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Objectives: This research examines caregiver depression in the context of traditional
care-related primary stressors, such as the caregiving context and care-recipient
impairment, and secondary stressors, such as family environment and decision-mak-
ing satisfaction. Methods: The authors examine a causal (path) model of depression
among 244 caregivers. Ordinary least squares regression results are used to determine
the direct and indirect effects of stressors on caregiver depression. Results: The path
coefficients obtained show that adaptability and conflict have the most powerful net
effects. With the caregiving context variables, they explain approximately 30% of the
variance in decision-making satisfaction. Family adaptability and decision-making
satisfaction also have significant paths. The caregiving context, network, family envi-
ronment, and decision-making variables explain approximately 25% of the variance
in caregiver depression. Discussion: These findings suggest that practitioners work-
ing with caregivers to ameliorate depression need to examine the broader aspects of
family environment and caregiver perceptions related to decision making.

Perhaps one of the most extensive literatures in social gerontology
has been the examination of the predictors of caregiver well-being
(Clipp & George, 1993; Deimling & Bass, 1986; Walker, Acock,
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Bowman, & Li, 1996; S. H. Zarit, 1989; S. H. Zarit, Todd, & J. M.
Zarit, 1986). This literature has focused primarily on the role that older
adults’ impairment levels and care requirements play as stressors and
how these stressors culminate in care-related strain among primary
caregivers (typically spouses and adult children) (Cantor, 1992; John-
son & Catalano, 1983; Shanas, 1979). Caregiving research has focused
heavily on the dyadic (primary caregiver/care recipient) relationship.

However, caregiving is typically imbedded in a broader family con-
text, one that goes beyond the dyad. This is especially true in terms of
care-related decisions that often involve a range of family members
(Deimling & Smerglia, 1992). The family environment in which these
decisions are made has rarely been considered as a potential stressor
(Coulton, Dunkle, Goode, & MacKintosh, 1982). Such decisions and
related family processes may be emotionally charged and thus seem to
have significant potential for causing strain and adversely affecting
caregivers’ emotional well-being.

This article evaluates an empirical model of the relationship be-
tween important factors in the caregiving context (caregiver type,
care recipient physical self-maintenance, and care recipient cognitive
impairment), family environment (adaptability, cohesion, and conflict),
decision-making satisfaction, and caregiver depression. The model is
grounded in the general stress paradigm (Pearlin, 1989) and portrays
caregiver depression as an outcome of the caregiving process and as a
function of the caregiving context, global aspects of the broader fam-
ily environment, and decision-making satisfaction. The model pre-
sented here represents a refinement of and elaboration on the possible
direct and indirect linkages between these factors.

THE STRESS PARADIGM

The study of caregiver well-being has often been illuminated by the
broader stress and coping paradigm. Pearlin’s (1989) work in this area
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is a particularly useful application in this research. Pearlin differenti-
ates between primary and secondary stressors, both of which culmi-
nate in stress outcomes, including global outcomes such as depres-
sion. In our research, the characteristics of the caregiving context
represent primary stressors. Factors such as the care recipient’s physi-
cal and mental impairment clearly represent primary and very direct
sources of stress. Being a spouse caregiver also is a primary stressor
inasmuch as spouse caregivers may themselves have frailties that limit
their ability to withstand the rigors of caregiving. In addition, a spouse
caregiver has the added potential stressor of living with and experienc-
ing daily the decline of his or her mate.

Pearlin (1989) also identifies secondary stressors as important to
our understanding of caregiver strain. These are stressors that arise, at
least in part, as the result of the primary stressors. In this research,
family environment or rather problematic aspects of family environ-
ment may arise from the difficulties imposed by caregiving. Similarly,
decision-making satisfaction or a lack of satisfaction with the decision-
making process may be a secondary stressor arising from the com-
plexities of caring for a seriously impaired spouse or parent. From the
perspective of Pearlin’s conceptualization, the primary stressors rep-
resented by the caregiving context together with the secondary stress-
ors of impaired family environment and lower levels of decision-mak-
ing satisfaction can have additive effects on global caregiving
outcomes such as caregiver depression.

DEPRESSION AND CAREGIVING

A review of the literature on caregiving shows a range of well-being
outcomes that have long been the concern of researchers (George &
Gwyther, 1986; Kramer, 1993; Ward, Sherman, & LaGory, 1984;
Wright, Lund, Caserta, & Pratt, 1991). Many of the specific outcomes
such as morale, psychological well-being, negative affect, and depres-
sion are important because of their potential to affect other caregiving
outcomes, such as institutional placement of the impaired older adult
(Deimling & Poulshock, 1985; Poulshock & Deimling, 1984). Depres-
sion has often been one of the focal well-being outcomes of research
on caregiver strain (Kinney, Stephens, Franks, & Norris, 1995;
Rosenthal, Sulman, & Marshall, 1993). For example, Clair,
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Fitzpatrick, and LaGory (1995) found that 51% of the caregivers in
their sample were at the “threshold” of clinical levels of depression.

