) felt

caregiving gave one's life meaning; and f) felt one did more than was fair to

expect given all other responsibilities. The sixth item in this category was

reverse coded. Cronbach's Alpha reliabilities at Time 1 and Time 2 were 0.64

and 0.72, respectively.

Help-Seeking Behavior consisted of: a) attended support group

meetings; b) asked for help with caregiving; c) sought help from social service

agencies; and d) sought professional counseling. Cronbach's Alpha

reliabilities at Time 1 and Time 2 were 0.64 and 0.35, respectively.

Support Feelings consisted of: a) felt supported by family members; b)

felt supported by the community; and c) felt supported by the person
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receiving the care. Cronbach's Alpha reliabilities at Time 1 and Time 2 were

0.73 and 0.57, respectively.

Personal Behavior consisted of: a) took time out for one's self; and, b)

changed personal plans because of caregiving. The second item was reverse

coded. Cronbach's Alpha reliabilities at Time 1 and Time 2 were 0.43 and 0.58,

respectively.

Process Evaluation

Following the program, participants were asked to assess the quality of

the slide/tape program and the discussion of caregiver stress. Other items

included open-ended questions related to recommending the program to

others and suggestions for program improvement. (See Appendix B, Items 1-

2 and 16-19A.)

Demographic Measures

Other evaluation studies which have measured the effectiveness of

caregiver stress programs and support groups have suggested the following as

important demographic variables: the type of impairment a care receiver has;

the relationship of caregiver to care receiver; the length of caregiving

experience; the actual time spent in caregiving; the living arrangements of

the care receiver; the gender of the caregiver; and the socio-economic status of

the caregiver (Gallagher et al., 1989; Greene & Monahan, 1989; Tose land &

Rossiter, 1989; Tose land et al., 1989; Zarit & Tose land, 1989). The demographic

items selected for this evaluation assessed each of these above-mentioned

variables. (See Appendix A, Items 34A-48.)

Program evaluation has been criticized for the absence of data which

looks at the change in the care recipient's health status and use of outpatient,
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inpatient, and institutional services following an intervention with the

caregiver (Tose land & Rossiter, 1989). Therefore, follow-up items were

included in the Post-test questionnaire to assess such issues. (See Appendix C,

Items 37-45.)

Significance Levels Reported

Statistical tests which achieve a probability of p < .05 are considered

significant findings; those tests which achieve .05 > p < .10 are considered

trends in the data. In a program evaluation, reporting trends as well as

significant findings is appropriate because both may be beneficial in making

program changes or in the development of new programs (Patton, 1982.)
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CHAPTER IV

DATA ANALYSIS

Description of Sample

Eighty-five people participated in the program. Of that number, 54

(64%) were family caregivers and completed pre-test and process evaluation

questionnaires. The other 29 (36%) were non-family caregivers and were not

included in the analysis. Of the 54 family caregivers participating in this

study, 65% (35) were caregivers to physically-impaired family members while

the remaining 35% (19) were caregivers to family members with dementia.

The dementia caregiver group included those who indicated that the patient

experienced both physical and mental impairment and those who indicated

the patient experienced only mental impairment.

Family caregiver characteristics are shown in Table 1. Eighty-seven

percent of the family caregivers were female while 13% were male.

Percentages of female versus male caregivers were similar for both groups of

caregivers (e.g., caregivers to physically-impaired patients and caregivers to

dementia patients).

Significant differences were found between caregivers to dementia

patients and caregivers to physically-impaired patients on several

demographic characteristics. Caregivers to dementia patients were

significantly more likely to be employed outside the home and to have higher

income and educational levels than were caregivers to physically-impaired

family members (Table 1). The average age of caregivers to physically-

impaired family members was 63.9 years with a range of 20 to 81 years. The

average age of caregivers to dementia patients was 57.9 with a range of 39 to 74
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years. Physically-impaired care recipients ranged in age from 42 to 89 years

and averaged 69.4 years while dementia patients ranged in age from 56 to 91

years and averaged 76.6 years (Table 1).
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Table 1

Characteristics of Family Caregivers Who Care for Physically
Impaired Patients and Those Who Care for Dementia Patients

Demorahic Item
Physical Dementia

XI df
Combined
Fr: %n= Fre % n Fre % n=

Gender 35 1 9 1.2 1 54
Male 4 11.4% 3 15.8% 7 13.0%
Female 31 88.6% 18 84.2% 4 7 87.0%
Ethnic Background 35 19 0.0 54
White, Non-Hispanic 35 100.0% 1 9 100.0% 54 100.0%
White, Hispanic 0 0.0% 0 0.0% 0 0.0%
Black 0 0.0% 0 0.0% 0 0.0%
American Indian 0 0.0% 0 0.0% 0 0.0%
Asian 0 0.0% 0 0.0% 0 0.0%
Other 0 0.0% 0 0.0% 0 0.0%
Marital Status 35 19 6.8 3 54
Married 30 85.7% 17 89.5% 47 87.0%
Widowed 2 5.7% 0 0.0% 2 3.7%
Divorced 2 5.7% 1 5.3% 3 5.6%
Never Married 1 2.9% 1 5.3% 2 3.7%
Employment Status 34 19 '14.9 1 53
Employed 2 5.9% 5 26.3% 7 13.2%
Not Employed 32 94.1% 14 73.7% 46 86.8%
Income Level 31 18 25.9 3 49
Less than $5,000 0 0.0% 1 5.6% 1 2.0%
$5,001 to $20,000 21 67.7% 9 50.0% 30 61.2%
$20,001 to $40,000 7 22.6% 8 44.5% 15 30.6%
Over $40,001 3 9.7% 0 0.0% 3 6.1%
Educational Level 34 19 *21.3 4 53
Grade School/Jr. High/Some HS 6 17.6% 4 21.1% 10 18.9%
HS Diploma or Equivalent 14 41.2% 1 0 52.6% 24 45.3%
Some College 10 29.4% 1 5.3% 11 20.8%
BA/BS Degree 3 8.8% 3 15.8% 6 11.3%
Advanced Degree 1 2.9% 1 5.3% 2 3.8%

p . .05

Age Ranges/Means
Caregivers
Physically-Impaired Patients 20-81 5 = 63.9
Dementia Patients 39-74 5 = 57.9

Care Recipients
Physically-Impaired Patients 42-89 z = 69.4
Dementia Patients 56-91 Sc = 76.6
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Significant differences were also detected on three of the four

situational characteristics (Table 2). A greater percentage of dementia

caregivers were caring for parents or other family members compared to

caregivers to the physically impaired. A greater percentage of the caregivers

to the physically-impaired were caring for spouses. Caregivers to physically

impaired family members were more likely to report caring for the patient in

the home of the caregiver. Caregivers to dementia patients were significantly

more likely to provide care to the patient in other facilities such as nursing

homes, foster care homes, or hospitals than were caregivers to physically

impaired patients. The two groups also differed significantly in total length of

caregiving. Approximately 63% of dementia caregivers reported their

caregiving less than 3 years while almost 58% of caregivers to physically-

impaired family members reported caring for more than 3 years. No

significant differences were found between the groups in the estimated

number of hours spent per day in the caregiving situation. Over one-third of

both groups indicated they spent from 11 to 24 hours per day caregiving

(Table 2).



33

Table 2
Frequencies and Percentages of Caregiver Situational Characteristics By Caregiver Type

Item

Physical Dementia
2...v

A dfn. Freq % n. Freq %

Relationship to Care Recipient 35 19 '16.5 2

Child 9 25.7% 8 42.1%
Spouse 23 65.7% 7 36.8%
Other 3 8.6% 4 21.1%
Length of Caregiving 33 19 '10.6 3

Less than 1 year 5 15.2% 4 21.0%
1 to 2 years 3 9.1% 4 21.1%
2 to 3 years 6 18.2% 4 21.1%
More than 3 years 19 57.6% 7 36.8%
Hours Spent/Day Careglving 32 18

.._

2.0 2

0 to 2 hours 8 25.0% 6 33.3%
3 to 10 hours 11 34.4% 6 33.4%

11 to 24 hours 13 40.6%, 6 33.3%
Resident of Care Recipient 35 19 '12 .4 2

Caregiver's Home 25 71.4% 9 47.4%
Care Recipient's Home 7 20.0% 6 31.6%

Other: nursinqhome, fosterhome, hospital 3 8.6% 4 21.0%

*p < .05
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Caregivers to physically-impaired family members reported

experiencing significantly better health at both Time 1 (pre-test) and Time 2

(one month post-test) than caregivers to dementia patients. Nevertheless,

both groups reported a decline in health status over time. Caregivers in the

dementia group reported a higher percentage of very healthy patients than

caregivers in the physically-impaired group at Time 1. However, the

percentage of very healthy dementia patients declined at Time 2 while the

health status of the physically-impaired patients stayed the same (Table 3).



