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" ABSTRACT ’

This paper describes an ongoing study evaluating
families that provide in-home care to elderly relatives wth dementia.
Characteristics of the study, which include a focus on progressive
senile dementia, use of a clinical approach, longitudinal design,
descriptive nature, focus. on the dyad of patient and primary
caregiver, and use of videotaping for direct observation, are
explained. The conceptual model used to organize data and the general
research design of the study jre described. The sequence aof steps
involved in evaluating families is given including: social history
interview; physical exam; psychiatric evaluation; problem-oriented
interviews; neuropsychological testing (patient); family
history/social network interview (caregiver); take-home instrument$;
videotaped interactions; and wrap-up session. Thé. methods used for
measuring family dynamics and coping strategies, and suggestions for
videotaping and quantifying family interactions are reviewed. Outcome
measures devised specifica%éy for this study are noted, and various
other instruments used for \data collection and evaluation are named.
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MEAQURING FAMILY SYSTEM CHARACTERISTICS IN - : .
. ' FAMILIES CARING FOR DEMENTIA PATIENTS ‘ - |

IR AR )

. I very much apprec1ate the opportunity to part;t:1pate in a symposmm of
this type, 'with its focus on measurement issues, smce it allows me to share
with you' some of the work we are currently do¥ng. T must warn you at the out-
set, however, that I will simply be reviewin; the'methods we are using to ., |

" evaluate families, since we have npt yet reached the point in data collectijon

where I can report any actual findings fram our project.

In the Gerontology Center at the Texas Research Inst1tute of Mental _ i

-

Sciences in H stOn, with the support of an NIm researcll grant, we are con-

ducting a study of fam111es that provide care in their homes to elderly rela- l
tives with dementia. our focal chjective is to clar1fy ways that family system
,charactenstxcs affect the process of caring for dementia pat.lents, Thls

.

f1rst sl1de gives an overview of some of the prlmary features ‘of our

approach. f
) . Preser.lt‘ Slide 1 About Here - »
Our concern is spec1f1ca11y w1th the pr.dalems of progressive senile ¢
dement1as, whether they be of the Alzhelmer S type, or the cerd)rovascular
-~
‘ type Many fam1ly studies with impaired elderly have failed to defme clearly .
y .
the etlology fot their cbserved inpalrment We, however, deal spec1f1cally o, . '
- with problems’ surroundlng the dementmg brain disorders. . ;

Secondly, Ours is a clinic icgl study of'the caregiving gituation rather

than a soeloIOgmal or demographic one. We wish to understand better how t?
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deal cllnically with the mental t;ealth issués that arise:in caregiving fami- -
lies. We are studying families that came to a psychiatric setting for help,
because this is the swb~popul4tion to which we wish to apply our findings. We
reallze that this is not a randam sample of all such famllles in the commun~
ity.
. Thirdly, our research follows a longltudlnal deslgn We are tracking
our fam111es over at least one year, and hopefully longer. Such longltudlnal
data will give us the anllty to look prospectively at what consequences foll\_/

Y.

low fram various. pattern:}f\)famly interaction. v

Fourthly, we are working in a descriptive and exploratory mode. Rather
than %rn;al hypothesls-testlng of theories, we feel that the field very muc,h
needs careful and systematic 4 escrlgions of interpersonal processes in tbese " '

. . ’ ~
§am11ies. -

-

Although we aim to descr:be whole fam111es in systemic terms, primarily -

«
>

we cbserve and descrlbe a focal dyad the patient and the pri careglver.
This relatlonshlp often reflects the broader organization of ,the famlly, but

we al study a second careglver from the fam11y, whenever possible.
¢

g‘t\w,‘, A distinctive point aboqt our approach is that we dlrectly dbserve |

. ‘such familijes,

.“;,

?interactlon patterns within these families, using videotaping .and suwbsequent -
c_od‘g,ng of the' lnteractlon behaviors. We are not aware of any other pblished

