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Abstract

Until recent years, the research on caregivers of dependent dwelling elder subjects has dealt with

the negative aspects of caregiving (e.g. depression, anxiety, anger). Recently, however, the positive

aspects of caregiving have received considerable attention, although it is difficult to define

these characteristics. The aim of this study is to determine some factors which can be seen as

predictors of the positive aspects experienced by caregivers. We have carried out a cross-sectional

study on 111 informal caregivers of dependent elderly patients who were assessed by a semi-

structured interview and by standardised questionnaires. The Caregiving Satisfaction Scale was used

as the main outcome measure. Caregivers experienced high levels of caregiving satisfaction

(mean � S.D. = 22.38 � 5.39). In most cases, caring for elderly and dependent relatives had a

positive impact on caregivers. Multiple regression analyses revealed that satisfaction was associated

with better previous affectionate relationships between the caregivers and the dependents, with being

caregiver by own initiative, with maintaining leisure time, with less use of venting emotions, and with

caregiver not working out of home. These findings suggest that the positive aspects of caregiving are

mainly related to specific characteristics of the caregivers. Furthermore, caregiving satisfaction was

not related to aspects of the stressors.
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1. Introduction

Most of the dependent elderly population dwell at their own or at a family home. The

relatives, known as informal caregivers, are those who provide most of the assistance for

the necessary activities of daily living (ADL), such as: feeding, bathing, dressing, toileting,

etc. Only a small proportion of the dependent elderly are in nursing homes or are attended

by professional formal caregivers (Aneshensel et al., 1995).

Research on informal caregivers has been focused on the negative and traumatic aspects of

providing care. Overwhelmingly, research shows how caregiving for dependent elderly

subjects generates emotional and physical distress on relatives. Thus, it shows that caregivers

get ill more often than those who are not caregivers (Kiecolt-Glaser et al., 1991); their

immune response is reduced (Kiecolt-Glaser and Glaser, 1994); and they feel, on many

occasions, overcome by the burden of the care (Dura et al., 1990), as well as by anxiety (Russo

et al., 1995), anger (Anthony-Bergstone et al., 1988) or depression (Ory et al., 2000).

Recently, however, more importance has been given to the positive aspects of informal

caregiving. It seems that caregivers have not only adverse experiences, but also positive

feelings related to their caregiver role (Kramer, 1997a).

It is difficult to define the positive aspects of caregiving, known as caregiving

satisfaction, since there is no clear definition of this construct. The positive aspects found

by the caregivers in their role of caregiving are more than the absence of pathology. We can

say that caregiving satisfaction represents the perceived subjective gains and rewards, and

the experience of personal growth that occurs as a result of providing care (Kramer, 1997a;

López, 2001).

Little is known about predictors of positive aspects felt by informal caregivers. Some

studies suggest that predictors of negative aspects of caregiving, such as burden, anxiety,

depression, etc. differ from predictors of positive aspects (Rapp and Chao, 2000).

There are gender differences with regard to caregiving satisfaction. For women

caregivers, a greater satisfaction in caregiving correlates with lower levels of anxiety and

depression (Yee and Schulz, 2000) and with maintenance of the same close relationship

with the cared husband that they had before the start of dependence (Motenko, 1989). On

the other hand, male caregivers find more positive aspects related to caregiving when they

are less educated, healthier, have better social networks, or report greater use of problem

focused coping (Kramer, 1997b).

There are also differences in caregiving satisfaction related to kinship between the

caregiver and the care recipient (Lawton et al., 1991). For spouses, caregiving satisfaction

does not correlate with care recipient symptomatology, the amount of time spent in

caregiving, and caregiver health; however, it is associated with greater emotional well-

being. Among children, a greater satisfaction is associated with more time spent providing

care, but not with the caregiver’s emotional well-being.