Table 3
Health Characteristics of Care Recipient and Caregiver at Time 1 and Time 2 by Type of Caregiver

Recipient Health

Time 1 Time 2

Physical n=32 Dementia n=18 Xt df Physical n=18 Dementia n=15 xz- df

Freq Percent Freq Percent *8.3 2 Freq Percent Freq Percent *8.8 2

Severely III or Fairly III

Not Too Healthy
Pretty Healthy or Very Healthy

10
11

11

31.3%
34.4%
34.4%

3

7

9

15.0%
36.8%
47.4%

6

6

6

33.4%
33.3%
33.4%

3

8

4

20.0%
53.3%
26.7%

Caregiver Health
Physical n=33 Dementia n=19 X2 df Physical n.17 Dementia n=15 x df

Freq Percent Freq Percent *1 6.6 2 Freq Percent Freq Percent *1 5.8 2

Severely III or Fairly III

Not Too Healthy
Pretty Healthy or Very Healthy

0

3

30

0.0%
9.1%

90.9%

1

5

13

5.3%
26.3%
68.4%

0

5

16.

0.0%
29.4%
70.6%

2

5

8

13.3%
33.3%
53.3%

*p < .05
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Data Analysis by Research Question

Question 1: Compared with caregivers to physically-impaired

family members, do family caregivers to dementia patients differ

in their caregiving attitudes, behaviors, and satisfaction one

month following the workshop?

The dependent variables used in this analysis were: the Caregiving

Role Opinion Scale (Table 4 ); the three Cost/Benefits factors including

Benefits, Interpersonal Costs, and Exhaustion (Table 5); and the individual

item and summary (mean) scores of the Eighteen Outcome Objectives (Tables

6-10). A 2 X 2 repeated measures ANOVA was conducted to determine if

there were significant differences between groups (physical versus dementia

caregivers) from Time 1 (pre-) to Time 2 (post-test).

Caregiving Role Opinion Scale

No differences by group or time were found on scores for the

Caregiving Role Opinion Scale (Table 4). Specifically, before the workshop

(Time 1), caregivers to physically impaired patients had a mean score of 36.1

(14.2) while caregivers to dementia patients had a mean score of 39.4 (13.0).

Scores could range from 10 (low) to 70 (high), so these scores lie slightly above

the midpoint of the Role Opinion Scale. Individual items were analyzed but

are not reported due to the large amount of missing data.

Costs /Benefits Factors

No significant differences were found in the Benefits factor or on

individual benefits items by group or time of measurement (Table 5). Mean
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scores on the Benefits factor were 11 at Time 1 and Time 2 for both caregiving

groups. Possible scores ranged from 3 (low) to 15 (high benefits) indicating

that caregivers generally reported benefits in caregiving.

There were no significant differences in summary scores on the

Interpersonal Costs factor by group. A slight decrease was reported in the

Interpersonal Costs factor score by both groups from Time 1 to Time 2 (F =

2.81, p < .10) (Table 5), from 19.5 to 18.3 for caregivers to physically-impaired

patients and from 21.7 to 20.5 for caregivers to dementia patients. (Scores

could range from 7 to 35). Two individual items that decreased from Time 1

to Time 2 were feeling impatient with the caregiving situation (F = 4.02,

p < .05) and feeling tied down (F = 2.22, p < .10). A significant difference was

found between groups on Item #7 of the Interpersonal Costs factor: feeling

that the caregiver could not satisfy the person to whom care was given

(F = 13.60, p < .05). Caregivers to dementia patients reported feeling less able

to satisfy the person than did caregivers to physically impaired patients.

Two trends were found in the analysis of the Exhaustion factor scores.

Exhaustion factor scores were highest (m = 9.9) for dementia caregivers at

Time 1 (F = 2.36, p < .10). Compared to Time 1, Exhaustion factor scores at

Time 2 were lower for both groups (F = 2.82, p < .10). Overall scores dropped

from 8.7 and 9.9 to 8.6 and 8.5; possible scores ranged from 3 to 15. Thus,

Exhaustion scores were near the midpoint of this scale at both Time 1 and

Time 2. On individual item scores, a slight decrease was reported by both

groups about feeling worn out (F = 3.60, p < .10). A significant decrease was

reported by both groups from Time 1 to Time 2 in losing sleep (F = 4.17,

p < .05). An interaction effect was found on this item as well (F = 3.08,
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p < .10). Dementia caregivers reported a higher occurrence of losing sleep at

Time 1 than did physically-impaired caregivers, but had more similar scores

on this item at Time 2.



Table 4
Means (Standard Deviations) and F-Ratios for Caregiving Role Opinion Scale Summary Score

by Time and Caregiver Type

Item

Time 1 Time 2
F/time F/group F/interactionPhysical Dementia Physical Dementia

Role Opinion Summary 36.1(14.2) 39.4 (13.0) 38.5 (12.4) 39.1 (14.1) 0.62 0.16 0.88

Table 5
Means (Standard Deviations) and F-Ratios for Costs/Benefits Factors by Time and Caregiver Type

Item

Time 1 Time 2
F/time F/group F/interactionPhysical Dementia Physical Dementia

Factor 1 - Benefits (a) 11.1 (2.3) 11.2 (2.0) 11.2 (1.7) 10.7 (1.6) 0.29 0.19 0.50

#1 Learned abt. older people 3.3 (1.2) 3.5 (0.8) 3.4 (0.9) 3.1 (0.7) 0.39 0.11 1.73

#2 Learned abt. own aging 3.6 (0.9) 3.5 (0.9) 3.5 (1.0) 3.4 (0.9) 0.12 0.22 0.00

#3 Felt one helped person 4.3 (0.8) 4.3 (0.9) 4.2 (0.6) 4.2 (0.7) 0.71 0.01 0.13

Factor 2 -Interpersonal Costs (b) 19.5 (8.6) 21.7 (5.1) 18.3 (7.8) 20.5 (5.4) * *2 . 8 1 0.90 0.00

#1 Felt Impatient 3.4 (1.5) 3.6 (0.8) 2.9 (1.4) 3.3 (1.0) *4.02 0.61 0.20

#2 Felt Irritated 3.1 (1.4) 2.8 (1.1) 2.8 (1.4) 2.9 (0.7) 0.50 0.05 1.42

#3 Felt Angry 2.5 (1.5) 2.5 (1.2) 2.4 (1.3) 2.5 (0.9) 0.03 0.05 0.03

#4 Felt Resentful 2.3 (1.4) 2.6 (1.0) 2.3 (1.3) 2.3 (1.1) 0.95 0.09 0.95

#5 Felt Frustrated 2.9 (1.5) 3.5 (1.0) 2.9 (1.1) 3.2 (1.1) 0.44 1.10 0.44

#6 Felt Tied Down 3.1 (1.3) 3.1 (1.1) 2.9 (1.3) 2.9 (1.0)**2.22 0.00 0.42

#7 Felt You Couldn't Satisfy 2.4 (1.1) 3.6 (1.1) 2.1 (1.21. 3.5 (0.8) 1.73 *13.60 0.24

Factor 3- Exhaustion (c) 8.7 (3.3) 9.9 (3.1) 8.6 (3.3) 8.5 (2.8) ' * 2 . 8 2 0.31 * *2 . 3 6

#1 Felt Tired 3.2 (1.1) 3.4 (1.1) 3.3 (1.1) 3.1 (0.8) 0.20 0.00 1.52

#2 Felt Worn Out 3.0 (1.3) 3.1 (1.3) 2.8 (1.2) 2.7 (1.0)**3.6 0 0.01 0.54

#3 Lost Sleep 2.8 (1.4) 3.5 (1.2) 2.7 (1.2) 2.7 (1.4) *4.1 7 0.72 * *3 . 0 8

*p < .05 (a) = factor score range from 3 (low) to 15 (high)

**p < .10 (b) = factor score range from 7 (low) to 35 (high)
(c) = factor score range from 3 (low) to 15 (high)
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Eighteen Outcome Objectives Reported by Objective Category

No significant differences by group or time were found individually or

in summary scores in the category of items that assessed

Communication/Interaction with Others (Table 6).

Examining the items that assessed Feelings and Thoughts (Table 7), a

trend was found between groups in response to Item 1: thought about

reasons for caregiving (F = 3.21, p < .10). Dementia caregivers reported

thinking about reasons for caregiving more often than did caregivers to

physically-impaired patients. An interaction effect was found on Item 5: felt

caregiving gave your life meaning (F = 8.87, p < .05). Caregivers to the

physically-impaired reported more often feeling that caregiving gave their

lives meaning at Time 1 than dementia caregivers, but the reverse was true at

Time 2.