There are a number of features of the caregiving context that have
been viewed as primary stressors and predictive of depressive symp-
toms among family caregivers (Boss, Caron, Horbal, & Mortimer,
1990; Deimling & Bass, 1986; Parks & Pilsuk, 1990; Smerglia &
Deimling, 1997; Stull, Bowman, & Smerglia, 1994). One of these
context variables is the relationship of the care recipient to the care-
giver (i.e., spouse caregiver or adult child caregiver). Research has
shown that spouse and adult child caregivers have different needs and
concerns (Cantor, 1983; Shanas, 1979; Suitor & Pillemer, 1993) and
may be affected differently by the strains of caregiving (Clair et al.,
1995; Deimling, 1994; Rosenthal et al., 1993). For example, Clair
et al. (1995) found that the caregiver/care recipient relationship was a
significant predictor of caregiver depression. Taken together, these
studies show that spouses who are caregivers will likely have a higher
level of depression than adult child caregivers.

Prior research demonstrates that the severity of specific types of
impairment has differential effects on specific caregiver strain out-
comes (Deimling & Bass, 1986; Mancini & Blieszner, 1989; Stull,
Kosloski, & Kercher, 1994). Thus, the levels of physical and cognitive
impairment exhibited by the care recipient are caregiving context vari-
ables that have been considered. Physical impairment, in terms of
activities of daily living limitations, has been shown to be an important
predictor of caregiver depression (Clair et al., 1995; Kinney et al.,
1995).

Findings on the role that the care recipient’s cognitive impairment
plays in caregiver depression are fairly consistent. Greater cognitive
impairment is generally associated with increased caregiver depres-
sion (Kinney et al., 1995; Smerglia & Deimling, 1997) and is often the
strongest single predictor of depression (Hannappel, Calsyn, & Allen,
1993). In research conducted with a sample of family members caring
for a cognitively incapacitated older adult, Whitlatch, Feinberg, and
Sebesta (1997) demonstrated the link between a decline in the care-
givers’ physical health and an increase in depressive symptoms.
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FAMILY ENVIRONMENT AND CAREGIVER STRAIN

The socioemotional environment in which caregiving takes place is
another factor with the potential to affect caregiver depression. One
study found that caregiver depression is affected indirectly by the
quality of familial relationships (Hannappel et al., 1993), whereas
another study found familial relationship approached statistical sig-
nificance as a predictor of depression (Rosenthal et al., 1993).

In the research that has been published on specific dimensions of
family environment, family conflict and adaptability have been shown
to be related to caregiver depression, with caregivers who report higher
levels of conflict and lower levels of adaptability exhibiting higher
levels of depression (Smerglia & Deimling, 1997). Kinney and her
colleagues (1995) reported that caregiving “hassles,” a measure of
problems that includes family conflict, are a significant predictor of
depression. In addition, Hannappel and colleagues (1993) report that
support satisfaction, a different aspect of family environment, has a
significant indirect effect on caregiver depression through “caregiver
upset.”

DECISION MAKING AND CAREGIVER STRAIN

Whereas much of the focus in the first decade of caregiving research
has been on the impact of care recipient impairment on caregiver strain,
gerontologists have become increasingly interested in the interaction
of family members related to care provision and its potential to exacer-
bate caregiver strain. Prior research suggests helping and decision-
making networks are important to understanding satisfaction with the
caregiving process (Cox, 1996; Deimling & Smerglia, 1992; Dorfman,
Holmes, & Berlin, 1996; Johnson, 1983; McCauley & Travis, 1997).

Indeed, families tend to rely on a variety of their members rather
than on professionals for elder care decisions (Coulton et al., 1982;
Keith, 1983; Smerglia, Deimling, & Barresi, 1988; Stull, Bowman, &
Smerglia, 1994). Sorenson and S. H. Zarit (1996) recently elaborated
on the broad range of care-related interaction among family members,
including anticipatory caregiving, concrete planning, actual decision
making, and role socialization. Their research noted that the majority
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of family members were at least somewhat satisfied with the discus-
sion related to care planning.

The above research represents the recent considerable expansion in
interest in care-related decisions. However, the research to date has
typically not examined the impact of these factors on forms of care-
related strain such as depression (Smerglia & Deimling, 1997) and has
not provided a comprehensive model of how decision making may
effect the caregiver’s well-being. Yet, the decision-making process
clearly has the potential to engender forms of additional strain for the
caregiver beyond the strain associated with concrete caregiving tasks.