Psychogeriatric literature from the United States is increasingly interested in analyzing

the impact of caring for dependent elderly individuals on caregivers with different

sociocultural backgrounds (i.e. Caucasian, African–American, Hispanic) (Dilworth-

Anderson et al., 2002). Thus, traditional caregiving ideology (e.g. sense of reciprocity,

setting an example for one’s children, fulfilling personal values and familiar traditions) are

predictors of caregiving satisfaction in Caucasians but not in African–Americans (Lawton
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et al., 1992). Since there are differences between caregivers of diverse well-defined

sociocultural groups in the United States, it is reasonable to consider possible differences

among Spanish subjects and other groups of caregivers.

The aim of this study is to determine predictors of the positive aspects reported by

informal caregivers of dependent elderly individuals in Spain.

2. Subjects and methods

2.1. Sample

The sample was made up of 111 caregivers of older and dependent persons. Caregivers

were recruited from different family associations, gerontology services, and health centers.

Other caregivers responded to an advertisement published in the media.

To be eligible for the study, caregivers had to meet the following criteria: (a) the

caregiver was providing care for a community-dwelling dependent older patient (aged over

60); (b) the caregiver identified him- or herself as the family member who was primarily

responsible for the patient’s care; (c) the caregiver resided permanently with the patient; (d)

the caregiver had been caring for the patient at least for 6 months; (e) the patient required

extended supervision and assistance with daily life activities. Dependence was established

by using the activities of daily living (ADL) index (Katz et al., 1963), assuming that

limitation in one or more items indicated the presence of disability.

The ADL index is an instrument used to measure functioning on six sociobiological

functions that involve self-care and mobility that, in conclusion, allow an independent

lifestyle. Its six-item structure, with a three point-scale, allows gradation of the level of

dependency related to bathing, dressing, toileting, transferring, continence, and feeding. In

agreement with other studies (Aggarwal et al., 2000), the need for assistance in one or two

ADL demonstrates moderate dependency, while three or more ADL indicate the presence

of severe dependency. The ADL index has an appropriate content and construct validity, as

well as a high internal consistency and inter-rater reliability. It is a scale with suitable

psychometric characteristics (Beckett et al., 1996).

2.2. Variables and measures

2.2.1. Predictor variables

Five categories were established: characteristics of the caregiver and care recipient,

stressors (i.e. characteristics related to the caregiving role), appraisal, caregiver’s resources

and caregiver’s problems. To assess them, a semistructured interview was used, that is

available from the authors on request, and standardised questionnaires.

a. Characteristics of the caregivers included age, sex, marital status, educational level,

job, working loss incurred due to caregiving, incomes, kinship with the care recipient,

the previous affective relationship (before starting to provide care to the relative), the

current affective relationship, the desire to institutionalize the care recipient, and the

reasons for being the caregiver. The care recipient characteristics included age and sex.
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b. Stressors included the duration of caregiving (the months as caregiver), the daily

schedule as caregiver, the type of caregiver, the number of people to care for, the groups

who help the caregiver, the care recipient’s level of dependence, and the amount of

behavioral and memory problems.

The care recipient’s level of behavioral and memory problems was measured by the

memory and behavior problems checklist (MBPC) (Zarit and Zarit, 1983). This scale

focuses on the problems of the dependent person and the impact they have on the

caregiver. This scale is a 30-item instrument, with two entries: one to assess the

behavioral and memory problems of the patients, and the other to measure the

caregiver’s reactions to these problems. The daily problems impact on the caregiver was

calculated by the sum of the products of each item scored on both scales. The MBPC has

appropriate psychometric properties (Vitaliano et al., 1991).

c. Appraisal included levels of burden, that was measured by the caregiver burden

interview (CBI) (Zarit et al., 1980). It is a 22-item self-administered instrument. Each

item scores frequency from 1 (never) to 5 (nearly always), with higher scores suggesting

a greater burden (46 or less suggests there is no burden, 47–55 suggests a moderate

burden, and 56 or higher points suggests extreme burden). The CBI has a fair test–retest

reliability and an adequate internal consistency (Vitaliano et al., 1991).

d. The caregiver resources included levels of self-esteem, social support, subject

satisfaction with the amount of perceived support, and coping strategies.