Table 6
Means (Standard Deviations) and F-Ratios for Category Items Assessing Communication/Interaction

with Others by Time and Caregiver Type

Item (a)

Time 1 Time 2
F/time F/group F/interactionPhysical Physical Dementia

Communication/Interaction
with Others Summary 12.2 (1.7)

,Dementia

11.7 (2.3) 11.6 (1.9) 11.7 (1.8) 0.57 0.10 0.57

#1 Discussed with Family 3.5 (1.4) 3.9 (1.2) 3.3 (1.1) 3.7 (1.2) 0.89 1.20 0.10

#2 Showed Appreciation 4.3 (0.8) 3.9 (1.1) 3.9 (1.1) 3.9 (0.8) 0.94 0.49 0.94

#3 Made Promises that Later
had to be broken 1.7 (0.8)_ 2.0 (0.9) 1.6 (0.6) 1.9 (1.0) 0.37, 1.48 0.06

Table 7
Means (Standard Deviations) and F-Ratios for Category Items Assessing Feelings and Thoughts
by Time and Caregiver Type

Item (a)
Time 1 Time 2

F/time F/group F/interactionPhysical Dementia Physical Dementia

Feelings and Thoughts Summary 20.6 (3.0) 20.0 (3.7) 19.5 (3.8) 20.4 (3.1) 0.39 0.01 1.91

#1 Thought about reasons /cg. 3.6 (1.2) 4.1 (0.5) 3.5 (1.1) 3.8 (0.9) 0.56 *43.21 0.08
#2 Set realistic expectations 3.5 (1.0) 3.6 (1.0) 3.4 (0.8) 3.4 (0.9) 0.34 0.06 0.10
#3 Felt confident about cg 3.3 (1.0) 3.1 (0.8) 3.4 (1.0) 3.3 (1.0) 0.25 0.19 0.04
#4 Felt one managed stress 3.3 (1.0) 3.3 (0.7) 3.1 (1.1) 3.4 (0.5) 0.00 0.28 0.77
#5 Felt cg gave life meaning 3.5 (1.0) 3.1 (1.3) 3.0 (1.3) 3.3 (1.2) 1.63 0.04 ' 8 . 87

#6 Felt one did more than was
fair

2.9 (1.3) 3.1 (0.9) 2.9 (1.3) 2.7 (1.2) 1.47 0.01 1.47

* p < .05
**p < .10

(a) = item range from 1 (never) to 5 (very often)
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The items that assessed Help-Seeking Behavior were examined (Table

8). Overall, dementia caregivers reported help-seeking behaviors (F = 7.65,

p < .05) significantly more often than caregivers to physically-impaired family

members. Individual items revealed that both groups reported attending

support group meetings more often at Time 2 than Time 1 (F = 9.58, p < .05).

There was a trend for dementia caregivers to attend support groups more

often than caregivers to physically-impaired patients (F = 2.42, p < .10).

Dementia caregivers also sought professional counseling significantly more

often than caregivers to the physically impaired

(F = 5.45, p < .05).

No differences were found on individual items or summary scores for

the category of items assessing Support Feelings (Table 9). Generally,

participants reported sometimes feeling supported by family (m = 3.4 to 4.0)

and care recipients (m = 2.9 to 3.7) and somewhat less supported by the

community (m = 2.6 to 3.1).

Analysis of the items assessing Personal Behaviors revealed no

differences for summary scores by caregiver group or time of measurement.

A trend (F = 2.23, p < .10) in interaction effects for item 1 (taking time out for

one's self) was detected. From Time 1 to Time 2, dementia caregivers

reported a slight increase in this behavior while caregivers to physically-

impaired patients reported a slight decrease in taking time out for themselves

(Table 10).



Table 8
Means (Standard Deviations) and F-Ratios for Category Items Assessing

Help-Seeking Behavior by Time and Caregiver Type

Item (a)

Time 1 Time 2
F/time F/group, F/interaction

Physical Dementia Physical Dementia

Help-Seeking Behavior
Summary 7.9 (2.5) 10.0 (2.9) 7.7 (2.3) 10.6 (3.2) 0.29 *7.65 0.96

#1 Attended Support Groups 2.2 (1.3) 2.8 (1.5) 2.4 (1.4) 3.3 (1.3) *9.58 **2.42 0.92

#2 Asked For Help 2.4 (1.2) 2.9 (1.2) 2.1 (1.0) 2.9 (1.2) 0.62 **3.54 1.29

#3 Sought Help From Agencies 1.9 (1.3) 2.5 (1.2) 2.0 (1.5) 2.5 (1.1) 0.00 1.67 0.12

#4 Sought Counseling 1.2 (0.5)_ 1.7 (0.9) 1.1 (0.3) 1.8 (1.3) 0.00 *5.45 0.59

Table 9
Means (Standard Deviations) and F-Ratios for Category Items Assessing

Support Feelings by Time and Caregiver Type

Time 1 Time 2

Item (a) Physical Dementia Physical Dementia F/time F/group F/interaction

Support Feelings Summary 10.1 (3.1) 9.7 (2.9) 10.4 (2.4) 9.9 (2.8) 0.27 0.18 0.01

#1 Felt supported by family 3.4 (1.3) 4.0 (1.3) 3.7 (1.2) 3.6 (1.3) 0.00 0.38 2.06

#2 Felt supported/community 2.6 (1.4) 2.9 (1.0) 2.9 (1.2) 3.1 (0.9) 1.43 0.35 0.23

#3 Felt supported/recipient 3.7 (1.2)_ 2.9 (1.2) 3.4 (1.1)_ 3.2 (1.3) 0.00_ 1.76 1.95

Table 10
Means (Standard Deviations) and F-Ratios for Category Items Assessing

Personal Behaviors by Time and Caregiver Type

Item (a)

Time 1 Time 2
F/time

_

F/group F/interactionPhysical Dementia Physical Dementia

Personal Behaviors Summary
#1 Took Time-Out
#2 Changed Personal Plans

5.7 (1.5)
3.1 (0.9)
3.3 (1.1)

5.8 (1.5)
3.1 (0.7)
3.3 (1.0)

5.5 (1.7)
2.9 (0.7)
3.5 (1.3)

6.3 (1.5)
3.5 (0.8)
3.2 (1.0)_

0.24
0.60
0.01

0.75
1.62
0.19

1.92
* * 2 . 23

0.60

*p < .05 (a) = item range from 1 (never) to 5 (very often)

**p < .10
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Question 2: Did the number (percentage) of program

participants who practiced stress-reducing behaviors change

from Time 1 (pre-workshop) to Time 2 (one month follow-up)?

The twelve variables used for this analysis included individual items

from the Cost/Benefits Factors and the Eighteen Specific Outcome objectives.

Chi-square analysis was conducted to determine if there were significant

associations between time (Time 1 or Time 2) and the number of family

caregivers reporting a stress-reducing behavior (Table 11).

From Time 1 to Time 2, a significant increase was detected in the

percentage of caregivers attending support groups "often" or "very often"

(X2 = 6.93, p < .05), from 22.3% of caregivers attending at Time 1 to 39.4%

attending at Time 2. Fewer caregivers reported thinking about their reasons

for caregiving over time. Sixty-four percent of caregivers reported thinking

about their reasons "often" or "very often" at Time 1 and only 45.5% reported

the same response at Time 2 (X2 = 6.99, p < .05). Approximately six percent of

caregivers reported seeking professional counseling "often" or "very often"

at Time 2 compared to 0% at Time 1 (X2 = 5.98, p < .05; Table 11).



Table 11

Percentages and Frequencies of Program Participants Practicing Stress-Reducing Behaviors at Timel and Time 2

Item

Time 1 Time 2
Xi'

(df=1)n=

1-3 (a) 4-5 b)

n=

1-3 (a) 4-5 (b)
Freq % Freq % Freq % Freq %

Discussed with family 54 27 50% 27 50% 34 17 50% 17 50% 0.00
Asked for help 54 44 82% 10 19% 34 27 79% 7 21% 0.12
Took time-out 54 40 74% 14 26% 34 25 74% 9 27% 0.00
Support group meetings 54 42 78% 12 22% 33 20 61% 13 39% '6.93
Thought about reasons 53 19 36% 34 64% 33 18 55% 15 46%'6.99
Set realistic expectations 52 38 54% 24 46% 33 18 55% 15 46% 0.00
Showed appreciation 51 11 22% 40 78% 31 8 26% 23 74% 0.50
Made & broke promises 53 50 94% 3 6% 34 33 91% 1 3% 0.96
Lost sleep 52 35 67% 17 33% 34 24 71% 10 29% 0.25
Sought agency help 51 45 88% 6 12% 34 29 85% 5 15% 0.40
Changed plans 52 28 54% 24 46% 34 19 56% 15 44% 0.88
Sought counseling 52 52100% 0 '0% 34 32 94% 2 6°/0"5.98

(a) 1-3 = Not At All to Sometimes
(b) 4-5 = Often to Very Often

"p<.05
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Question 3: Did the number of program participants who have

attitudes associated with lower levels of caregiving stress

increase following the program?

Fifteen dependent variables were used to assess attitudes associated

with lower levels of caregiver stress. In Table 12, those items are listed along

with frequencies and percentages of participants expressing these attitudes.

Chi-square analysis was used to compare the pre-/post- (Time 1/Time 2)

frequencies. Four significant findings were revealed in the analysis.

A significant decrease was detected over time in the percentage of

participants who reported "often" or "very often" feeling impatient with the

caregiving situation (X2 = 5.24, p < .05; Table 12). The percentage of

participants reporting "often" or "very often" feeling angry because of

caregiving also decreased significantly over time (X2 = 3.86, p < .05). The

percentage of caregivers indicating "often" or "very often" feeling supported

by the community and feeling that they helped the person to whom they

provided care increased from Time 1 to Time 2 (X2 = 3.64, p < .10 and X2 =

3.64, p < .10, respectively).



