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INTRINSIC SPIRITUALITY AMONG ALZHEIMER’S CAREGIVERS: A
PATHWAY TO RESILIENCY

Scott E. Wilks

Abstract: The purpose of the study was to understand the influence of intrinsic spirituality
on perceived resiliency among Alzheimer’s caregivers, A cross-sectional research design was
employed, surveying a sample of Alzheimer’s caregivers (N=304) who attended caregiver
support growups in the southeastern United States. Questionnaire items empirically measured
a number of constructs, including perceived burden; frequency of prayer; intrinsic spiritu-
ality; and perceived resiliency. Demographic characteristics of the sample were reported.
Over three-fourths of the sample reported a high frequency of prayer, along with a mod-
erately high level of intrinsic spirituality. Regression analyses evaluating the relationship
between spirituality and resiliency, while controlling for demographic variables, indicated
a strong association and positive, significant relationship between intrinsic spirituality and
resiliency. Implications for social work practice and education are discussed.
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INTRODUCTION

T he burden of caring for a loved one with Alzheimer's disease (AD) is well-docu-
L mented (Gwyther, 1990; Patterson & Whitchouse, 1990): legal questions, finan-
cial strain, social and emotional burdens, and less personal time and privacy. Yer, de-
spite the accumulation of aforementioned burden, caregivers have consistently adapted
to and surmounted these challenges. As Gwyther (1990, p. 202) noted, the response
to caregiving demands “requires adaptation but does not, ipso facto, lead to stress
or family pathology...What is most remarkable in research literature is the evidence
of strength and resourcefulness in responding to caregiving, often with lirtle outside
help.”

The current study investigated such strength and resourcefulness among AD care-
givers by examining a commonly reported source of strength, their sense of intrinsic
spirituality. In doing so, this study proceeded beyond a perspective of spirituality as a
coping strength, as revealed in conremporary research (e.g., Harris & Durkin, 2002;
Stolley, Buckwalter, & Koenig, 1999), and examined its potential effect on an out-
come variable of successful coping, resiliency. Guided by a conceptual model that
emphasizes individual demand, resiliency factor(s), and an ourcome of resiliency, the
study assessed the following among a sample of AD caregivers: degree of burden, or
demand; degree of intrinsic spirituality; perceived level of resiliency; and the relation-
ship between intrinsic spirituality and the caregiver’s perccived resiliency. The follow-
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ing section presents a review of literature that includes relevant information on the
study’s population of interest, as well as theoretical explication of the study’s relevant
conceprs, particularly as they relate to AD caregivers.

REVIEW OF LITERATURE
Alzheimer’s Caregivers

"There are over four million Americans with AD (Hebert, Scherr, Bienias, Bennet, &
Evans, 2003). In addition to the diagnosed individuals suffering with this illness, AD
affects family members and friends who become caregivers. For the purpose of this
discussion, caregiving is defined as follows (Alzheimer’s Association/National Alliance
for Caregiving [AA/NAC], 2004):

Providing unpaid care to a relative or friend who is aged 50 or over
to help them rake care of themselves. . .Caregiving may include
help with personal needs or household chores. It might be taking
care of a person’s finances, arranging outside services, or visiting
regularly to sec how they are doing. This person need not live with
(the caregiver). (p. 2)

In early stages of AD, caregiving includes helping determine who will manage the
patient’s financial and legal affairs when s/he is no longer able ro, ensuring adequate
funding for medical costs, and discussing with the patient and loved ones the appro-
priate kind of medical care (Cutler & Sramek, 1996). In later stages, proper caregiving
involves developing a comfortable routine that includes meaningful and pleasant ac-
tivities (Cutler & Sramek, 1996; Zgola, 1990). The most commonly reported activities
of care are helping with dressing the care recipient and helping her/him get out of beds
or chairs (AAINAC, 2004), :

Family members, especially spouses, are overwhelmingly the primary caregivers for
relatives diagnosed with AD (Cutler & Sramek, 1996). Gwyther (1990, p. 194) nored
that family caregiving offers a “commicment that includes a strong need to understand
{their relatives), to make sensc of their situations, and to garner professional valida-
tion for their heroic efforts.” Seven out of ten AD care recipients live at home, and
90% of caregivers to these individuals are family members or closc friends who are
considered family (AA/NAC, 2004; U.S. Congress Office of Technology Assessment,
1987). Three-fourths of AD caregivers are women, and one in three has children or
grandchildren under age 18 living at home (AA/NAC, 2004). A national study collab-
orated by the National Alliance for Caregiving and American Association of Retired
Persons (NAC/AARP, 1997) surveyed over 1,500 English-speaking caregivers. Results
revealed that the typical Alzheimer’s caregiver is a 46 year old employed woman who
spends 18 hours per week caring for her mother. Overall, more than eight in ten care-
givers take care of a relative, while 15% take care of a friend and/or neighbor.
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Burden of Caregiving