Self-esteem was measured by the Rosenberg (1965) self-esteem scale, a 10-item

instrument designed to achieve a self-satisfaction measure. It scores the relationship

between the real and the ideal self-image. It shows an adequate internal consistency and

a good test–retest liability (Fleming and Courtney, 1984).

Social support was measured by the 12-item social support questionnaire, short

form-revised (SSQSR) (Saranson et al., 1987). It refers to the number of persons

supplying support (0–9) and the satisfaction derived from this support (1, very

dissatisfied to 6, very satisfied). It shows an appropriate internal consistency for the total

number of supports and for the support satisfaction (Goode et al., 1998).

Coping strategies were measured by the brief COPE (Carver, 1997). It is a 28 items

instrument that assesses 14 coping strategies, two items each, on a scale from 1 to 4.

These scales reflect active versus avoidant coping strategies, and they have high levels

of internal consistency.

e. The caregiver problems included levels of depression, anxiety, trait anger, anger

expression, psychotropic drug consumption, and changes in healthy behavior (such as

sleeping, fitness, leisure, visits to doctors, and tobacco consumption).

Anxiety was measured by the anxiety subscale from the hospital anxiety and dep-

ression scale (HAD-A) (Zigmond and Snaith, 1983). It has been designed to detect

anxiety; thus preventing the risk of confusing physical symptoms with anxiety problems.

It is a seven-item instrument in which a score of 8 or above suggests anxiety problems. In

a recent review of 747 studies using HAD (Bjelland et al., 2002), the mean Cronbach’s

coefficient alpha was 0.83, and with a 8 cut-off value, the subscale sensitivity and

specificity was 0.80. Though it is an inpatient scale, it may also be used in community

surveys.
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Anger was measured by the 34-item state-trait anger expression inventory (STAXI)

(Spielberger, 1999). The 10-item trait scale assesses a person’s general predisposition to

becoming angry. In the same way, STAXI has an anger expression index that results from

the differences between the expression and control scores. It has a fine internal consistency

and an adequate test–retest reliability (Miguel-Tobal et al., 2001).

Depression was measured by the Beck depression inventory (BDI) (Beck et al., 1979). It

is the most common depression questionnaire. It has 21 items, of 4 grades each, to appraise

depressive symptoms present in the preceding week and has good psychometric

characteristics. A study of the psychometric properties of this test with clinical and sub-

clinical samples since 1961–1986, proposed a global score ranging 0–9 for no depression,

10–18 for mild depression, 19–29 for moderate depression, and 30–63 for severe

depression (Beck et al., 1988). The sensitivity was 70%, and the specificity was 79% for the

BDI when applied to a sample of caregivers with a cut-off point of 9/10 for a mild

depression and a sensitivity of 42% and specificity of 93%, and with a cut-off point of 16/17

for moderate or severe depression. This study shows that the sensitivity decreases when the

cut-off point is high (Gallagher et al., 1989).

2.2.2. Outcome variable

The positive aspects of caregiving were assessed by the Caregiving Satisfaction Scale

(CSS) (Lawton et al., 1989). This scale is a six-item instrument, range from 6 to 30, with

higher scores indicating greater satisfaction. Five items measures enjoying being with the

patient, delighting in patient pleasure, feeling closer to the patient, giving a meaning to

caregiver’s life, and boosting caregiver’s self-esteem. A sixth item asks for the caregiver’s

global satisfaction in his duty in assisting the patient.

The CSS is the most frequently used scale to measure the positive aspects of caring. It

shows an appropriate test–retest reliability and good internal consistency in the case of

caregivers using respite services as well as for those who have their loved ones in institutions

or for those who assist their relatives at home (Lawton et al., 1989; Brody et al., 1992).