Table 12
Percentages and Frequencies of Program Participants Expressing Attitudes

Associated with Lower Levels of Caregiver Stress at Time1 and Time 2

Item

Time 1 Time 2
X2

(df=1)
n=

1-3 (a) 4-5 (b)
n=

1-3 a) 4-5 b)

Freq% Freq % Freq % Freq %

Felt impatient 54 23 43% 31 57% 34 20 59% 14 41% *5.24

Felt irritated 54 35 65% 19 35% 34 25 74% 9 26% 1.82

Felt angry 54 40 74% 14 26% 34 29 85% 5 15% *3.86

Felt resentful 54 44 82% 10 19% 34 29 85% 5 15% 0.52

Felt frustrated 54 36 67% 18 33% 34 21 62% 13 38% 0.52

Felt confident 52 33 64% 19 37% 33 19 58% 14 42% 0.73

Felt tied down 54 36 67% 18 33% 34 23 68% 11 32% 0.02

Couldn't satisfy 51 35 69% 16 31% 34 26 77% 8 24% 1.56

Managed stress 50 32 64% 18 36% 34 23 68% 11 32% 0.28

Supported by recipient 50 29 58% 21 42% 34 23 68% 11 32% 1.98

Supported by community 48 39 81% 9 19% 33 23 70% 10 30%**3.64

Supported by family 50 23 46% 27 54% 32 16 50% 16 50% 0.32

Caregiving gave life meaning 51 34 67% 17 33% 33 22 .67% 11 33% 0.00

Helped recipient 54 12 22% 42 78% 33 4 12% 29 88%**3.64

Do more than fair 54 39 72% 15 28% 33 22 67% 11 33% 0.71

(a) 1-3 = Not At All to Sometimes

(b) 4-5 = Often to Very Often

*p<.05
**p<.10
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Question 4: One month and two months following the

workshop, did program participants report a higher level of

caregiver satisfaction?

Chi-square analysis was used to compare caregiver satisfaction

frequencies and percentages at Time 1, Time 2, and Time 3. The analysis

revealed a significant association between satisfaction with the caregiving

situation and time of assessment. Over time, larger percentages of caregivers

reported feeling satisfied (X2 = 11.19, p < .05; Table 13). Specifically, the

percentage of caregivers reporting feeling satisfied rose from 32.1% (Time 1) to

39.4% (Time 2) to 50.0% (Time 3) (Table 13).



Table 13
Frequencies and Percentages of Participants Reporting Degree of Overall Satisifaction

With The Caregiving Role At Time 1, Time 2, and Time 3 by Caregiver Type and Total

Time 1 = 53.55f clf=4 Time 2 = 5.61 df=4 Time 3 X' --r: 2.08 df=4

Phys n=34
_X2

Dem n=19 Total n=53 Phys n=18
_X2

Dem n=15 Total n=33 Phys n=19 Dem n=15 Total n=34,

Degree of Satisfaction Freq % Frei% Freq % Freq % Freq % Freq % Freq % Freq % Freq %

Satisfied (1-3) 6 18% 11 58% 17 32% 6 33% 7 47% 13 39% 9 47% 8 53% 17 50%

Neutral (4) 19 56% 2 11% 21 40% 6 33% 3 20% 9 27% 6 32% 5 33% 11 32%

Dissatisfied (5-7) 9 26% 6 32% 15 28% 6 33% 5 33% 11 33% 4_ 21 % 2 13% 6 18%

*p.s.05
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Question 5: Did program participants report that they used the

materials and suggestions of the program to make changes in

their attitudes and behaviors about reducing caregiver stress?

Chi-square analysis was used to compare frequencies and percentages of

caregivers reporting the degree to which they actually made changes in their

behavior to reduce caregiver stress at Time 2 (one month follow-up) and

Time 3 (two months following the program) (Table 14). Frequencies and

percentages were also calculated to assess the degree to which caregivers

attributed to the program any changes in their behavior.

A decrease was detected in the percentage of participants reporting

"very much" change in their behavior to reduce caregiving stress from Time

2 (18.7%) to Time 3 (11.4%). However, the percentage of participants who

reported "some" degree of change to reduce caregiver stress increased from

Time 2 (50.0%) to Time 3 (65.7%) (X2 = 5.22, p < .10; Table 14). The percentage

of program participants attributing their behavioral changes to the program to

"a great extent" increased significantly from time 2 to time 3 (X2 = 9.13,

p < .05), from 16.6% to 33.4%.



Table 14

Frequencies and Percentages of Participants Reporting Degree of Change Made
To Reduce Caregiver Stress As A Result of the Program At Time 2 and Time 3

Category

Time 2 X2= 0.68 df=4 Time 3 Xa = 38.98* df=4
Phys n=18 Dem n=14 Total n=32 Phys n=21 Dem n=14 Total n=35
Freq % Freq % Freq % Freq % Freq % Freq %

Degree of Change
Not At All or Not Much
Somewhat
Very Much or Great Deal

6

9

3

33%
50%
17%

4

7

3

29%
50%
21%

10
16

6

31%
50%
19%

6

15
0

29%
71%
0%

2

8

4

14%
57%
29%

8

23
4

23%
66%
11%

Category

Time 2 X2 = 4.58 df =4 Time 3 X2 = 8.22** df=4
Phys n=18 Dem n=14 Total n=32 Phys n=21 Dem n=14 Total n=35
Freq % Freq % Freq % Freq % Freq % Freq °A)

Attribute Change to Program
Not At All or Not Much
Somewhat
Very Much or Great Deal

5

10
2

29%
59%
12%

3

7

3

23%
54%
23%

8

17
5

27%
57%
16%

4

9

7_35%

20%
45%

1

8

4

8%
62%
30%

5

17
9

15%
52%
33%

*p<.05
**p< .10
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Question 6: What percentage of program participants were

satisfied with the program format? What suggestions for

improvement in the program did they make?

Seventy-seven percent of program participants found the program to

be "helpful" or "very helpful" (Table 15). Caregivers to dementia patients and

caregivers to physically-impaired patients did not differ in assessments of the

program's helpfulness.

No significant differences were detected between groups reporting in

those categories. Sixty-seven percent of participants indicated that they would

"likely" or "very likely" make actual changes in their behavior to help reduce

the stress of caregiving. Ninety-one percent of family caregivers participating

in the program rated the quality of The Dollmaker slide/tape show either

"good" or "excellent." Ninety-two percent rated the discussion about

caregiver stress as "good" or "excellent." Compared to caregivers to dementia

patients, caregivers to physically-impaired patients were slightly less positive

in all of their assessments (e.g., likelihood of change, quality of slide-tape, and

quality of discussion).

All participants indicated that they would recommend the program to

others involved in a similar caregiving situation. Some reasons participants

indicated for this recommendation to others included: "the program was

very helpful"; "it makes you stop and think"; "it helps to know you're not

alone"; and, "it gives one a better overall outlook in different instances all

different cases and care." In addition, caregivers to physically-impaired family

members tended to agree that sharing circumstances was helpful while

caregivers to dementia patients commented that the program provided them

with specific ideas to help reduce stress.
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Twelve participants (23%; 7 caregivers to physically-impaired patients

and 5 dementia caregivers) indicated recommendations to improve the

program. These recommendations included: "give more practical

information (like on financial matters)"; "more specific information related

to problems unique to coping with nursing home care"; and, "more

discussion of daily problems, not just Alzheimer's." Caregivers to dementia

patients asked that the meeting time be increased in length while caregivers

to physically-impaired patients asked that the meeting time be shortened.



Table 15
Evaluation of Pr ram by Those Who Care for Physically Impaired Patients and Those Who Care for Dementia Patients

Category
Physical Dementia df=4 Total Combined

n= Freq Percent n= Freq, Percent Chi -Sq. n= Freq Percent

Overall Helpfulness of Program 33 19 0.64 52

Not Helpful 0 0.0% 0 0.0% 0 0.0%

A Little Helpful 0 0.0% 0 0.0% 0 0.0%
Moderately Helpful 7 21.2% 5 26.3% 12 23.0%
Helpful 20 60.6% 9 47.4% 29 56.0%

Very Helpful 6 18.2% 5 26.3% , 11 21.0%
Likeliness of Actually Making Changes 34 19 "3.31 53

Not Likely 2 5.9% 2 10.5% 4 8.0%
A Little Likely 2 5.9% 1 5.3% 3 6.0%
Somewhat Likely 9 26.5% 2 10.5% 11 21.0%
Likely 17 50.0% 10 52.6% 27 51.0%
Very Likely 4 11.8% 4 21.1% 8 15.0%
Quality of Dolhookor Slide Show 34 19 '3 . 1 5 53

Poor 0 0.0% 0 0.0% 0 0.0%
Fair 0 0.0% 0 0.0% 0 0.0%
Moderate 4 11.8% 1 5.3% 5 9.0%
Good 20 58.8% 10 52.6% 30 57.0%
Excellent 1 0 29.4% 8 42.1% 18 34.0%
Quality of Discussion 35 19 '11.64 54

Poor 0 0.0% 0 0.0% 0 0.0%
Fair 0 0.0% 0 0.0% 0 0.0%
Moderate 4 11.4% 0 0.0% 4 7.0%
Good 21 60.0% 11 57.9% 32 59.0%
Excellent 10 28.6% 8 42.1% 18 33.0%
Recommend Program to Others 33 19 0.00 52

Yes 33 100.0% 19 100.0% 52 100.0%

No 0 0.0% 0 0.0% 0 0.0%
Recommend Changes to Program 33 18 1.18 51

Yes 7 21.2% 5 27.8% 12 23.5%
No 26 78.8% 13 72.2% 39 76.5%
*p < .05
**p < .10
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Summary

Overall, most caregivers found the program to be helpful and believed

it would lead to personal changes. One month follow-up assessments

indicated a trend of decreasing Exhaustion factor scores, increasing Help-

Seeking behaviors, and decreasing feelings of impatience and anger.