FAMILY ENVIRONMENT AND CARE-RELATED DECISIONS

The decisions regarding the care of impaired older adults occur
within the broader family psychosocial environment, which includes
the quality of interpersonal relationships among family members. For
example, Cicirelli (1993) found the interpersonal relationship
between care recipient and caregiver to be an important factor in the
extent of “logical thinking” during the decision-making process.

The theoretical underpinnings that draw the connection between
family functioning and decision making are derived mainly from the
general family literature. According to the work of Olson, Sprenkle,
and Russell (1979), decision making is a fundamental component of
family functioning (see also Olson, Portner, & Lavee, 1985). More
specifically, Olson’s work demonstrates the importance of the rela-
tionship between decision making and family cohesion. Olson and his
colleagues also emphasize the importance of the cohesion dimension
in explaining situational stress and developmental change in the fam-
ily context.

Family environment may have both indirect and direct effects on
caregiver well-being. An example of a possible indirect effect of fam-
ily environment is through the caregiver’s satisfaction with the deci-
sion making. Making care-related decisions is often difficult in and of
itself. However, this process may be further complicated by problem-
atic aspects of the larger family environment, including features such
as a lack of familial cohesiveness or adaptability or family conflict.
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The lack of satisfaction with decision making may then, in turn, have a
direct impact on caregiver well-being.

However, aspects of family environment may also have a direct
impact on the caregiver’s emotional and physical well-being. Caring
for a seriously ill older adult who may be both cognitively and physi-
cally impaired is often a highly stressful situation. The strain put on a
caregiver can be severe even in the best of circumstances. An individ-
ual providing care in an environment where family members are in
opposition—in the absence of cohesiveness and adaptability, in which
the decision-making process is not functioning smoothly—is likely to
suffer additional assaults on personal well-being.

THE PATH MODEL

To better consider the complexities of the caregiving process as it
relates to caregiver depression, this research will examine a model
(see Figure 1) that is derived from the general stress paradigm and the
empirical findings discussed above. The model portrays the direct and
indirect effects of a range of predictors on caregiver depression. These
predictors include such primary stressors as the caregiving context
(caregiver type: adult child/spouse caregiver, care recipient cognitive
impairment level, and physical self-maintenance), as well as second-
ary stressors such as family environment (lower levels of adaptability
and cohesion and higher levels of conflict) and caregiver satisfaction
with decision making. In this model, the caregiving context is viewed
as affecting specific aspects of family environment. These, in turn, are
viewed as having an effect on the caregiver satisfaction with care-
related decisions. Finally, each of the preceding factors is viewed as
having an additive impact on the caregiver’s global well-being as mea-
sured by depression levels. The model posits that, in addition to the
direct effects of these factors on depression, caregiving context and
family environment may have indirect effects on depression through
decision-making satisfaction.

These hypothesized indirect effects reflect the possibility that with
increased impairment, the caregiving context may place more stress
on the family environment, which, in turn, makes care-related deci-
sions more difficult. Taken together with the preceding factors, lower

Deimling et al. / DECISION MAKING AND DEPRESSION 53



caregiver satisfaction with the decision-making process then erodes
the caregiver’s well-being, culminating in higher levels of depression.

Methods

THE SAMPLE

This research uses data from a larger study conducted by the
Benjamin Rose Institute. The original caregiving research was con-
ducted in the Cleveland, Ohio, standard metropolitan statistical area
(SMSA) between the years 1982 and 1986 and was made possible by
support from the Retirement Research Foundation and by the National
Institute of Mental Health. The original sample of more than 300
caregivers was obtained through referrals from numerous formal
community agencies and groups, and through self-referrals via media
announcements. Of all caregivers eligible for the study, 82% agreed to
participate and were interviewed in person.

For the purposes of the study, caregiving was defined as assistance
with at least one of six possible personal care tasks. Interviews were
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conducted with the impaired elder, the elder’s spouse, and at least one
immediate adult child caregiver. The analysis reported here is based
on data collected from 244 caregiver respondents during 1984. Of these
respondents, 169 are adult child caregivers, 34 of whom co-resided
with the care receiver. The remaining 75 respondents are caregiving
spouses, all of whom reside with the care receiver. In this sample,
there are no adult children residing in the household where the pri-
mary caregiver is a spouse. Table 1 provides descriptive demographic
characteristics of the caregivers involved in the study. Approximately
80% of the sample is White, and more than half of the caregivers are
adult children (169 out of a total of 244, or 69.3%).