2.3. Statistical analysis

Correlations between the dependent and the independent variables were analyzed. For

quantitative variables, the Pearson correlation was used (rxy), and for ordinal variables,

Spearman correlations were used (rs). For dichotomous variables, point-biserials

correlations were used (rpb). Qualitative variables with more than two possible values

(e.g. marital status, kinship) were dichotomized.

Variables that showed significant correlations ( p < 0.05) were introduced in a post step-

wise regression analysis in order to determine the weight and relationship between different

variables related to the caregiver, or to the care recipient, and for caregiving satisfaction.

3. Results

As shown in Table 1, the sample was composed of caregivers whose age ranged between

27 and 90 years, with a mean age of 57.9 years. Most were married (73.9%), adult children
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Table 1

Characteristics of the caregivers and care recipients and correlates with caregiving satisfaction

Sample (n = 111) Correlates

Age [M (S.D.)] 59.7 (11.8) rxy = 0.227a

Sex [N (%)]

Women 91 (82) rpb = �0.189a

Marital status [N (%)]

Single 21 (18.9) rpb = 0.025

Married 82 (73.9) rpb = 0.047

Widow 5 (4.5) rpb = �0.08

Divorced 3 (2.7) rpb = �0.084

Educational level [N (%)] rs = �0.102

Low level studies 26 (23.4)

Primary studies (until 10 years) 6 (5.4)

Secondary studies (until 18 years) 56 (50.4)

Academic studies 23 (20.8)

Job [N (%)] rpb = �0.229a

Inactive (unemployment, retired, housewife) 75 (57.6)

Active 36 (32.4)

Working loss incurred due caregiving [N (%)] 10 (9) rpb = 0.026

Monthly caregivers’ incomes [N (%)] rs = �0.202a

Less than 600 s 16 (14.4)

600–1500 s 56 (50.5)

1500.01–3000 s 31 (27.9)

More than 3000 s 8 (7.2)

Kinship with the care recipient [N (%)]

Spouse 28 (25.2) rpb = 0.151

Children 74 (66.7) rpb = 0.012

Other (son in law/daughter in law, nephew/niece,

brother/sister, grandson/granddaughter)

9 (8.1) rpb = �0.261b

Previous affective relationship with relative [N (%)] rs = 0.325b

Problematic, no conflicts 7 (6.3)

Uninterested 8 (7.2)

Normal 46 (41.4)

Great intimacy and fondness 50 (45)

Current affective relationship with relative [N (%)] rs = 0.212a

Worsened 21 (18.9)

More or less 66 (59.5)

Improved 24 (21.6)

Desire to institutionalize the patient [N (%)] rs = �0.326b

Never 61 (55)

Sometimes 32 (28.8)

Frequently 18 (16.2)

Reasons for being a caregiver [N (%)]

Asked by the relative 6 (5.4) rpb = 0.035

By own initiative 54 (48.6) rpb = 0.316b

By family imposition 4 (3.6) rpb = �0.293a

The only person to do it 9 (8.1) rpb = �0.218a



of the patients (66.7%), and female (82%). Though there were great differences in the

education level of the caregivers, most had finished primary studies. However, a substantial

percentage of caregivers had little educational attainment, and 28.8% had not reached a

medium level of education. Most caregivers (57.6%) did not have paid jobs: they were

housewives, retired or unemployed. Only a low proportion (9%) had to leave their jobs to

care for their relatives. The majority (50.5%) reported a monthly family income between

600 and 1.500 s. The care recipients were mainly women (67.6%) and very old

(mean � S.D. = 82.1 � 8.0 years).