Caregivers also reported a higher level of satisfaction with their role over

time. Participants reported some degree of change in their behavior to reduce

caregiving stress and over 75% attributed that change to the program.
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CHAPTER V

DISCUSSION OF RESULTS

Summary and Conclusions

This program evaluation provide information about: a) the program's

effectiveness; b) implications for future programs; and c) implications for

future Extension Service program evaluation. Recognizing that different

types of caregivers experience caregiving stress differently and also respond to

treatment differently (Haley et al., 1987), it is difficult to expect one two-hour

workshop to meet the needs of all situations. Nevertheless, some positive

outcomes prevailed from this evaluation. The general findings of increased

feelings of caregiver satisfaction following the program, caregivers increased

utilization of help-seeking behaviors, and decreased reports of stressful

feelings and behaviors, indicate that overall, outcomes were positive for most

caregivers.

The small number of participants should lead to caution in

generalizing these results. In practical terms, the number of participants in

this program is typical of Extension programs. In order to conduct a practical

evaluation for the Extension Service, the number of participants needs to be

taken into consideration and measures and data analyses appropriate for the

small sample size must be utilized.

The fact that changes in program participants' behaviors and attitudes

could not be weighed against those of a control group is another short-coming

of this evaluation. Because of this, it is difficult to assess how much change

was actually due to the program and how much could be attributed to outside

factors such as historical events, seasonal events, and, time of year the
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program was given. However, because participants specifically attributed

behavioral and attitude changes to the program, we believe that the program

did have an influence on the changes made.

The qualitative data indicate that caregivers made specific changes as a

result of this Extension program. Overall, the cognitive, behavioral, and

affective coping strategies suggested in the program appeared to be well

received by participants and to be effective in reducing stress. Caregivers to

physically-impaired patients and caregivers to dementia patients reported

making behavioral changes and perceptual changes which reduced negative

feelings toward caregiving. For example, several caregivers to dementia

patients indicated that they "attended support groups," "talked to others more

about care," "made more decisions just for (the caregiver's) benefit," "paid

more attention to self and feelings," and "sought more help." Two caregivers

to dementia patients indicated that they had placed the care recipient in

nursing home care and that the program "helped with guilt" by "giving

permission" to let go of the physical care of the patient.

Caregivers to physically-impaired patients indicated that they "talked

more with family," "filled out more forms arranging for services for the care

recipients," "hired more help to come in," and "took more time for self." The

most common behavioral change reported by caregivers to physically-

impaired family members was taking time out for themselves "to take a

walk" or "to just get away everyday."

Feelings and thoughts expressed by caregivers indicated an

improvement in overall caregiving outlook. One dementia caregiver said, "I

placed my elderly father at Valley West where he now has the professional

level of care he needs." This particular caregiver's satisfaction score

improved by two points at the two-month follow-up. Another caregiver to a
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dementia patient said, "I just accepted the situation, now I can go on." A

caregiver to a physically-impaired family member said, "I stopped feeling

guilty because I didn't do more."

These quotes support the idea that this time-limited caregiver

educational program is effective for many caregivers. While caregivers

reported making most changes in the first month following the program, two

months after the program, the impact of these changes were still felt. It may

be that more major changes or greater attempts at change were made in the

first month following the program (such as joining a support group or hiring

outside help), but the effects were not as clearly noted by the caregiver until

two months following the intervention.

Recommendations For Future Programs on Caregiving

While caregivers to physically impaired and caregivers to dementia

patients both benefited from the program, program effectiveness for each

caregiver type may be improved if the two types of caregivers are segregated.

This would enable the instructor to focus on specific needs for each group.

For example, caregivers to the physically-impaired patients generally asked

that the meetings be shortened while dementia caregivers asked for the

meeting time to be extended. Most dementia caregivers also wanted more

discussion and sharing of individual experiences (affective support) while the

majority of caregivers to physically-impaired family members wanted more

concrete ideas of how to deal with daily problems of caregiving (behavioral

model). Thus, when offering caregiver stress programs, it may be more

effective, in terms of accountability, to focus the program toward either

caregivers to physically impaired patients or caregivers to dementia patients.
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Challenges of Program Assessment

As stated in the literature review, a good program evaluation is

difficult to conduct. Haley et al. (1987) stated that various caregiving

characteristics such as age, gender, and socio-economic status may have an

effect on perceived stress, coping and response to treatment. Since this

program included a diverse group of caregiver participants, it is difficult to

assess the effectiveness for a specific type of caregiver. Only the impact of

patient type (dementia or physically impaired) was directly assessed. The

small number of participants precluded more extensive investigation of the

impact of various caregiver characteristics upon the outcome variables.

Zarit and Tose land (1989) state that another difficulty of assessment is

the underreporting of stress levels by caregivers during baseline data

collection. This phenomenon may be reflected in the reported decline in

health status of dementia patients from Time 1 to Time 2 and in the overall

decline in caregiver's health over time. Other responses related to stress and

health (e.g., Exhaustion factors) improved over time.

Tose land and Rossiter (1989) made a valid point in stating the need for

qualitative and other non-standardized measures in assessing caregiver

outcomes because standardized measures may assess "global" feelings or

behaviors which are less amenable to change. In fact, the most global

measure in this study, the Caregiving Role Opinion scale, showed no

measurable change. Measures of more specific attitudes and behaviors were

more likely to respond to the intervention.

In addition, these more specific measures may be more easily

understood by the participants. For example, in this study, participants

experienced difficulty in understanding the semantic differential scale.

Measures that were more similar in response choices (e.g., five-point,
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multiple-choice) and which described specific feelings (e.g., I felt tied down)

were more easily answered by participants. Measures of simple, consistent

response choices may make evaluation of Extension programs more feasible

because such measures require less time to complete. In this study,

participants spent no more than fifteen minutes in answering the pre-test

questionnaire.

Conducting An Extension Evaluation

Further challenges specific to conducting an Extension program

evaluation include balancing time, effort, and monetary factors against the

research issues of data collection, entry, and analysis. Some compromises

have to be made to reach such a balance between statistical research methods

and practical program implementation. From a practical implementation

standpoint, the usual time and effort involved with planning and promoting

the program dates and places may be further complicated by the time and

effort involved in planning the evaluation design. From a research

standpoint, the practical implimentation may complicate the rigid

methodology of true experimental design.

Further, to conduct an evaluation of this nature, monetary limitations

in terms of clerical support and statistical consultation are issues. The cost of

printing and mailing may be more easily absorbed in a program budget than

the cost of data entry and analysis. The initial data entry and analysis may

become very expensive depending upon the number of variables assessed and

the number of program participants. This particular evaluation utilized

somewhat simple analysis techniques. More extensive analysis would

require more statistical consultation, time, and money.
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Recommendations For Extension Service Program Evaluation

Program evaluation is beneficial and not all evaluations have to be

formal, intensive outcome evaluations that utilize true experimental design

(Small, 1990). Before conducting an Extension program evaluation, the

intended audience for the evaluation must be identified. The appropriate

type of evaluation then can be selected.

Jacobs (1988) has proposed a "five-tiered approach" for conducting the

appropriate type of program evaluation. This approach includes: a)

preimplementation tier; b) accountability tier; c) program clarification tier; d)

progress toward objectives; and e) program impact tier. The first three

evaluation "tiers" are appropriate in the development, implementation, and

refinement stages of programs. The latter two "tiers" of evaluation are much

more costly and should be reserved for more refined programs. These

include collecting information specific to program effects and impact. The

"progress toward objectives" tier is a short-term evaluation, such as the one

conducted in this study, and the "program impact" tier is a long-term

approach.

The particular evaluation design used in this study is feasible for nearly

any program. However, it is not practical for Extension Agents and Specialists

to conduct such an extensive evaluation every time a program is

implemented. This type of evaluation is practically and monetarily

appropriate when the program is well developed. The information gained

can then be used to target program audiences.