The average age of the care recipient is 78 years, with nearly 45%
being older than 80. This sample was not specifically designed to
include only cognitively impaired care recipients, as in Alzheimer’s
caregiving studies. And although the level of cognitive impairment in
this sample was, on average, relatively low (Mean = 3.0, on the scale
ranging from 0 = no impairment to 10 = very high impairment), there
were a substantial number of care recipients who exhibited moderate
levels of cognitive impairment.
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Table 1
Demographic Characteristics (N = 244)

Frequency Percentage

Race
White 193 79.1
Black 51 20.9

Caregiver type
Adult child 169 69.3
Spouse 75 30.7

Co-residing caregiver/Care recipient
Yes 109 44.7
No 135 55.3

Age of care recipient (Mean = 78.1 years)
62-69 50 20.5
70-79 86 35.2
80-89 83 34.1
90-99 25 10.2



MEASURES

The first category of measures used in these analyses is caregiving
context, which represents the primary stressors in the model. This
conceptual category includes the caregiver’s relationship to the care
recipient and is coded 0 for adult child and 1 for spouse. Other vari-
ables included as care-related stressors are items measuring the care
recipient’s levels of physical functioning and cognitive impairment.
Lawton and Brody’s (1969) Physical Self-Maintenance (PSM) Scale
is used to measure physical functioning. The PSM Scale demonstrates
an alpha reliability of 0.85 in this sample. Cognitive impairment is
measured using a five-item scale developed by Deimling and Bass
(1986) that assesses symptoms such as memory problems and diffi-
culties due to confusion. The scale, which ranges from 0 (no impair-
ment) to 10 (very high impairment), demonstrated an alpha reliability
of 0.81 in this sample.

The second category of variables used in this analysis is family
environment, which represents one type of secondary stressor. The
instrument includes three subscales: Adaptability, Cohesion, and Con-
flict, based on an adaptation of the Family Adaptability and Cohesion
Evaluation Scale (FACES-III) (Olson et al., 1985). The Adaptability
subscale is composed of six items and demonstrated an alpha reliabil-
ity coefficient of 0.67 in this sample. This subscale includes items
such as “Our family tries new ways of dealing with problems,” and
“When problems come up, we compromise.” Responses for items of
all three subscales are coded on a 5-point Likert-type scale, with
choices ranging from almost never to almost always.

The Cohesion subscale contains eight items and demonstrates an
alpha reliability of 0.78 in this sample. This subscale operationalizes
the extent to which the members of a family stick together and feel
attached to each other during the caregiving process. This subscale
includes such items as “Family members are supportive of (helpful to)
each other during difficult times,” and “Family members consult (talk
to) other family members on (about) their decisions.”

The Conflict subscale is a two-item measure and addresses the
amount of hostility and opposition that characterizes the family. The
two items used for the conflict subscale are “If you disagree with some-
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one in our family, they’re likely to get angry,” and “We can usually talk
out problems when they come up without arguing.”

Decision-making satisfaction, which represents another type of
stressor in the model, is measured using a single item. Caregivers were
asked, “How satisfied are you with the way in which decisions con-
cerning your (elder’s) care are made?” Responses could range from
very satisfied to not satisfied at all on a 4-point scale. The primary
stress outcome of interest in this study is caregiver depression, which
is one indicator of caregiver well-being. This research uses the short-
ened 20-item Zung (1965) Self- Rating Depression Scale (SDS). The
Zung SDS demonstrates an alpha reliability of 0.80 in this research.

Table 2 provides a description of the range, the mean score for adult
child caregivers, the mean score for spouse caregivers, the f ratio, and
the probability (p value) for each variable. Generally speaking, adult
child caregivers and spouse caregivers do not differ in terms of most of
the study variables. Significant differences between these two groups
are demonstrated in scores on the conflict subscale and Zung SDS.
The data demonstrate that adult child caregivers report a significantly
higher level of conflict within their family environment, whereas
spouse caregivers report a notably higher mean level of depression.
Also provided is a zero-order correlation matrix of all study variables
(see Table 3).

ANALYSIS STRATEGY

The primary analysis strategy used in this research is a path analysis
of the model of caregiver depression. To calculate the path coefficients
that represent direct and indirect effects between the variables in the
model, a series of ordinary least squares regression equations are esti-
mated. In the conceptual model, depression is viewed as the final out-
come and is examined in terms of three sets of predictors: caregiving
context (caregiver type, care recipient self-maintenance, and cogni-
tive impairment level), family environment (adaptability, cohesion,
and conflict level), and decision-making satisfaction.