4

studies to date offering quanltltatlve descrlptlon of cbserved 1nteractlon 1:(
. / o ' .
Finally, let me note a conceptual framework that underlles our methods. J.
The existing literature tends to analyze the careglvmg family 1n terms of two
glabal constructs- "social support" and ‘burden”. Both concepts seem too
multl—dlmenslonal to be measured in any unltary way, SO we have tried to move

v,

to more s specific measures of famlly functlonlng. For 1nstance, we do not

asstme that what is "supportive" can be sumned up in advance as any é)artlcular N




forméof ‘behavior and thus be built into a descriptive measure of "support"
According to our functional viewpomt, in certaln famllies, 'interactions" which
are confrontive, arqumentative, or detached may facilitate individual menbers'
welfare over time better than those which would typically be considered "sup-~
portlve' in some descriptive sense of being loving, tender, warm, etc. So,. we
. attempt to look empirically at what outcomes actually flow from a given 1nter-
action pattern. We would tend to analyze this as supportlve" only if 1t is

- effective in maintaining a family menber s well-being over time '}
: '

N~ Present Slide 2 Pbout Here . o

1
’

The next slide depicts a fairly simple model that we have used to or-
danize our data. The top line shows™ the oonceptuaf framework stated by Dean . !
am Lin (1976) and others in the literature who have written sbout social Sup-
ports as a buffer between st{essful events and the i1l effects they can pto- Co
dice. In our case, ‘the stressor event is tHe onset of the denentia process in
the’older family member.~. In terms of illness or outcomes, twe look separately
. at how this disease process affects the main’ fam11y caregivers and the
patient. You might notc? in the box below this column the major dimensions of
outcames. that we_are Yooking at. These include the physzcal, mental, and so- o
cial adjustment of tﬂe various family menbers and the degree to which the pa-
tient maintaihs ad te cognitive functionmg over time.

In this model, all of the varid:].es of family dynanucs and family
interaction patterns became possible mediating varidles. You will note that

A

pe group these mediating family variables mto ‘three rough categories-

.l

a) background. fac tors

b) resources and deprivations . N

c) current interaction patterns. >




Present Slide 3 About Here
, @ _ ,

The next slide depicts our general research d¢sign. We are evaluat ing

both a group of demented patients living in the community with their families
and a comparison group of families with an older member in the household ‘who

is relatively well. We are attenptlng to stratify each of these groups so

\ r

that in half the famllles, the prmary caregiver is a child or other younger-
generation relative Of the patient and in the ‘other half, a same-generation
relat{ve (usually a spouse). After the initial evaluations, we are tracking

all-these families longitudinally by phone calls or other contacts, repeating

some of our self-report measures after si); months, and conduct ing follov;—up : -
assessments after one year. The numbers in the cells indicate only that we

are evaluat'ing more dementia families 1nit1ally because we expect more sample {
attrition fram this group., we hope to conclude ohe~year followh-ups with 10 ' ‘
f_am,\llies of each type. |

Present Slide 4 About Here ) . ’ :

This next slide shows the sequence of steps that families go through in

X

our evaluations. -Our dementia-patient familes are dfawn fram those c/fming to
our geriatric outpatient clinic, where certain types of evaluation a/re Gone
routinely. Froam this source we have information availale on the patients'
presenting problems, physical statn;s, and psychiatric diagnosis.