The most important considerations in conducting an extensive

evaluation of this nature are to select the appropriate measures (standard and

non-standard) and to conduct the evaluation in a thorough and efficient

manner. Future evaluation design should continue to attempt to produce
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control groups, but the inability to obtain a control group should not inhibit

program evaluation.
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(TO BE INCLUDED IN EXPERIMENTAL GROUP, ONLY)

You are one of hundreds of family caregivers who provide essential
support for their family members. Today's program is intended to offer
information to support you and other caregivers.

This questionnaire will enable us to determine how effective the
workshop is.

You can help us by filling out the following questionnaire packet.
There are two parts to this packet. PART A (pink sheets) are to be filled out
BEFORE the workshop. Then, you should STOP, participate in the workshop
and fill out PART B (yellow sheets) immediately following the workshop.
Your answers are confidential, we use code numbers only to keep track of
your questionnaire.

This information is very important. It will help us plan and
implement future programs. Thank you!

*************************************************************

(TO BE INCLUDED IN CONTROL GROUP, ONLY)

Thank you for signing up for next month's workshop "Caring for the
Caregiver."

You are one of hundreds of family caregivers who provide essential
support for their family members. The program next month is intended to
offer information to support you and other caregivers.

The enclosed questionnaire will enable us to plan for the workshop by
providing us with valuable information about your circumstances.

You can help us by filling out the questionnaire today and mail it in
the enclosed self-addressed, stamped envelope. It should take about 15
minutes to complete and your answers are confidential. We use code
numbers only to keep track of your questionnaire.

Please mail by

This information is very important. It will help us plan and
implement future programs. Thank you for your time!

***************************************** *******************
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PART A

In the past month, how often, if ever, have you done each of the following? (Please circle one
appropriate response).

SOME-
NEVER RARELY TIMES 01- MN

VERY
OFTEN

1) Discussed caregiving with other 1 2 3 4 5

family members.

2) Asked for help with caregiving. 1 2 3 4 5

3) Took time-out for yourself. 1 2 3 4 5

4) Attended support group or other 1 2 3 4 5

meetings for caregivers.

5) Thought about your reasons 1 2 3 4 5

for caregiving.

6) Set realistic expectations for care. 1 2 3 4 5

7) Felt impatient with your situation. 1 2 3 4 5

8) Showed appreciation for the help 1 2 3 4 5

others gave.

9) Felt irritated because of caregiving. 1 2 3 4 5

10) Felt angry because of caregiving. 1 2 3 4 5

11) Made promises about caregiving 1 2 3 4 5

that you later had to break.

12) Felt resentful because of caregiving. 1 2 3 4 5

13) Felt frustrated because of caregiving. 1 2 3 4 5

14) Felt confident about the caregiving 1 2 3 4 5

situation.

15) Felt tied down because of caregiving. 1 2 3 4
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In the past month, how often, if ever, have you done each of the following? (Please circle one
appropriate response).

SOME-
NEVER RARELY TIMES

VERY
OFTENOH EN

16) Felt that you could not satisfy 1 2 3 4 5

the person to whom you are
giving care.

17) Felt you managed the stresses 1 2 3 4 5

of caregiving.

18) Felt tired because of caregiving. 1 2 3 4 5

19) Felt worn out because of caregiving. 1 2 3 4 5

20) Lost sleep because of caregiving. 1 2 3 4 5

21) Felt supported by other family 1 2 3 4 5

members.

22) Felt supported by the community. 1 2 3 4 5

23) Felt supported by the person to 1 2 3 4 5

whom you give care.

24) Sought help from social service 1 2 3 4 5

agencies regarding caregiving.

25) Changed your personal plans 1 2 3 4 5

because of caregiving.

26) Sought professional counseling 1 2 3 4 5

because of caregiving.

27) Learned more about older people 1 2 3 4 5

because of caregiving.

28) Learned more about your own 1 2 3 4 5

aging because of caregiving.

29) Felt caregiving gave your life 1 2 3 4 5

meaning.

30) Felt that you helpedthe person to 1 2 3 4 5

whom you are giving care.

31) How often, if ever, do you feel you are doing more than is fair to expect, given all your other
responsibilities? (Circle One)

VERY

NEVER RARELY SOMETIMES OFTEN OFTEN
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32) Here are some words and phrases which we would like you to use to describe how you

feel about assisting the person to whom you provide care. For example, if you think
caregiving is very "enjoyable," put an 'X' in the box closest to the word "ENJOYABLE."
If you think it is very "miserable," put an 'X' in the box next to "MISERABLE." If you
think it is somewhere in between, put an 'X' in the appropriate box in between. Put an
'X' in one box on every line.

ENJOYABLE 0000000 MISERABLE

DISCOURAGING HOPEFUL

FULL 0 EMPTY

FRIENDLY 0000000 LONELY

BORING 0000000 INTERESTING

USELESS 0000000 WORTHWHILE

DISAPPOINTING 0000000 REWARDING

BRINGS OUT THE 0000000 DOESN'T GIVE ME
BEST IN ME MUCH CHANCE

HARD 0000000 EASY

FREE 0000000 TIED DOWN

33) All things considered, how satisfied or dissatisfied are you with your role as a
caregiver these days? Place an 'X' in the box that best describes how satisfied you are:

COMPLETELY NEUTRAL COMPLETELY

SATISFIED DISSATISFIED
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34 A) Are you currently a caregiver to a family member?
YES, GO TO # 34 C

_NO, COMPLETE #34 B AND THEN GO TO NEXT PAGE
B) What is your interest in family caregiving?

_IN THE PAST, PROVIDED CARE TO A FAMILY MEMBER.
_ANTICIPATE THAT I WILL PROVIDE CARE TO A FAMILY MEMBER

IN THE FUTURE
PROVIDE CARE TO NON-FAMILY MEMBERS AS LIVE-IN OR PAID

ASSISTANT
_FRIEND OR NEIGHBOR TO CAREGIVER OR CARE RECIPIENT
__OTHER
(GO TO NEXT PAGE)

C) Please complete the following to describe each disabled or elderly person for whom you
currently provide care. Do you currently care for:
_Your mother; her age Your mother-in-law; her age
_Your father; his age __Your father-in-law; his age
_Your spouse; his/her age Your sister or brother; age
_Your ill or disabled child; age _Other (please specify)

; age__

35) Do the person(s) you care for need help because of: (Circle All That Apply)

Physical health problems. Mental health problems (including
Alzheimer's Disease or other dementias)

36) Think of the person to whom you give the most care. How would you describe that person's
health right now? (Circle One)

SEVERELY FAIRLY NOT TOO PRETTY VERY
ILL ILL HEALTHY HEALTHY HEALTHY

37) Do you currently care for this/these person(s) in:
(Check all that apply)
_YOUR HOME _NURSING HOME
_THEIR HOME _FOSTER CARE HOME

HOSPITAL OTHER (please describe)

38) How long have you been providing care to this/these persons?
(Check One)

LESS THAN 6 MONTHS
_6 MONTHS TO 1 YEAR

1 TO 2 YEARS
_2 TO 3 YEARS

MORE THAN 3 YEARS

39) Altogether, how many hours per day, on the average, would you estimate you spend
caregiving or planning and arranging for care? (Check One)
_LESS THAN 1 HOUR _6 TO 10 HOURS

1 TO 2 HOURS 11 TO 15 HOURS
3 TO 5 HOURS _16 TO 20 HOURS

21 TO 24 HOURS
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40) How would you describe your health right now? (Circle One)

SEVERELY FAIRLY NOT TOO PRETTY VERY
ILL ILL HEALTHY HEALTHY HEALTHY

41) What is your date of birth (month/day/year)?

42) Are you: MALE _FEMALE

43) What is your ethnic background?
__WHITE; NON-HISPANIC
_WHITE; HISPANIC

BLACK
AMERICAN INDIAN
ASIAN
OTHER (please specify)

44) Are you : MARRIED WIDOWED DIVORCED
NEVER MARRIED

45) Are you employed outside the home? YES NO
If YES, what is your occupation

46) What was your approximate family income last year? (Check One)
_LESS THAN $5,000
__$5,001-$10,000
__$10,001-$20,000
__$20,001-$30,000

_$30,001-$40,000
OVER $40,001

47) How many years of education have you completed? (Check One)
_GRADE SCHOOL/JUNIOR HIGH

SOME HIGH SCHOOL
HIGH SCHOOL DIPLOMA OR GED EQUIVALENT
SOME COLLEGE
COLLEGE GRADUATE (BA, BS OR EQUIVALENT)

_GRADUATE DEGREE (MS, MA, PHD)

48) Where do you live? (Check One)
EUGENE /SPRINGFIELD
VENETA
OAKRIDGE

_JUNCTION CITY
FLORENCE
COTTAGE GROVE
FARM/OUT OF TOWN
OTHER (please specify)

*************************************************************

Please STOP at this time and participate in the workshop. Fill out PART B at the end of the
workshop. Thank you!