In evaluating the model, the standardized regression coefficients
were used to represent the direct effects of model predictors on the
model outcome variable. These were then used as the basis for
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calculating indirect effects by multiplying the respective path coeffi-
cients. Total effects were calculated by adding the respective direct
effects to all relevant indirect paths as represented in the model. Given
the complexity of the model and the large number of paths and effects,
only significant paths and their respective direct, indirect, and total
effects are presented and discussed in the Findings section of this arti-
cle. However, Table 4 provides all direct effects from the regression
equations and resulting calculations of indirect and total effects based
on the model paths.
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Table 2
Description of Variables (N = 244)

Mean (SD) Mean (SD)
Adult Child Spouse
Caregiver Caregiver

Range (n = 169) (n = 75) Fa p Valuea

Caregiving context
(primary stressors)
Physical self
Maintenance 0 (poor) to 2.8 2.4 1.5 .23
(functioning) 6 (excellent) (2.2) (2.3)

Care recipient cognitive 0 (low) to 2.9 3.1 0.3 .61
impairment level 10 (high) (2.4) (2.3)

Family environment
(secondary stressors)
Adaptability 9 (low) to 22.3 21.5 1.2 .28

30 (high) (5.1) (5.7)
Cohesion 10 (low) to 30.6 30.7 0.0 .93

40 (high) (7.5) (6.7)
Conflict 0 (low) to 3.1 2.5 3.0 .08

8 (high) (2.3) (2.4)
Decision making
(secondary stressor)
Satisfaction with 1 (low) to 3.4 3.4 0.1 .71
decision making 4 (high) (0.7) (0.7)

Caregiver well-being
(stress outcome)
Zung standardized 25 (low) to 39.4 47.2 26.2 .00
depression score 84 (high) (9.6) (13.6)

a. F ratios and resulting p values are derived from one-way ANOVAs comparing group mean
scores between adult-child and spouse caregivers.



Findings

Table 5 provides the results of the regression analyses of all vari-
ables as suggested by the conceptual model. This model views depres-
sion as a stress outcome resulting from care-related stressors, includ-
ing the caregiving context variables (spouse/adult child caregiver, care
recipient impairment), family environment dimensions (adaptability,
cohesion, and conflict), and the caregiver’s satisfaction with
care-related decision making. For interpretation purposes, the stan-
dardized (beta) coefficients are examined (unstandardized coeffi-
cients are also provided in the tables) along with the p values that indi-
cate level of statistical significance. The overview of these findings
will focus primarily on significant paths and on the strongest direct
effects (betas of magnitude greater than .20). Overall, the predictors in
the model explain a total of 25% (p � .01) of the variance in caregiver
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Table 3
Zero-Order Correlation Matrix (N = 244)

1 2 3 4 5 6 7 8 9 10

1. Spouse caregiver .—

2. Caregiver race .05

3. Elder age –.27*** .08

4. Co-residence .22*** .19** .10

5. Physical

self-maintenance –.08 –.10 .01 –.26***

6. Cognitive impairment

level .03 .13* .07 .13 –.31***

7. Adaptability –.07 –.06 .09 –.04 .07 –.24***

8. Cohesion .01 –.10 .06 –.07 .06 –.20** .76***

9. Conflict –.11 .03 –.03 –.07 .02 .17** –.49*** –.53***

10. Decision-making

satisfaction .02 .04 –.02 .02 .04 –.24*** .51*** .46*** –.46***

11. Zung Standardized

Depression Scale .29*** .10 .04 .15* –.08 .20** –.42*** –.28*** .22*** –.33***

Note. Coding is as follows: spouse caregiver (0 = adult child, 1 = spouse), caregiver race (1 =
Caucasian, 0 = African American), co-residence (0 = absence, 1 = presence), elder physical
self-maintenance (0 = poor, 6 = excellent), cognitive impairment (0 = low impairment, 10 = high
impairment), adaptability (9 = low, 30 = high), cohesion (10 = low, 40 = high), conflict (0 = low, 8
= high), satisfaction with decision making (1 = low, 4 = high), and Zung Depression Scale (25 =
low, 84 = high).
*p � .05. **p � .01. ***p � .001.



Table 4
Summary of all Direct, Indirect, and Total Effects (N = 244)

Family Environment Decision-Making Satisfaction

Direct Effects Indirect Effects

Predictor Adaptability Cohesion Conflict Direct Effects Adaptability Cohesion Conflict Total Effects

Caregiver context
Cognitive impairment –.23** –.19** .19** –.12* –.06 .n/s –.05 –.23
Physical self-maintenance .n/s .n/s .n/s .n/s .n/s .n/s .n/s .n/s
Caregiver type .n/s .n/s .n/s .n/s .n/s .n/s .n/s .n/s

Family environment
Adaptability .— .— .— .26** .— .— .— .26
Cohesion .— .— .— .n/s .— .— .— .n/s
Conflict .— .— .— –.25*** .— .— .— –.25
Decision-making satisfaction .— .— .— .— .— .— .— .—

Depression

Indirect Effects

Adaptability/ Cohesion/ Conflict/
Decision- Decision- Decision- Decision-

Direct Making Making Making Making Total
Predictor Effects Adaptability Cohesion Conflict Satisfaction Satisfaction Satisfaction Satisfaction Effects