. The evaluation process in our study ‘usually involves four additional -7
steps. 'he first is a prcblem—oriented interview 'which we conduct separately

with each participating family member to clarify hls/her special concerns and

My v e

viewpoints. Clinical interviews for Symptoms of depression ang anxiety are -
*
included. At a second session, the patient receives a battery of neuro-

-~

n ' 6
.
.
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psychological tests, whilée the caregiver is interviewed dout the family's BN
LN l history, the current structure of the family and network of extended social s v
' relationships, and 'the experienced quality of the relationships involved.
Following both the first and second sessions the caregiver is also given pac-
kets,of self-report instruments to take home and flll out. These cover vari- T
PR ous facets of the careg'iving situation, perceptions of the family's general
functionir and outccme measures of the caregiver's mn current funct ioning )
and sense of well-being, During a third sessror:, the family participates ‘ ‘

- ‘ together in'a Beries.of ‘interaction tasks that we videotape.
\ » Present Slide 5 About Here

- . . “

In this brief‘pr'esentation, I cannot adequately describe all the multi-

A

) Ple measures we are employing to assess,various characteristics of the family

system, either. This next slide simply shows scme examples of camponents thats

| typify how we break down the overall family context. Most of the measures we
‘ 1 dstain in these areas came either fram structured interviews, or from self- ' ‘
- ' report inventories given to caregivers. 1In general we have\borrwed‘ heavily

from the work of other researchers, but ha.ve also mdified or added to their

—— .

instruments in order to-make them applicable to the kind of family situation
we are looking at. For the items that arelstarred on this slide, we use meas-
ures that are clearly drawn from pre-existing instuments, and I. need to
(-acknowledge these debts.,‘_In the non-starred areas; the instruments are more
of our own devising. , - \
The social network interview sl;ould be starred, since it follows the :
N proredures developed by Pattison et al. (19\75) Our Stressful Events Check-

" list draws heavily on prior schedules pwblished by Holmes and Rahe (1967),

(
Paykel, Prusoff and Uhlenhuth (1971) and Lowenthal and Chiriboga (1973). ToO. {




measure 'traditional family loyalties"” , such as the caregiver s dedree of be— '5‘

lief m family ties and cbligations, we use primanly the 15-item familism

Scale of Heller (1980)¢ and to get at caregiver S general perceptions of the - *
£ family, the Family Environment Scale (Moos & Moos, 1976). - -

Present Slide 6 About Here

' 4

Our measure of "coping strategies" also borrows fram work done gy Moos ard ‘
several other investigators who have developed coping scales (Billings and
Moos, 1981; Folkman and Lazarus, 1980; Horowitz and Wilner, 1980). we have:

N : <

used items from these measures to inquire how the caregiver is coping ina

@ ‘ . general'’ way with the responsibilities of caregiving. However, we have also '
devised many new- 1tems to tap the specific management styles the caregiver is ) j nc"
/employing to deal with behavioral prcblems that the patient shows An example | ;
page fram our Copmg Strategies inventory is shown here to illustrate some of - |
these 1tems, and also the way in which we get estimates of how frequently - .
various strategies are used and. how helpful or effective the caregiver has

found them to be. L . . 3

Present Slide 7 About Here

>
-

T
This next slide shows a page fram“ur Pehaviora Prcblems Checklist, 4
This.is used to get an assessment of the patient's symptoms, deficits, and
) interpersonal behaviors, and l'bw(til,ese are experienced by the caregiver. You » ,
can see that we asls a)o;: the frequenqgy of various prcdblems, ﬁow long they 4
have lasted, and how upsetting t_imese are for thé.caregiver. This instrument
is basically a modi ficat fon of asimilar checklist devised by Steven Zarit at

USC, but we have alsd incorporated dome elements from the Geriatric‘:\ Rating

* Scale (Plutchik et al, 1970) and from several Philadelphia Geriatri¢ Center
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of the study, we attempted to select from the-direct cbservatlon literature

. those measures that most relisbly differentlated distressed from non- ‘

T

scales assessing Physical Self—Maintenance .and Instrumental Activ1t1es of
Daily Living (Lawton, 1971). , *

Next, I would 1like to focus on the éne part of our assessment method-
ology that doesn t rely on self-report data, \S° let me review dur methods for

videotaping and qui:antifying- family interactions. In developmg this portlon

distressed families, or that pinpointed psychosanatic fam111es, and we modi-
fied these to fit our experience with families copmg with dementia.