There were many reasons for caring for a dependent elderly relative. In many instances

it was done on the own initiative of the caregiver (48.6%), or because of a feeling of

obligation (29.7%). Only 16.2% thought frequently of sending their relatives to a nursing

home. Most caregivers (45%) considered that their personal relationship with the cared

person, before needing care, was one of fondness and familiarity. An important percentage

of caregivers said that their relationship was appropriate (41.4%). Only a minority

considered that their relationship was problematic and distant (13.6%). In the majority of

cases (59.5%), there had been no change in the emotional relationship. However, in 21.6%

of the cases, the emotional relation had improved and in 18.9% had worsened.

As can be seen in Table 2, although 54.1% of the caregivers said they did not have any

help in caregiving, 45.9% considered that although they were the main caregivers, they

received help from others or from institutions. In fact, 73% of the caregivers were helped

occasionally by other relatives, and 53% had professional help from various services such

as adult day centers, home service support, and respite services, etc.

Despite using the above support services, caregiving was time-consuming, with a mean

of 14 h a day during a mean period of 69.86 months. Furthermore, a fifth of the caregivers

in the sample helped more than one elderly dependent subject at the same time.

To care for their relatives were not an easy task because 71.2% of the care recipients

were heavily dependent (ADL index � 3), and with many memory and behavioral

problems (mean: 76.1).

When explaining if the caregiver had more or less positive feelings when doing their job,

it is important to bear in mind not only stressors but appraisals and personal resources that

differentiate each of the caregivers. Participants perceived their role as a burdensome

experience. The level of caregiver’s self-esteem was adequate and, though the perceived

social support was not too high, the providers of care were very satisfied with it.

When having problems in caring for their relatives, caregivers used active coping

(‘‘doing something to resolve the difficulties’’), acceptance (‘‘agreeing with the fact that
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Table 1 (Continued )

Sample (n = 111) Correlates

Nobody wanted to do it 5 (4.5) rpb = �0.129

He thinks it is his duty 33 (29.7) rpb = �0.054

Care recipient age [M (S.D.)] 82.06 (8) rxy = �0.074

Care recipient sex [N (%)]

Women 75 (67.6) rs = �0.068

a Correlate is significant at level 0.05 (two tails).
b Correlate is significant at level 0.01 (two tails).



the stressful event has occurred and is real’’), and planning (‘‘designing strategies to

resolve the problems’’). All of these strategies are characteristics of a type of active coping,

which does not deal with the problems but copes with them. Also, the caregivers used,

though in not many cases, drugs, humor (‘‘making jokes about the stressor’’) or showed

behavioral disengagement (‘‘avoid coping with the problems’’), which are typical

strategies of avoidant coping.

Caregivers also show a moderate use of the following coping strategies: denial (‘‘refusal

to believe the reality of what has happened’’), seeking instrumental social support
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Table 2

Stressors, appraisal and caregiver resources and correlates with caregiving satisfaction

Sample (n = 111) Correlates

Months as caregiver [M (S.D.)] 69.86 (64.26) rxy = �0.014

Daily hours as caregiver [M (S.D.)] 14.59 (8.23) rxy = 0.216a

Type of caregiver [N (%)]

Unique 60 (54.1)

Principal 51 (45.9)

More than one elderly dependent relative to care for [N (%)] 22 (19.8) rpb = �0.095

Groups who help the caregiver [N (%)]

Professionals 59 (53) rpb = �0.025

Family members 81 (73) rpb = �0.099

Friends 10 (9) rpb = �0.04

Neighbors 6 (5.4) rpb = �0.052

Volunteers 7 (6.3) rpb = 0.012

Care recipient dependence [N (%)] rpb = �0.09

Moderate 32 (28.8)

Severe 68 (71.2)

Care recipient memory and behavioral problems [M (S.D.)] 76.08 (60.03) rxy = �0.083

Burden [M (S.D.)] 59.44 (14.48) rxy = �0.377b

Self-esteem [M (S.D.)] 31.17 (4.18) rxy = 0.07

Perceived social support [M (S.D.)] 17.01 (9.82) rxy = �0.025

Satisfaction with social support [M (S.D.)] 28.19 (5.57) rxy = 0.01

Coping strategies [M (S.D.)]