Caregiving burden suggests the negative psychological, economic, and/or physical ef-
fects of caring for a person who is impaired (Fredman, Daly, & Lazur, 1995). Com-
pared to non-caregivers of similar age, AD caregivers are twice as likely to report high
levels of burden as a direct result of caregiving (AA/NAC, 2004). The impact of care-
giving burden is well-documented in research {AA/NAC, 2004; NAC/AARD, 1997;
Ory, Hoffman, Yee, Tennstedt, & Schulz, 1999). AD caregivers devote an average of
almost 18 hours per week to giving care. AD caregivers are much more likely to have
less rime with family, hobbies, vacarions, and other leisure activities compared to non-
caregivers of similar age. Almost fifteen percent of caregivers experience a physical or
mental health problem as result of caregiving. Women are slightly more likely than
men to have experienced said health problems. Almost twice as many older caregiv-
ers, aged 50-64, are more likely to experience health problems as a result of caregiv-
ing than the younger cohorts. Financial strain is common among this population
{AA/NAC, 2004; Coon, Ory, & Schulz, 2003; Ory et al,, 1999; NAC/AARP, 1997).
Seven out of ten caregivers are employed, and a majority of these employed caregivers
report missing time from work, cutting back from full-time to part-time, choosing
early retirement, turning down a promotion, or giving up work altogether. Caregivers
are generally not wealthy people ~ one in five household incomes is below $15,000
and only 11% have incomes over $75,000. The average lifetime cost of care for an
individual with Alzheimer’s is $174,000,

A few studies (e.g., Arai, Zarit, Sugiura, & Washio, 2002; Grunfeld, Coyle, Whelan,
Clinch, Reyno, Earle, Willan, Viola, Coristine, Janz, & Glossop, 2004; Zarit, Reever,
& Bach-Peterson, 1980) have used empirical measures, such as the Zarit Burden Inter-
view, to assess overall levels of burden. Caregivers have consistently reported mild-to-
moderate levels of burden, i.e., averaging between two and three on a 5-point scale.

Coping with Caregiving Burden

Rolland (1994) contended that it is not only important to understand the burden of
AD on the caregiver, but also just as important to understand how the caregiver and
family meet and adapt to these increasing burdens. Caregivers often feel lonely and
isolated; as care recipients’ health deteriorate, the demands of caregiving increase, and
the changes in lifestyle often result in few social contacts (Cutler & Sramek, 1996).
Effective coping mechanisms for the caregiver promote a sense of autonomy and con-
trol in understanding the biological impact of dementia, in recognizing the strengths
and limitations of the care recipient and the caregiver, and in successfully navigating
the health care system (McDaniel, Hepworth, & Doherty, 1992). By definition, coping
refers to cognitions and behaviors used by the individual in evaluating stressors and
in initiating activities with the aim of decreasing or managing its impact (Lazarus &
Folkman, 1984; Margalit, Raviv, & Ankonina, 1992).

The Alzheimer's Association (2004) recommends thar caregivers use specific com-
munity resources to assist with coping, including caregiver support groups. Support
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groups can be ideal setrings for normalizing the burdens shared by many caregivers
(Cutler & Sramek, 1996). As Martindale-Adams, Nichols, Burns, and Malone (2002,
p. 181) stated, the supporr group for AD caregivers is “a common method of promot-
ing supportive communication by bringing people rogether who are dealing with the
same issue, {and to) discuss a common problem and establish nurturing bonds with
one another.” The Alzheimer’s Association (2004) reports relaxation techniques as an
effective method of coping, including meditating, singing, listening to music, or rak-
ing a bath. Results from the NAC/AARP survey of caregivers (1997) revealed that the
most commonly reported method of coping is prayer. Stolley et al. (1999) documented
that caregivers use spiritual coping frequently, that they perceive prayer and trusting
in God as effective coping mechanisms, and that internal religious activities help them
get through the caregiving siruation. The following section presents a closer examina-
tion of spiricuality as it relates o AD caregivers.

Spirimal Coping among Caregivers

Though spirituality is often linked with religion, it is important to note distinctions
berween the two constructs (Hugen, 2001; Stuckey, 2002). Religion is a particular
doctrinal framework that guides sacred beliefs and practices in ways that are sanc-
tioned by a broader faith community or institution. Spirituality refers to experiences
that connect persons with sacred and/or meaningful entities and emotions. These ex-
periences may create and sustain a personal relationship with a higher source of power,
defined according to her/his own beliefs; or may relate to the effort of finding purpose
and meaning in life. The distinction between spirituality and religion is important, as
a complete undersranding of spirituality includes a wide diversity of religious and non-
religious expressions; in other words, depending on the individual, spirituality may or
may not be inclusive of religious expression.