l
As in most se:)ch studies, our measures can be related conceptually to - . ,. ) / )

two’ basic dimensions: an organlzationa.l one that deals with how the family
hardles issugs of authority and control, decisions and conflict;’ and secondly, !
the quality of emotional response or attachment the family menbers dlSplay to- | '

wards one another. ; . '

&

Present Slide 8 About Here L.
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PO . . . : .
We designed five family tasks to e11cit samples of (amlly interaction, '
each taped for either ken'or 15 minutes. The first two are discussion tasks ’
and involve a three-person family group whenever possible, The fam11y is first

asked to plan Pleasant activities that the menbers. muld enjoy dging together

as a group, thus pulling for affiliative behavior, _Next, we use a "revealed
difference" technique to get at conflict-resolutlon. The famlly is asked to

discuss a series of conflictual issues derived fram the earller 1ndividua1 '
interv1ews and to make decls ions on how to.handle each one. In the other three - (
"helping tasks", the primary caregiver alone is asked to assist the patient in -
campleting motor afft verbal tasks, helping in any way short of actually domq

the task for the ’patient Hére our concern is to get a sample of how situy~

ations of dependency and a551stame are handled by the palr.
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Q‘ T Present SIide.9 About Here
. We‘qqant /iy these family interactions by both codlng ard ratmg the
"y ‘ videotapes. The "coding® process involves getting counts of relat1vely micro-

' scopic interaction behaviors. * This process still lies ahead for us, and the
categories shown in the slide are only examples from/a more extensive cod1ng

, scheme But for example, in the discussion tasks, the number. of agreements /

-t

and disagreements will be counted. Codes for the helping tasks will include

such things as the giving of directions, criticisms, or positive reinforcement .

by the Garegive:, or rejections of assistance by the patlent The videotapes
oo ' ' N ‘
will also be rated on more general dimensions, such as the structure of

authority in the family, warmth versus nostility, task effect iveness, and

repetition of unproductive helping strategies; Such ratings rely upon "clini-
rcal impressions" to get at dimensions that we currently have greater diffi-
~‘culty defining, or vhich are7t a level too _ma_c_g__o-scopic to allow frequency

counts,

k]

Following each discussion task we also have the family~mentfers rate
their own interaction.on several dimensions, including: how typical their
interaction was, how i.mpot'taht the topics were, and how, emotioné.lly affected

they were by the disc"ussion. *
§ .

N\ Present Slifles 10 and 11 About Here

-8

. I wil,l touch only briefly on the outcame measures we are usmq, bec‘ause
\ many of these are fairly well- known or st;ﬂ_an:dized technlques. I'll just
mention here a few measures we devised ourselves.
This slide (#10) shows how we are’ measuring physical and mental héal th
. in the dementia patients and the neuropswholos;lcal battery used tb assess

var ious aspects of their cognltive functloning over time.

| . o 10




. 9
This next slide (#11) shows our measures for careglver well-belng. The iR
measures for mental health and ‘soc ial role functioning are standardlzed
scales. We have devised our own questionnaire for. physmal health changes we
‘ wish to monitor in caregivers. The area termed Sl.bjectlve strain® comes
close to what others have called the "sibjective sense of burden. In our
overall Caregiving Questlonnalre (3GQ), we hdve included a series of questions
‘ focused on how distressed the individual feels about the caregiving role, and

how capable he/she feels sbout continuing in it. Another part of this ques-~

—_— tionnaire assesses the impact that the caregiving situation midy be' having on\
other fa‘mlly men’oers whom we do not see directly in odr study, 1nc1ud1ng its -

perceived t on the functloning of the family as an integrated unit. -
¢ . '