Self-distraction 3.95 (1.72) rxy = �0.161

Active coping 5.08 (1.87) rxy = 0.076

Denial 2.97 (1.45) rxy = �0.048

Substance use 2.04 (0.2) rxy = 0.009

Use of emotional support 4.2 (1.65) rxy = 0.011

Use of instrumental support 4.47 (1.76) rxy = �0.062

Behavioral disengagement 2.55 (1.19) rxy = �0.047

Venting 3.81 (1.54) rxy = �0.361b

Positive reframing 4.66 (1.86) rxy = 0.046

Planning 5.01 (1.92) rxy = �0.035

Humor 2.57 (0.91) rxy = �0.018

Acceptance 5.73 (1.7) rxy = �0.011

Religion 4.9 (2.13) rxy = 0.195a

Self-blame 3.31 (0.45) rxy = �0.250b

a Correlate is significant at level 0.05 (two tails).
b Correlate is significant at level 0.01 (two tails).



(‘‘looking for advice and support’’), self-distraction (‘‘doing things to think less about it’’),

seeking emotional social support (‘‘going to others looking for support and sympathy’’),

venting (‘‘expression of negative feelings of the caregiver’’), and religion (‘‘finding support

in spiritual beliefs’’).

Nevertheless, as shown in Table 3, caregivers experience and showed a high anxiety,

depression and anger. Maintaining healthy behaviors is difficult for the caregivers, since

89.2% of them had less leisure time than during their non-caregiver period. Further, 68.5%

slept less than previously, 51.4% did less physical activity and 36% consumed more

psychotropic drugs than before. Nevertheless, tobacco consumption and visits to the doctor

were not heavily influenced by the fact of being a caregiver.

In spite of all the above, supporting a relative had a positive impact on the caregivers.

The mean satisfaction score was 22.38 � 5.39 (S.D.). Caregivers found, in general, great

satisfaction in the support of their relatives and pleasant moments with their relatives gave

them pleasure. Sometimes supporting a relative made the caregivers feel closer to their

loved ones, helped them to enjoy being together, and gave sense to their lives. Nonetheless,

caregivers did not think that caring for a relative improved their self-esteem.

There were differences related to caregiver sex and kinship. Men, in this study, found

more satisfaction as caregivers than women ( F(1, 109) = 4.03, p < 0.05). Children and

spouses of the dependent elder had more satisfaction than those with other kinds of

relationships (such as sons-in-law, daughters-in-law, nephews, nieces, grandsons,

granddaughters, etc.) ( F(2, 108) = 4.68, p < 0.05).

On the one hand, caregiving satisfaction showed a significant direct correlation (Tables 1–

3) with caregiver’s age, better previous and current affective relationship with the care

recipient, daily hours as caregiver, being caregivers by own initiative, use of religion as a

coping strategies. While on the other hand, therewas a significant inverse correlation between

caregiving satisfaction and being a female caregiver or an active worker, monthly caregiver’s

incomes, have a kinship with the care recipient different than spouse or children, have a more

frequent desire to institutionalize the patient, being a caregiver by family imposition or

because he was the only person to do it, use of venting or self-blame as coping strategies,

levels of burden, depression, trait anger, more psychotropic drugs consumption since

caregiver status started and less leisure time since caregiver status started.
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Table 3

Caregiver problems and correlates with caregiving satisfaction

Sample (n = 111) Correlates

Depression [M (S.D.)] 12.04 (7.59) rxy = �0.217a

Anxiety [M (S.D.)] 8.24 (4.49) rxy = �0.173

Anger expression index [M (S.D.)] 27.11 (8.47) rxy = �0.061

Trait anger [M (S.D.)] 19.39 (5.33) rxy = �0.187a

More psychotropic drugs consumption since caregiver status [N (%)] 40 (36) rpb = �0.205a