Caregiver context
Cognitive impairment .n/s .06 .n/s .n/s .02 .01 .n/s .01 .10
Physical self-maintenance .n/s .n/s .n/s .n/s .n/s .n/s .n/s .n/s .n/s
Caregiver type .27*** .n/s .n/s .n/s .n/s .n/s .n/s .n/s .27
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Family environment
Adaptability –.26** .— .— .— –.05 .— .— .— –.31
Cohesion .n/s .— .— .— .n/s .— .— .— .n/s
Conflict –.25*** .— .— .— .05 .— .— .— –.20
Decision-making
Satisfaction –.18** .— .— .— .— .— .— .— –.18

Note. n/s = not statistically significant. Indirect effects were only considered significant if they were the product of significant coefficients.
*p � .05. **p � .01. ***p � .001.
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depression. With regard to specific primary stressors, caregiver type
was the single strongest predictor of caregiver depression. The direc-
tion of the coefficient indicates that being a spouse caregiver was asso-
ciated with higher levels of depression ( =. 27, p � .01). This rein-
forces the data presented in Table 2 that shows substantially higher
levels of depression for spouse caregivers (M = 47.2) when compared
to adult children (M = 39.4). Of the other primary stressors, neither
physical impairment (as measured by the PSM Scale) nor cognitive
impairment had significant direct effects on caregiver depression.

Turning to the secondary stressors, the most powerful predictor of
caregiver depression was family adaptability ( = –.26, p � .01). The
negative direction of the coefficient indicates that caregivers who
reported higher levels of adaptability in the family environment dem-
onstrated lower levels of depression. However, neither of the other two
family environment predictors, cohesion or conflict, had a significant
direct effect on caregiver depression. Finally, the caregiver’s decision-
making satisfaction was also a significant negative predictor of care-
giver depression ( = –.18, p � .01). The direction of the coefficient
indicates that the caregivers who were less satisfied with the decision-
making process demonstrated higher levels of depression.

Examining the predictors of decision-making satisfaction, the pri-
mary stressors and family environment measures, when taken together,
explained 32% of the variance. The care recipient’s cognitive impair-
ment was a significant predictor ( = –.12, p � .05) as were family
adaptability ( = .27, p � .001) and conflict ( = –.25, p � .001). The
coefficients indicate that caregivers who reported higher levels of cog-
nitive impairment in the care recipient also reported lower decision-
making satisfaction and that caregivers who reported higher levels of
adaptability and lower levels of family conflict reported higher levels
of decision-making satisfaction.

Turning next to the predictors of the family environment measures,
cognitive impairment had significant direct effects on all three family
environment measures ( = –.23, p � .001 for adaptability; = –.19,
p � .01 for cohesion; and = .19, p � .01 for conflict). These coeffi-
cients indicate that caregivers who reported higher levels of care
recipient cognitive impairment reported lower levels of adaptability
and cohesion in the family and higher levels of conflict. Neither
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Table 5
Direct Effects and Coefficients (N = 244)

Family Environment
Decision-

Adaptability Cohesion Conflict Making Satisfaction Depression

Direct Effecta b b b b b

Caregiver type –.06 –.69 .01 .18 –.11 –.56 .02 .03 .27*** 6.0
Physical self-maintenance –.01 –.02 .00 .00 .06 .07 –.01 .00 –.02 –.07
Cognitive impairment level –.23*** –.50 –.19** –.55 .19** .19 –.12* –.04 .08 .34
Decision-making satisfaction .— .— .— .— .— .— .— .— –.18** –.25
Adaptability .— .— .— .— .— .— .27*** .04 –.26** –.52
Cohesion .— .— .— .— .— .— .11 .01 .04 .05
Conflict .— .— .— .— .— .— –.25*** –.07 .04 .16
Summary coefficients

R .24 .19 .21 .56 .50
R2 .06 .03 .05 .32 .25
Adjusted R 2 .04 .02 .03 .30 .23
P .00 .04 .01 .00 .00

a. Both standardized ( ) and unstandardized (b) coefficients are shown.
*p � .05. **p � .01. ***p � .001.
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caregiver type (spouse or adult child) nor physical impairment were
significant predictors of the family environment indicators.

The coefficients shown in Figure 2 are the betas derived from the
regression analyses presented in Table 5 that are statistically signifi-
cant (those greater than .20 are in bold type). These, along with the
data reported in Table 4, provide information on the direct, indirect, and
total effects of variables as they apply to the conceptual/path model.
These data indicate that the care recipient’s cognitive impairment,
although not having a significant direct effect on caregiver depression,
does have a number of indirect effects on depression through two of
the three family environment measures—adaptability and conflict.
Furthermore, two of the family environment measures, adaptability
and conflict, have indirect effects on caregiver depression through
decision-making satisfaction.