o~

Present Slide 12 About Here

\
~ !
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v Finally, this last slide just illustrates how we ultimately will be /‘ I
v -able to analyze our major damains of data, once the families have been tracked |
over a sufficient period of tihe. ’Ihis particular slide depicts outcomes frcm
the viewpomt of caregiver well-being. In cross-sectional analyses, we will
be a&le to assess whether family system variahles mediate the impacg of demen-
t1a on caregiver well—being at successive points in time. We will also be
able to assess how interaction patterns within the family change over time, in
" connection with the progression of the dementia. - i
Ats this point, however, our project is still at an early stage of data
collection. I wish only to underline several major points exemplified in our
general approach to caregivmg families. Firstly, we have been concerned ) '
] about d01ng exploratory clinical research with this populatlon, and we feel |
‘that flne—-qrained constructs and measurements of family fuhctlonmg, such as
we have attempted, are a necessary tool for further developing this fielg of
research, even for purposes of exploratory a\nal}ses. (bv1ously, we have felt ’
/ ’ b

*

Q ’ BN h \.' ) 11 ) W
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- that appropriate mstruments to serve our purposes were lackmg Thus we haue
opted to modify existing séales, or in some cases, simply to use several meas~ -'
ureg developed by prior researcbers as inspiratlons for creating qu1te new or
compos1te scales that we hope will more adequately tap.‘the spec1fic ecology of

| the careglving situation. This reflects a larger concern at tbis. initial,

etage of research with the val idity rather than with the relis ility of our )

measures. ! , ’

We* have also included a large mmber of measures that w111*‘g~1ve us a
lot of 'data sout a relatively small, but intensively studied, sample. We‘

feel this is appropriate to our p.xrposes of exploratory analysis and instru- -7
ment refmement but it does leave us w1th t:he burden of establishing the ~

psychometric properties.of our assessmnt techniques. Thus, our 1n1tial ef—

forts in this pro:]ect are necessarily directed largely at demonst)r}tmg %e11-

ailty, valldity and useability for the measures we have dev1sed

Secondly, an mportant facet of our work lies in conbming, 'in t:he same

study, both stblectively reported perceptlons of family lifé and more

dbserver-based, data dout actual 1nteractlorls " Adva es in our ab111t to;de-
{nc Y.

scribe famiiies in bsegder, systemic tems will requ1\re that v»e f1nd better S

ways of fntegrating both{these phenomenologlcal and cbjective sources of
data.
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' CHARACTERISTICS OF THE STUDY .
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+ LONGITUDINAL “TRACKING” =
e DESCRIPTIVE, EXPLORATORY A
* FOCAL DYAD

* DIRECT OBSERVATION OF INTERACTIONS
* ELABORATION OF “SUPPORT” AND “BURDEN"
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Conceptual Scheme for Organization of Variables
INDEX * © MODERATING INDIVIDUAL
) EVENT : - VARIABLES QUTCOMES (Sequelae)
- . L
(Dean & Lin Categories) .o )
STRESSOR— —» (SOCIAL SUPPORT) —» ILLNESS
\
(Family Study)
DEMENTIA —» (FAMILY SYSTEM) - ¥ CAREGIVER
. . WELL-BEING
)
Specific Etiology Background Factors Phyéica1 HeaTth )
. -Personal .
Ouration "of I1lness -Interpersonal Psychopa@hp]ogy
Symptom Pattern Resources Role Function
-Personal .
Severity of Symptoms -Interpersonal \ Cognitive Function
and Deficits ’ . ?1f elderly) -
: Interactional Context _
Functional Disabilities -Personal (subJectiye) Subjective Strain
-Interpersonal

\4
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LONGITUDINAE RESEARCH PLAN