75

APPENDIX B

INSTRUMENT B: EXPERIMENTAL GROUP PROCESS EVALUATION

INSTRUMENT G: CONTROL GROUP PROCESS EVALUATION
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PART B

1) Overall, how helpful was today's presentation "CARING FOR THE CAREGIVER" in
helping you to identify ways of coping with the stress of caregiving? (Circle One)

NOT A LI I ILE MODERATELY VERY

HELPFUL HELPFUL HELPFUL HELPFUL HELPFUL

2) How likely is it that you will actually make changes to help reduce the stress of caregiving?
(Circle One)

NOT A L11-1LE SOMEWHAT VERY

LIKELY LIKELY LIKELY LIKELY LIKELY

To what degree did this program increase your ability or motivation to do each of the
following: (Circle one for each)

NOT AT
ALL

A SOME- VERY
LITTLE WHAT MUCH

GREAT
DEAL

3) Discuss caregiving with other 1 2 3 4 5

family members.

4) Ask for help. 1 2 3 4 5

5) Take time for yourself. 1 2 3 4 5

6) Attend support-group meetings 1 2 3 4 5

for caregivers.

7) Think about your reasons 1 2 3 4 5

for caregiving.

8) Set realistic expectations. 1 2 3 4 5

9) Show appreciation for the help 1 2 3 4 5

others give.

10) Make realistic promises 1 2 3 4 5

about caregiving.

11) Manage caregiver stress. 1 2 3 4 5

12) Understand caregiver stress. 1 2 3 4 5

13) Feel confident about caregiving. 1 2 3 4 5

14) Seek help from social service 1 2 3 4 5

agencies.

15) Seek professional counseling. 1 2 3 4 5
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16) How would you rate the quality of "THE DOLLMAKER" (slide/tape show)? (Circle One)

POOR FAIR MODERATE GOOD EXCELLENT

17) How would you rate the quality of the discussion of caregiver stress? (Circle One)

POOR FAIR MODERATE GOOD EXCELLENT

18) Would you recommend this program to others who are involved in a similar caregiving
situation?

YES NO

A) Why or Why not?

19) Would you change anything about the program to improve it?
YES NO

A) If YES, what would you suggest to improve the program?

*************************************************************

Thank you for your time. Good luck in your caregiving experience!

*************************************************************
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APPENDIX C

INSTRUMENT C: EXPERIMENTAL GROUP POST-TEST

INSTRUMENT F: CONTROL GROUP POST-TEST
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(TO BE INCLUDED IN EXPERIMENTAL GROUP, ONLY)

Thank you for your participation in last month's "Caring for the
Caregiver" program. We're interested in how your caregiving experience is
going for you following our program.

Please take a few moments to fill out this questionnaire.
Then, just drop it in the mail in the enclosed self-addressed, stamped
envelope. Please mail by

Thank you for your time. Good luck in your caregiving experience!

(TO BE INCLUDED IN CONTROL GROUP, ONLY)

You are one of hundreds of family caregivers who provide essential
support for their family members. Today's program is intended to offer
information to support you and other caregivers.

This questionnaire will enable us to determine how effective the
workshop is.

You can help us by filling out the following questionnaire packet.
There are two parts to this packet. PART A (gold sheets) are to be filled out
BEFORE the workshop. Then, you should STOP, participate in the workshop
and fill out PART B (cream sheets) immediately following the workshop.
Your answers are confidential, we use code numbers only to keep track of

your questionnaire.

This information is very important. It will help us plan and
implement future programs. Thank you!

*************************************************************
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In the past month, how often, if ever, have you done each of the following? (Please circle one
appropriate response).

SOME-
NEVER RARELY TIMES OFTEN

VERY
OFTEN

1) Discussed caregiving with other 1 2 3 4 5

family members.

2) Asked for help with caregiving. 1 2 3 4 5

3) Took time-out for yourself. 1 2 3 4 5

4) Attended support group or other 1 2 3 4 5

meetings for caregivers.

5) Thought about your reasons 1 2 3 4 5

for caregiving.

6) Set realistic expectations for care. 1 2 3 4 5

7) Felt impatient with your situation. 1 2 3 4 5

8) Showed appreciation for the help 1 2 3 4 5

others gave.

9) Felt irritated because of caregiving. 1 2 3 4 5

10) Felt angry because of caregiving. 1 2 3 4 5

11) Made promises about caregiving 1 2 3 4 5

that you later had to break.

12) Felt resentful because of caregiving. 1 2 3 4 5

13) Felt frustrated because of caregiving. 1 2 3 4 5

14) Felt confident about the caregiving 1 2 3 4 5

situation.

15) Felt tied down because of caregiving. 1 2 3 4 5
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In the past month, how often, if ever, have you done each of the following? (Please circle one
appropriate response).

SOME-
NEVER RARELY TIMES OFTEN

VERY
OFTEN

16) Felt that you could not satisfy 1 2 3 4 5

the person to whom you are
giving care.

17) Felt you managed the stresses 1 2 3 4 5

of caregiving.

18) Felt tired because of caregiving. 1 2 3 4 5

19) Felt worn out because of caregiving. 1 2 3 4 5

20) Lost sleep because of caregiving. 1 2 3 4 5

21) Felt supported by other family 1 2 3 4 5

members.

22) Felt supported by the community. 1 2 3 4 5

23) Felt supported by the person to 1 2 3 4 5

whom you give care.

24) Sought help from social service 1 2 3 4 5

agencies regarding caregiving.

25) Changed your personal plans 1 2 3 4 5

because of caregiving.

26) Sought professional counseling 1 2 3 4 5

because of caregiving.

27) Learned more about older people 1 2 3 4 5

because of caregiving.

28) Learned more about your own 1 2 3 4 5

aging because of caregiving.

29) Felt caregiving gave your life 1 2 3 4 5

meaning.

30) Felt that you helpedthe person to 1 2 3 4 5

whom you are giving care.

31) How often, if ever, do you feel you are doing more than is fair to expect, given all your other
responsibilities? (Circle One)

VERY

NEVER RARELY SOMETIMES OFTEN OFTEN
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32) Here are some words and phrases which we would like you to use to describe how you
feel about assisting the person to whom you provide care. For example, if you think
caregiving is very "enjoyable," put an 'X' in the box closest to the word "ENJOYABLE."
If you think it is very "miserable," put an 'X' in the box next to "MISERABLE." If you
think it is somewhere in between, put an 'X' in the appropriate box in between. Put an
'X' in one box on every line.

ENJOYABLE MISERABLE

DISCOURAGING 0 HOPEFUL

FULL 0 0 EMPTY

FRIENDLY 0 LONELY

BORING INTERESTING

USELESS 0 0 0 WORTHWHILE

DISAPPOINTING 0 0 REWARDING

BRINGS OUT THE 0 DOESN'T GIVE ME
BEST IN ME MUCH CHANCE

HARD 0 0 0 0 EASY

FREE TIED DOWN

33) All things considered, how satisfied or dissatisfied are you with your role as a
caregiver these days? Place an 'X' in the box that best describes how satisfied you are:

0
COMPLETELY NEUTRAL COMPLETELY

SATISFIED DISSATISFIED
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34) To what degree did you make changes in your behavior as a result of the "Caring for the
Caregiver" program? (Circle One)

NOT AT NOT SOME- VERY GREAT
ALL MUCH WHAT MUCH DEAL

35) If you made changes, what specifically have you done?

36) To what degree do you attribute these changes to your participation in the program "Caring
for the Caregiver"? (Circle One)

NOT AT NOT SOME- VERY GREAT
ALL MUCH WHAT MUCH DEAL

37) Has anything in your caregiving situation changed in the past month? (Check One)

YES, I provide more care to the person(s) than I did.
YES, I provide less care to the person(s) than I did.

_NO, my caregiving situation is about the same.

38) In the last month, has the physical health of the person(s) you provide care to:
(Check One)

IMPROVED
DECLINED
STAYED ABOUT THE SAME

39) In the last month, has the mental health of the person(s) you provide care to: (Check One)
IMPROVED
DECLINED
STAYED ABOUT THE SAME

40) How would you describe the persons' health right now (if you are caring for more than one
person, choose the person to whom you give the most care.) (Circle One)

SEVERELY FAIRLY NOT TOO PRETTY VERY
ILL ILL HEALTHY HEALTHY HEALTHY

41) In the last month, has there been a change in residence for the person to whom you
provide care?

NO
_YES, (please describe)

42) How would you describe your health right now? (Circle One)

SEVERELY FAIRLY NOT TOO PRETTY VERY
ILL ILL HEALTHY HEALTHY HEALTHY
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43) Has there been any change in your marital status in the past month?
NO

_YES, (please describe)

44) Has there been any change in your employment status in the past month?
NO

___YES, (please describe)

45) Has there been a change in residence for you?
NO

__YES, (please describe)

*************************************************************
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APPENDIX D

INSTRUMENT D: EXPERIMENTAL GROUP FOLLOW-UP

INSTRUMENT H: CONTROL GROUP FOLLOW-UP
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Thank you for your participation in last month's "Caring for the
Caregiver" program. We're interested in how your caregiving experience is

Please take a few moments to fill out the enclosed postcard

Then, just drop it in the mail (no postage is necessary.) Thanks!
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1) To what degree did you make changes in your behavior as a result of the "Caring for the
Caregiver" program? (Circle One)

NOT AT NOT SOME- VERY GREAT
ALL MUCH WHAT MUCH DEAL

2) If you made changes, what specifically have you done?