Stuckey (2002, p. 152) noted that “it is vital thar (caregivers) preserve connections to
spiritual well-being by fostering and nurturing the spiritual care of those with AD and
related dementias.” Empirical research has shown evidence of spirituality as an effec-
tive coping mechanism among caregivers (Haley, Roth, Coleton, Ford, West, Collins,
& Isobe, 1996; Mittelman, Roth, Coon, & Haley, 2004). Caregivers often spontane-
ously comment on the importance of their spiritual beliefs in helping them find mean-
ing in the drudgery of caregiving activities, and specific items included in interviews
and self-report measures that pertain to the role of spirituality are frequently endorsed
(Gottlieb, Thompson, & Bourgeois, 2003). Harris and Durkin (2002, pp. 176-177)
highlighted common themes from interviews with AD caregivers and care recipients,
including coping through a sense of spirituality: “[ Their spiritual beliefs were a source
of comfort and support, especially on their bad days...(and) helped these individuals
to meet the challenges of living with dementia by increasing their resilience in the
face of the external and internal stresses of AD.” For many caregivers, the overall,
encompassing sense of spirituality facilitates coping appraisal; that is, “the process of
determining the extent to which one is able to construct positive or negative mean-
ings for any (caregiving) situation” (Gottlieb et al., 2003, p. 41). "Thus, the caregiver’s
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intrinsic spirituality, which includes expression of spirituality as well as the overall,
encompassing sense of spirituality, often appears to play a pivotal role in providing
comfort and strength during hard rimes. Hodge (2003) provided a poignant depiction
of intrinsic spirituality as the nature in which spiritualiry is salient in the individual’s
life as a mortivating influence; the degree to which they find their ultimate purpose for
life in their spirituality.

The above research highlights the understanding-that the caregiver’s sense of spiri-
tuality can often times be a source of strength, and thus, serves as a means of coping
with burden. Recall that coping refers to cognitions and behaviors used to evaluate
stress with the aim of decreasing its impact (Margalit et al,, 1992). Thus, a logical
question relevant to the current study arises: If spirituality serves as a method of coping,
does it work? In other words, does the caregiver’s spirituality influence her/his ability
to overcome burden successfully? Such a question strikes at the nature of this study’s
other primary concept, resiliency.

Resiliency

Prior to the past couple of decades, resiliency was researched in medical and social
sciences in a risk vacuum, of sorts; resiliency, or lack thereof, was a product of risk
indicators — environmental factors that have been shown more likely to render failure
(West, 1982). A growing dissatisfaction emerged with this deficit model of resiliency
and provided impetus for a new generation of researchers who emphasized the role
of positive, protective factors or processes, rather than risks/weaknesses, in the indi-
vidual’s ability to overcome adversity. Rutter (1990, p. 181), deemed by many as the
pioneer of modern resiliency research, defined resiliency as . . . the positive pole of
the ubiquitous phenomenon of individual difference in people’s responses to stress and
adversity,” Note the word pesitive in his theoretical definition of resiliency, a noticeable
shift in perspective compared to the historical risk model.

Rutter viewed protective factors, or internal and environmental correlates to re-
siliency, not exclusively as inherent or constant, but rather, stemming also from the
dynamic, active role of the individual. People negotiate their protective factors based
on varying environmental circumstances, and the success of this negotiation — rather
than the minimization of failure — identifies the individual’s level of resiliency. Suc-
cessful negotiation of environmental demands, in turn, may change the individual’s
perspective of those demands and enhance later success in similar circumstances. Rut-
ter (1990) deemed a factor or process as protective if it moderates a risk (Rutrer, 1990).
Masten (1999; 2001; Masten, Best & Garmezy, 1990) added that in order to assess
resiliency, adversity must be present and observed,

Resiliency and Spirituality
Documented largely in recent literature (e.g., Cook, 2000; Larson & Dearmont, 2002),

the role of spirituality as a resource, i.e., spiritual capital, in enhancing resiliency and
unity has been noted in diverse families and communities across the American demo-
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graphic spectrum, including rural farm communities; lower income, urban inner-city
communities; cancer survivors; and survivors of major natural disasters. Spiritual and
religious belicfs have been documented as a catalyst for renewed sense of purpose in
life for parents caring for children with intellectual disabilities (Gardner & Harmon,
2002). Studies of civilian war survivors, particularly Hiroshima (Lifton, 1968) and
the Holocaust (Greene, 2002), revealed that faith and spirirual rituals were key coping
mechanisms for these individuals in such horrific circumstances.