Sy

SAMPLING CATEGORIES - TIMES OF EVALUATION
. . K INITIAL MAIL-0UT FOLLOW-UP
AGED'S DYADI ASSESSMENT PROGRESS CHECK |  ASSESSMENT
DIAGNOSIS ~ RELATIONSHEP (MONTH 1) (MONTH 7) . | '(MONTH 13)
DEMENTIA © SAME- : [ =
cﬁ’NERATmN 15 o2 ‘ 10
s 0 . - ' F ]
" CROSS - . .
~ GENERATION 4 15 e 10
‘ * . .
NORMAL SAME- \
. GENERAT ION 0 .. 10 10
!
" CROSS- e
GENERATION 10 10 10
& )
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EVALUATION| PROCESS:
* " CLINIC INTAKE - | R
e ————— R - ' \
e Intake/Soclal History Interview
* Physical Exam \
‘o Psychiatric Evaluation - B

\

e FAMILY STUDY
M

' '

Problem-Griented Interviews

Neuropsychological Testing (Patient)

OR 1" -
Famlly History/Soclal Network Sk
. -Integview (Caregiver) s

Take-Home Instruments

Videotaped Interactions

“Wrap-up” Session




FAMILY SYSTEM |
(MEDIAT ING). VARIABLES =

® RESOURCES/DEPRIVATIONS
N ‘h
® ' Soclal Network/Family Structure
® Sharing of Tasks ~

® Use of Formal Supports L

’ t ]
® Stressful Events

® BACKGROUND FACTORS W
“

[ B Famlly History : \ /

® History of Dyadic Relationship
( .
® Prior Caregiving Experiences

. & Traditional Family Loyalties
o CURRENT INTERACTION - -
3 “ N < v

o Family Envlronment Scale

® Coping Strategies” '

® _Problem Checkists” .

. Observed Communlcatlon Patterns

v \
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' . . ‘ ¢ + HOW OFTEN HAVE , HOW HELP'FUL7
— ’ _ YOU DONE THIS? HAS IT BEEN? 1
: 0 = never O = not 4t all
: 1 = rarely \ 1 = a littld bit
/ . ‘ 2 = sometimes 2 = a.fair amount
ACTIONS 3 = fairly often 3 = quite a }ot D
. [ 4 =,all the time 4 = extremely .
. . ' “ !
SS. I criticized or lectured myself on what .
I,should have done‘differently c v e e e (o) 1 2 3 4 o] 1 2 3 4
56. _I blamed myself for having created the . : ?
difficulties............... O 1 2 3 4 Lo’1234‘
. A .
57. I blafied my older relative for having . ‘&
Created the difficulties . , . c e e e W (o} 1 2 3 4 0 1- 2 3 4
. ' . -
58. I try to arrange situatigns I hope will
be stimulating to my oldér relative (men- o
tally or emotionally) , . . L U (o} 1 2 3 4 0 b 2 3 4
59. I keep a close €ye on what‘'my older rela- ,
tive is doing so that 1 can head off any . . .
¢ problems before they develop too far . ., . o ‘1 2 3 4 o 1 2 3 4
. : . }
60. I try to éngage my older relative in dis- ] : -
cussing his/her feelings and emotions ., . . o 1 2 3 .4 . 0 1 2} 3 4 .
. ' \ )
R - P ’
61. I make a point of Praising him/her when Fh