The model also portrays the direct nature of the effect of caregiver
type on caregiver depression, which is one that does not have signifi-
cant indirect paths through the secondary stressors. The care recipient’s
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Figure 2. Path model of depression.
Note. Paths shown in bold represent effect sizes greater than or equal to 20. Only significant
paths (p < .05) are shown.
*p � .05. **p � .01. p � .001.



physical impairment, as measured by the PSM score, has neither
direct nor indirect effects on depression in this model.

Summarizing the effects as portrayed in the regression and path
model, the impact of caregiver type on depression is solely as a direct
effect. In contrast, the care recipient’s cognitive impairment displays a
variety of significant indirect effects through the secondary stressors,
but not a direct effect. Finally, the care recipient’s physical impair-
ment does not have either direct or indirect effects on caregiver
depression.

Discussion

The past 15 years of caregiving research suggest a complex and var-
ied relationship among many factors that affect caregiver well-being.
The data presented in this research examine a number of these issues
and replicate some previous findings while adding other complexities
that are derived from the role played by family environment and deci-
sion-making satisfaction.

Prior research points to the importance of care recipient cognitive
incapacity as a primary stressor that directly affects a caregiver’s well-
being (Hannappel et al., 1993; Kinney et al., 1995). What has been
ignored in past studies is how cognitive incapacity may have an impact
on well-being through the creation of secondary stressors such as fam-
ily conflict or through a reduction in family adaptability, cohesiveness,
and satisfaction with care-related decisions. In this research, these
aspects of family environment are shown to play an important mediat-
ing role in terms of at least one important predictor of caregiver well-
being, that is, their level of depression.

The fact that care recipients’ cognitive impairment was not shown
to have a significant direct effect on caregivers’ depression is worth
noting, given the consistent link between these factors in the literature.
However, it is important to note that the cognitive impairment indica-
tor was a significant predictor of all three family environment mea-
sures, which in turn, were significant predictors of decision-making
satisfaction and ultimately of the caregiver’s depression. This sug-
gests that it may not be cognitive impairment per se that causes

Deimling et al. / DECISION MAKING AND DEPRESSION 65



caregiver depression but rather its impact on secondary stressors such
as the family environment and decision-making processes.

More specifically, cognitive incapacity has an effect on caregiver
depression through family adaptability. This variable measures how
flexible the family environment is in the caregiver’s perception. The
elder family member’s cognitive impairment level is strongly related
to the caregiver’s perception of the family’s adaptability, and adaptabil-
ity, in turn, is strongly related to the caregiver’s level of depression.

Second, the cognitive incapacity level is also strongly related to
caregiver depression through the measures of conflict within the fam-
ily environment and caregiver satisfaction with the family’s care-
related decision making. Again, conflict is the caregiver’s perception
of family conflict. When the level of cognitive impairment is higher,
caregivers see the family as more conflictual as well as less adaptable.

Third, cognitive impairment level affects the caregiver’s
well-being indirectly through his or her satisfaction with decision
making. That is, satisfaction with the decision-making process in the
family is directly affected by the older family member’s cognitive
impairment. However, the caregiver’s depression level is also indi-
rectly affected by cognitive impairment through satisfaction or lack
thereof.

Taken as a whole, these indirect effects suggest a centrality to fam-
ily environment and decision-making satisfaction in the relationship
between the care recipient’s cognition and the well-being of the care-
giver. Even though being a spouse caregiver is the single most impor-
tant factor in explaining caregiver depression, a large part of the
caregiving scenario is explained by the role that cognitive incapacity
plays in the family’s emotional environment through these complex
relationships.

It is important to note that this sample is not highly cognitively im-
paired and, in fact, has a relatively low mean score for mental impair-
ment. In contrast to many other caregiving studies conducted with
Alzheimer’s patients, the sample in this study is typified by a broad range
of caregiving needs. As a result, the weak direct relationship between
cognitive impairment and depression may be in part a product of the
limited variance and high skew of this item toward lower cognitive
impairment. It is possible that had our sample of care recipients
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demonstrated greater cognitive impairment, we would have found a
stronger direct effect on caregiver depression.

These results suggest that clinicians working with caregiving fami-
lies need to be aware that cognitive impairment has implications beyond
the practical issues of maintaining daily functioning. Caring for a
cognitively impaired person is not a static situation. Indeed, caring for
a cognitively impaired older relative may tax even the most adaptable
and cohesive of families. Similarly, the ever-changing caregiving con-
text that characterizes type of impairment may also tax the family’s
ability to make effective care-related decisions. Decisions made at one
point in time by the family may later prove to be less useful.