Less visits to the doctor since caregiver status [N (%)] 29 (26.1) rpb = �0.156

Less sleep hours since caregiver status [N (%)] 76 (68.5) rpb = 0.049

Less fitness since caregiver status [N (%)] 57 (51.4) rpb = �0.047

Less leisure time since caregiver status [N (%)] 99 (89.2) rpb = �0.243b

More tobacco consumption since caregiver status [N (%)] 5 (4.5) rpb = �0.032

a Correlate is significant at level 0.05 (two tails).
b Correlate is significant at level 0.01 (two tails).



Sex, age, and incomes are demographic variables that were likely to differentiate the

impact of caregiving role. Caregivers experienced greater satisfaction it they were men,

older, and had lower family incomes.

It was easier to experience caregiving satisfaction when caregivers felt closer to the care

recipients. In fact, satisfaction was higher when there was a good previous and present

emotional relationships between the caregiver and the care recipient. And caregivers with a

closer kinship (i.e. children, or spouses of the care recipient) also reported higher levels of

caregiving satisfaction.

When being a caregiver was a free and personal option, it was easier to discover more

satisfaction in the performance of their role. Caregivers by own decision, and not by family

imposition or because he or she was the only person to do it, experienced more caregiving

satisfaction. And also, caregivers with lower desire of care recipient institutionalization

experienced greater satisfaction.

Caregiving satisfaction was not related to any of the objective caregiving stressors,

except for daily hours as caregiver. Caregivers perceived more caregiving satisfaction

when they had the opportunity to share more time with the care recipient. So, they

experienced more satisfaction when they did not work outside the home and spent longer

time daily caring for the relative.

Caregiver’s appraisal was highly related with gratification from caregiving. That is,

caregivers that reported that they experienced higher subjective burden showed lower

satisfaction. It was quite difficult to experience satisfaction from caregiving when

caregivers perceived their role as a burdensome experience.

And it was also difficult to experience caregiving satisfaction when caregivers had a lot

of problems. So, caregivers showed less caregiving satisfaction when they had more

depression and anger, they had less leisure time since caregiver status started, or consumed

more psychotropic drugs.

Noteworthy is that some coping strategies were related to fewer caregiving satisfaction.

Caregivers that had a lower use of venting and self-blame, and on the other hand, higher

utilization of religion as coping strategies, showed greater satisfaction.

As shown in Table 4, stepwise regression analysis shows that better previous emotional

relationships with the dependent elder, less use of venting strategy, being the caregiver by

one’s own decision, having leisure time and not working outside the home, correlate with
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Table 4

Stepwise regression analysis of levels of caregiving satisfaction

b Change in R2

Previous affective relationshipa 0.337*** 0.216

Use of venting as a coping strategy �0.336*** 0.115

Own initiative caregiver (0, no; 1, yes) 0.249** 0.044

Time of leisure since caregiver status (0, less; 1, same time) 0.216** 0.041

Work outside of the home (0, no; 1, yes) �0.207** 0.042

Adjust R2 0.43

F(5, 98) 17.335

a High scores suggest best relationship with the relatives.
** p < 0.01.

*** p < 0.001.



better caregiving satisfaction. These five factors explain 43% of the caregiving satisfaction

variance of the caregiver. This percentage is better than those found in previous studies

(Kramer, 1997b).

4. Discussion

Surprisingly, a higher objective burden for the caregiver (e.g. longer period of time as

the caregiver, caring longer hours per day, having less external support, etc.) does not

correlate with satisfaction. However, working outside the home is associated with less

caregiving satisfaction. A possible explanation is that working in two different places (at

home and at work) yields a clash of roles, as neither of the roles can be ideally performed,

and therefore the subjects have difficulty in finding rewarding elements in their activity as

caregivers. Spare time is notably reduced, struggles at work probably increase, and time

incompatibility can be stressful; thus, it is more difficult to enjoy the daily duties as a

caregiver. In fact, a decline in leisure time since being a caregiver predicts less satisfaction

in caring.