1n all of the aforementioned studies on resiliency and spirituality, it appears that the
sense of or belief in spiricuality acted as a protective factor, or encompassed various
protective assets, for respondents in their respective samples. Recalling the population
of interest in the current study, several studies (e.g., Ross, Holliman, & Dixon, 2003;
Schulz, Mendelsohn, Haley, Mahoney, Allen, Zhang, Thompson, & Belle, 2003) have
explored the role of caregivers spirituality as a coping resource. There is a noteworthy
distinction berween coping studies, which emphasize management of stress (in this
case, caregiving burden), and resiliency studies, which emphasize the ability to over-
come burden successfully. While 2 number of studies have focused on coping, there
js a scarce amount of published empirical studies focused on an explicit outcome of
resiliency among the AD caregiver population. The dearth of such studies may be due,
in part, to the novelty of resiliency as a research concept. The present study examines
the influence of intrinsic spirituality on said explicit outcome of resiliency among AD
caregivers. With this purpose in mind, the following framework was selected as the
guide for the current study.

CONCEPTUAL FRAMEWORK

McCubbin and McCubbin (1993; Tak & McCubbin, 2002) developed the resiliency
model of stress, adjustment and adaptation (RMSAA) to study resiliency among families
with immediate stress or crises. This model was developed to understand why some
families are more resilient than others and are better able to adjust and adapt to stress,
distress and crises. There are three main fearures in the RMSAA, as illustrated in the
Figure 1 below:

Figure 1. Resiliency model of stress, adjustment, and adaptation (RMSAA)

Resiliency
Factor

McCubbin and McCubbin’s (1993) unit of analysis was the family, and thus, clas-
sified demand as a stimulus or condition that could threaten the family’s integrity
and well-being over time; it produces or calls for change in the family system. The
researchers assumed a capability in families for managing the demand, depending
on the resources available and utilization of such. The second feature in the model,
resiliency factor, referred to those resources available to the individual or family, whose
presence may explain why persons experience higher levels of life stresses and strains
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but do not show high levels of distress (Tak and McCubbin, 2002). The model’s final
feature, outcome, referred to whatever is used to evaluate the system’s capability to
manage, reduce, or overcome its demands. McCubbin and McCubbin used family
coping as its outcome.

For the present study, the RMSAA has been adapted ro reflect the specific differ-
ences in unit of analysis, protective factor, and outcome, The model contains the same
general features as the RMSAA. The model’s three main features are amended and
explained for the current study (see Figure 2)

Figure 2. Caregiver model of resiliency adapted from the RMSAA

Individual Demand Resiliency Factor Outcome

Burden of
Alzheimer’s
caregiving

Intrinsic Perceived

Spiriruality resiliency

Because the unit of analysis in the current investigation is the AD caregiver, the de-
mand is appropriately identified as individual demand. As described earlier, demand is
any or all of the following types: physical, psychological, emotional, and/or financial
distress associated with caregiving burden. The characreristic of burden is relevant ro
the current study by its existence. As Masten (1999; 2001; Masten, Best & Garmezy,
1990) emphasized, in order to infer resiliency, adversity must be identified. Insrinsic
spirituality is entered as the resiliency factor in the model. An empirically significant,
positive relationship between burden and intrinsic spirituality, along with a positive
relationship between spirituality and a resiliency outcome (described below), would
lend credibility of the benefits of spirituality as a protective factor among the care-
giver population. The outcome variable in the current investigation is AD caregivers’
perceived level of resiliency. Again, the model examines whether intrinsic spiricuality
influences their resiliency given the existence of caregiving burden. The question is not
whether resiliency exists among AD caregivers, or, for that matter, any population.
As Masten {1999; 2001) noted, resiliency is an ordinary phenomenon that may result
within any person from the operation of human adaptive resources. In this study, the
question of resiliency among AD caregivers lies in their perceived level of such.

HYPOTHESIS

Guided by McCubbin and McCubbin’s (1993) conceptual model, the current investi-
gation proposes the following hypothesis: Based on statistically significant differences
in scores on the measures of spirituality and resiliency, the greater the degree of intrin-
sic spirituality, the higher the level of perceived resiliency.
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METHODOLOGY
Sampling

As the current study attempted to examine a phenomenon at one point in time, a
correlational, or cross-sectional, research design was employed. In particular, a sur-
vey method in the form of self-administered questionnaires was used to collect data,
Caregivers in support groups under the auspice of the Alzheimer’s Association, with
chaprers located in 2 southeast region of the United States, who had the opportunity
to complete the questionnaires, constituted the sampling frame.