he/she does what 1 consider appropriate . . 0 1 2 3 4




> . ,
T =N 4
’ . FREQUENCY DURATION REACT ION
! \ How often does When did the How much does this
) ' your relative problem problem bother oF .
EBQEEE&E L . show the problem? begin? upset you?
0= neter ° 10= never 0= not at all
. s 1= not in past wk. 1= 1-6 ‘mos. ag 1= a little
g . ’ : 2= 1-2 times last wk.12="7-12 mos. a O,1 2= moderately,
v 3= 3-6 times last,&Kf 3= 13-24 mos. ago| 3= quite a lot
4= daily B o ) 4= 2+ years ago 4= eXktremely
: o $
1. Having difficulty remembering how to . ' . (
do simple tasks , . , . . e e e .. 0O ¥ 2 3 4« 0O 1 2 3 4 O 1 2 3 4
2. Losing or misplacing things . . ., . . 0 1.2 3 °c 1 2 3 & S0 1 2 3 4
¢
3. Not completing tasks . . . .., . . o 1 2 3 4 0 1 2 3 4 o 1°'2 3 ¢
- ———— v ' ' : ) ‘l . ¢
T Y
4. Not recognizing familiar people . . . 01 23 4 c 1 2 3 .4. 2 3 4
5. Forgetting what day it is . e e e 0 1 2 34 0 1 2 3 4 2 3 4 .
c IS ?
6. Forgetting his'or'her own name ., ., . Oy 1 2 3 4 01 2 3 4 2 3 4
v , .
ll i IO - ’ ‘r -
7. Getting lost inside the. house (or o :
apartment) . . . . . [ .. .. . 0 1 2 3 4 0 1o 3 4 0O 1 2 3 4
8. Withdrawing from oﬁhersl failing ts . ' ° 3 ‘ " ' e
start conversations . . . , . . . . , 6 1 23 g4 01 2" 3 « 0 1 :.2°3 4
N :
9. Failing td do things he or she pre-
viously en joyed (such as reading, C .
hobbies, Tv) . . ., [, 77 L °c 1 2 3 4 c 1 2 3 4 0 1 2 4
- ( ]




o VIDEOTAPED INTERACTIONS

o DISCUSSION TASKS "
"( s Plan Pleasant Activities,

| ° Dlscuss Conflictual lssues ,

e HELPING TASKS: i | - ) o
A | _ - o Assemble Block Desugns o
° -Construct’T.A-..T. Stories E/ R )
« . ® Clarity Patient’s Personal Concerns.
/
\ ’
v 1 /
. e
’ -
24




VIDEOTAPE _MEASURES '
VIDEQTAPE_MEASURES

\ .
AETHOD OF | DISCUSSION HELPING
ANALYSIS TASKS TASKS
BEHAVIORAL | Agreements Directions
’ | Disagreements " Intrusions
Cé—D"NG § “Suppqrtlve" Criticisms
Statements Positive Rein-
. Self-Statements . forcements
Pos./Neg. Pos./Neg.
Emotions Emotions
OBSERVER Authority /Task Efficlency
| Warmth/Hostility Repetition of
RAJINGS ‘ ' : | Strategies
Emotlonai ‘ Emotional
/ " Reactivity Reactivity
SELF-RATINGS | Typlcality

Significance

| Emotional Intensity

Reactivity to
Setting




AREA

ME&S URES

<

- PHYS'IC’AL HEALTH: | ‘Physlcgl Exam .
' " Physician Ratings

MENTAL HEALTH: Hamilton Depression Scale -

Problem Bebhavior Chedkllst L ,

4
ROLE FUNCTION:

Problelg Behavior Checklist

COGKIITIVF FUNCTION: ° Mental Status Questionnaire_
o , o Fac:-maq'd Test
’ Aphasia Screenlng Test
| Wechsler MeTory Scale (Russell)
Verbal Fluency |
, Bender Gestalt -
N . | : Trailmaking Test

Digit Cancellation

-




. CAREGIVER OUTCOMES

'AREA

#

PHYSICAL HEALTH:

/MENTAl: HEALTH:

¢ 1

'ROLE FUNCTION:

SUBJECT‘V@RMN:

FAMILY UNIT:

Ao 1]

'MEASURES

Physical Heath Questionnaire

SCL-90
- CES-D Scale

Hamilton Depression_Scalg

Soclal Adjustment Scale

. C6C “Féelings About Caregiving”

" (6 “Impact on Family”




&

Longitudinal Path Model of Cross-Lagged Panel

Correlations for Causal Analysis

Time 1 Time 2 Time 3
) Dementia Dementia —_—————
1 2
“ ) ’a
Family System Family System [— — |- — —_——
1 : 2
4
A\
Caretaker Caretaker |/ / -
Well-Bein Well-Being
. KQI‘ 2
L