Venting one’s feelings more frequently when caring appears to correlate with less

positive characteristics of caring for the dependent elder. Therefore, expressing unpleasant

or negative feelings does not help one to enjoy the experience of caregiving. Venting may

appear as a coping strategy which releases the caregiver’s tension. But, the truth is that

caregivers, when they say how bad they feel, do not solve their problems and do not help to

discover the positive aspects of the difficult situations they have gone through. Thus,

venting one’s feeling does not help to develop strategies to solve problems, or control the

situation; and on most occasions, it reinforces the unpleasant feelings of the caregivers.

When caregivers tell others how bad they feel, those they confide in will only emphasize

their suffering, asserting that they indeed are undergoing an ordeal. In that way they

contribute to maintaining the difficulty in solving problems or in finding the enjoyment in

being a caregiver.

Caregivers with better previous relationship with cared relatives report higher

satisfaction with caregiving. This may be because enjoying a good longstanding

relationship with their relative makes it easier to find positive features in their role, despite

the burden. It is easier to cope with the problems of caregiving for dependent elders when

there is a loving relationship. The burden is best carried when the care recipient is a loving

person. Having had a previous affectionate relationship can help to understand the

caregiver’s role as an act of reciprocity.

This feeling of reciprocity as facilitator of positive aspects felt by the caregiver could

also explain the reason why caregivers who attend to a relative by their own decision, not

because it is imposed upon them, find more satisfaction when fulfilling their role.

This research has some limitations that should be taken into consideration when reading

the results. The cross-sectional design of the research does not allow establishing

the direction of the relations. Although it would seem more probable that the way of

coping and the previous experience with the elder increases the feelings of positive aspects,

these positive feelings could also influence the way the caregivers cope with the problems;

or how they remember their previous experience with the cared elderly person.
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Furthermore, in a cross-sectional design, the cause–effect relation must be interpreted

carefully.

Even though efforts were made to recruit patients from a wider spectrum, the sample

had a medium-high educational level and came, in most cases, from different services for

the aged in Madrid city. Results from this survey cannot be generalized to caregivers of low

educational level, to those from rural settings, or to those with no link to specialized old age

facilities.

Another fact to bear in mind is that the investigated caregiving satisfaction aspects are

not the only ones that could be experienced by caregivers of the elderly dependent

population. Thus, some caregivers could experience the feeling of being capable of solving

a situation that seemed very difficult at the beginning. Caregiving helped them to find new

insights about themselves and others. Being a caregiver made them stronger individuals,

and caring for a relative let them feel closer to their family, etc.

In conclusion, present results suggest that caregiving in our sociocultural environment,

although it has negative effects at the physical and psychological levels, may also have

some emotionally positive results. The outcomes related to these positive emotional

aspects are the following: a better previous affectionate relationship between the caregiver

with the care recipient, less use of venting as a coping strategy, being a caregiver by one’s

own decision, maintaining the same amount of leisure time than before becoming a

caregiver, and not working outside the home. All these factors are related to caregiver

characteristics, not to those of the care-receiving subjects. Thus, it is possible to care for a

very dependent elderly person with serious memory or behavioral problems and feel

satisfaction in the role of caregiver. In fact, positive aspects have been found even when the

situation of the cared person includes advanced Alzheimer’s disease, severe respiratory

insufficiency, immobility, and others because it is in the caregivers’ capacity to overcome

these problems or in maintaining a good affectionate relationships with the elder relative,

where maximum caregiving satisfaction feelings could be found.

Summing up, a better understanding of the positive aspects of caregiving, and the

related predictors for caregivers of elderly dependent subjects, could help health

professionals to not only try to avoid the numerous negative problems associated with

subjects and their caregivers, but to strengthen the positive aspects also to be found in

caregiving.
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