Also of importance is the conflict level in the family. Professionals
may need to help caregivers and their families develop ways to interact
with the impaired elder and to interact with each other in the face of
change so as to reduce or resolve conflict. Our research shows that
higher levels of elder cognitive impairment may result in conflict,
which in turn, may create problems with decision making. Decision-
making dissatisfaction is then linked to greater depression. Therefore,
conflict resolution strategies have the potential to improve not only the
family environment and care-related decisions but the caregiver’s
mental health as well.

In contrast to cognitive impairment, care recipients’ physical func-
tioning was not significantly linked to family environment, decision-
making satisfaction, or depression. This suggests that the physical
aspects of caregiving are relatively less important than dealing with
cognitive decline in the caregiving process, at least in terms of depres-
sion. However, this is not to minimize the importance of providing
respite from the arduous tasks of caregiving. Indeed, the physical ex-
haustion that can accompany caring for a spouse or parent who has
significant needs for activity-of-daily-living support is likely to have
its own sequelae. The activity restrictions that can result from the time-
consuming and constant need for care may result in greater social iso-
lation and erosion of social support.

Taking all of the above issues together, clinicians working with
families of impaired older adults may wish to take either of two related
approaches with a goal of lowering caregiver depression. First, they
can work with the family to address broad issues of adaptability and to
enhance conflict resolution. Flexibility in family members’ responses
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to these needs would be of help to both the caregiver and care recipi-
ent. Professionals working with caregiving families also need to
address conflict within the family, especially as it is related to care-
giving decisions. When these decisions are made in a conflictual envi-
ronment, caregivers may become depressed because unresolved con-
flict limits their ability to function in the caregiver role. A family’s
ability to recognize and resolve conflict is an important skill that may
enhance the caregiver’s ability to function effectively in that position.

The second strategy suggested by these findings is that after basic
family environment issues are addressed, help with decision making
may be in order. The data suggest that when caregivers are not satis-
fied with the decision-making processes in the family, they are more
likely to experience depression. After the specific aspects of family
adaptability and conflict resolution have been addressed, deci-
sion-making strategies may be facilitated.

In spite of the clear differences in the caregiving context that are
represented by the relationship of the caregiver to the care recipient
(adult child or spouse), this variable was not an important factor in
terms of family environment or decision-making satisfaction. This
nonfinding is somewhat surprising but would seem to indicate that dif-
ferent strategies are not needed for working with adult child or spouse
caregivers on family and decision-making issues. However, the find-
ings do point to the vulnerability of spouse caregivers in terms of
depression. These results corroborate other studies that have found
spouses more likely than adult children to have high levels of depres-
sion (Clair et al., 1995; Hannappel et al., 1993). A part of this relation-
ship is likely due to the known correlation between age and depres-
sion. Another explanation may include the potentially greater social
isolation of spouse caregivers. Unlike adult child caregivers who may
have a range of work, family, and other social roles that require inter-
action outside the home, the spouse caregiver can easily become
focused solely on their caregiving responsibilities inside the home,
possibly to the exclusion of other activities and contacts. Clinical pro-
fessionals should help spouse caregivers develop strategies to
decrease the isolation that caregiving can create.

There are several limitations that need to be kept in mind when
interpreting these data. First, the study has relied on cross- sectional
data to examine important process issues. The caregiving processes
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within families are dynamic entities. The empirical testing of this
model using cross-sectional data is instructive, but it is limiting and
cannot provide definitive testing of the temporal ordering of some
important variables. Therefore, there is causal ambiguity in interpret-
ing these research findings. For example, a negative family environ-
ment may result in less satisfaction with care-related decisions. On the
other hand, prior difficulties in care-related decisions may have
eroded the caregiver’s perceptions of the quality of the family envi-
ronment. A definitive test of these relationships awaits longitudinal
data with indicators based on both caregiver and other family mem-
bers’ perceptions or data derived from the ratings of trained observers.

Second, the data examined in this research, like nearly all caregiving
studies, are derived from interviews with caregivers. As such, these data
represent caregivers’ perceptions of care recipient impairment, the
family environment, and decision-making satisfaction. Clinical data
on impairment and observational data on family environment would
enhance the validity of this type of research.

Third, one of our key predictors, decision-making satisfaction, is a
single item. As such, it is one that does not provide a referent as to the
specific types of care-related decisions involved. Clearly, satisfaction
with decisions about medical care may be different from those con-
cerning the organization of the family in providing care (i.e., who is
going to do what and when). A multidimensional indicator of care-
related decision making would clearly be an important next step in
understanding the complexities of the decision-making process.

The above limitations not withstanding, the analyses presented
here will hopefully serve to illuminate the complexities of family
caregiving and its impact on caregiver depression. Most important, the
analysis adds several important dimensions generally ignored in the
research on caregiver well-being: family environment and care-
related decision making.
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