3) To what degree do you attribute these changes to your participation in the program "Caring
for the Caregiver"? (Circle One)

NOT AT NOT SOME- VERY GREAT
ALL MUCH WHAT MUCH DEAL

4) How satisfied are you with your caregiving experience these days?
(Mark One)

COMPLETELY NEUTRAL COMPLETELY

SATISFIED DISSATISFIED
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APPENDIX E

PROGRAM PROMOTION: SAMPLE LETTERS,
FLIERS, NEWSRELEASE, PUBLIC SERVICE ANNOUNCEMENT



EXTENSION SERVICE

Lane County Office

Oregon
stat

Univee rsity

October 2, 1989

950 W. 13th Avenue
Eugene, Oregon 97402-3999

Rozlyn Rouse
Senior Services Coordinator
245 W. 5th
Junction City, OR 97448

Dear Rozlyn,

89

687-4243 Agriculture,
Home Economics, 4-H

687-4281 Nutrition
1.800-872-8980

Thank you for scheduling us to present "Caring for the
Caregiver" program in Junction City on Tuesday, December 5, 1989
at 1:00 PM at the Viking Sal Senior Center.

Enclosed are some fliers (feel free to copy more or to ask
us for more copies), newsreleases and public service announcements
for your community. If any of the information enclosed is incorrect,
please let us know immediately.

Also enclosed are sign-up sheets for the program. As I have
explained over the phone, I am hoping to collect some information
about the effectiveness of the program for my Master's Thesis at
Oregon State University. The information on the sign-up sheets
will help me to facilitate some of that, so it's important that
all lines and blanks are filled out to the best of your ability.

I would hope to have a good-sized list about one month prior
to the program (at which time, I will collect the sign-up sheets).
However, persons wishing to attend that have not signed up may do

so, even though they are not on the sheet. In other words, this
program is open to all who want to just "drop-in" as well.

If you have any questions, please let me or Joy know. You

may call me collect at my home 754-1439 or Toll Free at OSU
between the hours of 8 AM and 5 PM Monday thru Friday at
1-800-462-3287 Ext. 3668. Or call Joy at the Lane County Extension
Service 687-4243 or Toll Free 1-800-872-8980.

cmc,,,,*.ar, Agriculture, Home Economics, 4-H Youth; Forestry, Community Development,
ExereNsioN Energy, and Extension/Sea Grant Programs. Oregon State University,

United States Department of Agriculture, and Lane County cooperating.
SERVICE The Extension Service offers Its programs and materials equally to all people.
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Thank you for your cooperation in this endeavor. We look
forward to teaching some interesting and important sessions in
Lane County.

Sincerely,

Glenda Madden
OSU Home Economist

Enclosures

glm

Joy Brougher Brown
OSU Lane County Extension
Home Economist
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CARING FOR THE
CAREGIVER

Persons caring for a frail elderly spouse or parent or
younger, disabled family member may feel alone and
overwhelmed by the responsibility.

This program and discussion explores how families can
handle the challenges of caregiving.

4),

-Jr

Preiented by: Glenda Madden
OSU Home Economist

9:30-11:30 AM and again from 7:00-9:00 PM
at the OSU Lane County Extension Auditorium
950 W. 13th, Eugene

Wednesday, December 13, 1989

Sponsored by: OSU Lane County Extension Service

For More Information and to Sign Up Ahead, Call:
The Lane County Extension Service
687-4243 (Eugene/Springfield)
or Toll Free Outside the area 1-800-872-8980
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CARING FOR THE CAREGIVER
Persons caring for a frail elderly spouse or parent or younger, disabled family
member may feel alone and overwhelmed by the
responsibility.

This program and discussion explores how families can handle the challenges
of caregiving.

A

k,

Presented by: Glenda Madden, OSU Home Economist

Date place Time

Nov. 6, 1989 Willamette Activity Center 2-4 p.m.
Senior Lounge, Oakridge

Nov. 9, 1989 Senior Nutrition Site, Veneta 2-4 p.m.

Nov. 14, 1989 Lane County Extension Auditorium, 9:30 -
Eugene 11:30 a.m.

& 2-4 p.m.

Dec. 4, 1989

Dec. 5, 1989

Dec. 6, 1989

Dec. 13, 1989

Lane County Courthouse Annex,
Florence

10 a.m. -
noon

Viking Sal Senior Center, Junction City 1-3 p.m.

Cottage Grove Senior Center,
Cottage Grove

Lane County Extension Auditorium,
Eugene

For more information and to sign up ahead, call:
The Lane County Extension Service, 687-4243 (Eugene/

Springfield)
or Toll-Free outside the Eugene/Springfield area

1-800-872-8980

10 a.m.-
noon

9:30-
11:30 a.m.

& 7-9 p.m.
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WO County Office
OSU Extension Sesvic
950 West 13th Avenue
Eugene, OR 97402

For Immediate Release
Contact: OSU/LANE COUNTY EXTENSION (JOY BROWN) (ADDITIONAL CONTACTS

Telephone: 687-4243
IN LAST PARAGRAPH)

Date: October 18, 1989

CARING FOR THE CAREGIVER

Persons caring for a frail elderly spouse or parent or

younger, disabled family member may feel alone and overwhelmed

by the responsibility, says Glenda Madden, OSU Home Economist.

"Caregivers Peed care, too," Madden says. Coping with stress

and protecting a caregiver's health and well-being are just two

of the topics to be discussed in "Caring for the Caregiver," a

program to be presented by Madden on Tuesday, November 14, 1989

at the OSU Lane County Extension Auditorium, 950 W, 13th in

Eugene. The program will be presented from 9:30-11:30 AM and

will be repeated on the same day from 2:00-4:00 PM.

The program is open to the public and is sponsored by the Lane

County Extension Service.

Discussion of audience concerns about caregiving will be

emphasized throughout the program and will enhance the media

presentation.

A short survey questionnaire will be distributed for those

interested in participating in an evaluation of the program.

The evaluation will be helpful to Oregon State University in

delivering quality Extension programs in the future.

-NUKE -

OREGON STATE UNIVERSITY Oregon Slat Wren*/ Eatenftion Ueda* offer* educational progrants, activities, and materials

SERVICE talthouf most to ma, color, national 019f4 sea. of disability as requited by Title VI of the
Rights Att of 1144 and Tide IX of the Education Amendments of 1972. and Section 504 of the
Rah a h1111611.. 5.1 .1 1071 -.. -
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CARING FOR THE CAREGIVER

2-2-2-2

Coping with Caregiving will also be presented in Oakridge

on November 6, Veneta on November 9, Florence on December 4,

Junction City on December 5, Cottage Grove on December 6, and again

in Eugene on December 13.

For more information, contact Joy Brougher Brown, Lane

County Extension Home Economist at 687-4243, or toll free outside

the Eugene/Springfield area at 1-800-872-8980.

######



EXTENSION SERVICE

Lane County Office

Oregon
stat

University

October 18, 1989

950 W. 13th Avenue
Eugene, Oregon 97402-3999

PUBLIC SERVICE ANNOUNCEMENT

95

687-4243 Agriculture,
Home Economics, 4-H

687-4281 Nutrition
1-800-872-8980

FROM: LANE COUNTY OFFICE OF THE OREGON STATE UNIVERSITY
EXTENSION SERVICE

JOY BROUGHER BROWN, LANE COUNTY EXTENSION AGENT
FOR HOME ECONOMICS 687-4243

TOPIC: CARING FOR THE CAREGIVER

START: OCTOBER 31, 1989

KILL: NOVEMBER 14, 1989

TIME: 0:30

COPING WITH STRESS AND PROTECTING A CAREGIVER'S

HEALTH AND WELL-BEING ARE JUST TWO OF THE TOPICS TO BE

DISCUSSED IN "CARING FOR THE CAREGIVER," A PROGRAM

TO BE HELD IN EUGENE ON TUESDAY, NOVEMBER 14, 1989

AT THE LANE COUNTY EXTENSION AUDITORIUM, 950 W. 13TH,

EUGENE AT 9:30 AM AND AGAIN AT 2:00 PM.

THE PROGRAM WILL BE PRESENTED BY GLENDA MADDEN AND

IS SPONSORED BY THE OSU/LANE COUNTY EXTENSION SERVICE.

FOR MORE INFORMATION, CALL THE LANE COUNTY EXTENSION

SERVICE AT 687-4243 OR (TOLL -FREE) OUTSIDE THE EUGENE/

SPRINGFIELD AREA AT 1-800-872-8980.

mmoNsum.mmm Agriculture,
Iii:t

At
16<5

menesEoconomai%nlVogourtaig."OersetanCSITtnetjfinittyeDZ7lopment,

EXfENSlON United States Department of Agriculture, and Lane County cooperating.
SERVICE The Extension Service offers its programs and materials equally to all people.