Packets of questionnaires were distributed to program directors who oversee the
AD caregivers support groups in their parricular region. Self-addressed, postage-paid
envelopes were included in the packets. The directors, in turn, disseminated the ques-
tionnaires and envelopes to the facilitators of their respective carcgiver support groups.
Subsequent to distributing and collecting the questionnaires from caregivers during
the support group session, the facilitators mailed the complered questionnaires back
to the researcher. No additional follow-up mailings occurred, in order to prevent du-
plication of responses by previous participants and to avoid intrusiveness upon the
work conducted by support group members and facilitators. Similar methodology
— cross-sectional surveys with anonymous participants in group settings — is prevalent
in recent lirerature, such as studies with victims of domestic violence (Bradley, Smith,
Long, & O’Dowd, 2002).

With input from program direcrors, the strategy was to increase the response rate by
facilitators’ encouragement during group sessions, rather than allowing participants
to complete questionnaires outside of session. The strategy proved successful, with
over three hundred caregivers completing the questionnaires (N=304). Group facilita-
tors documented the total number of attendees per support group during the time of
data collection, e.g., the sampling frame. There were 430 caregivers present in support
groups during the time of data collection, yielding a response rate of approximately
70%.

Measures

The two-page questionnaire was comprised of items pertaining to five general sections:
demographic characteristics, burden, spirituality, prayer, and resiliency. Demographic
items solicited information pertaining to gender, race, marital status (ms), age, and
relationship to care recipient (rer).

Burden. The Shortened Zarit Burden Interview (ZBI; Bedard, Malloy, Squire, Du-
bois, Lever, & O’Donnell, 2001) was included in the questionnaire to assess empiri-
cally the level of burden among AD caregivers. The scale assesses how participants
feel about the stresses and strains of taking care of another person, based on a 5-point
Likert-type response format ranging from never to nearly ahvays. Examples of items
included: “Do you feel strained when you are around your relative?” “Do you feel that
you have lost control of your life since your relative’s illness?” “Do you feel stressed
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between caring for your relative and trying to meet other responsibilities?” Scores on
the Shortened ZBI ranged from 0 — 48, with higher scores indicating a higher degree
of burden. Past research (Zarit et al., 1980) showed estimates of the degree of burden
for the original ZBI. Based on its range of scores from 0-88, the degree of burden were
segregated into four range-comparable groups: (1) score of 0-20, little or no burden;
(2) 21-40, mild to moderate burden; (3) 41-60, moderate to severe burden; and (4)
61-88, severe burden. No such degrees of burden were available for the Shortened
7BI. Based on the classification of degree of burden from the original ZBI, using four
range-comparable groups, the degrees of burden for the Shortened ZBI are estimated
as follows: (1) score of 0-12 = little or no burden; (2) 13-24 = mild to moderate burden;
(3) 25-36 = moderate to severe burden; and (4) 37-48 = severe burden.

Spirituality. Hodge’s (2003) Intrinsic Spirituality Scale (ISS) was included, a six-
item instrument that evaluates the level to which individuals tap into their internal-
ized, spiritual commitment (Burris, 1999; Hodge, 2003). ISS responses are on a con-
tinuum from zero, where spirituality answers no questions about life, to ten, where
spirituality answers absolutely all questions abour life. Higher total scores indicated a
greater sense of intrinsic spirituality. Cronbach’s alpha coefficient was measured ar .96
for the ISS, indicating sound internal consistency. Concurrent validity of the 1SS was
obtained through correlations with scores on similar measures (see Allport & Ross,
1967; Miller, 1998), including intrinsic religion (= 911, p < .001); and with measures
of theoretically contrasting constructs, such as alcohol use (7= -489, p < .001).

Prayer. To complement the spirituality data and for validity purposes with the ISS,
frequency of private prayer was assessed, using 2 4-point Likerr response format adapt-
ed from Meisenhelder and Chandler’s (2001) study, ranging from neverto daily. Private
prayer, rather than prayer among other individuals or groups, was assessed because the
current study’s unit of analysis was at the individual level, the AD carcgiver.

Resiliency. The Connor-Davidson Resilience Scale (CD-RISC; Connor & David-
son, 2003) is a “new rating scale to assess resilience. ..comprise(d) of 25 items, each
rated on a 5-point scale” (p. 76). A 5-point Likert-type response format on the CD-
RISC ranges from not true at all to nearly true all of the time. Total scores range from
0-100, with higher scores indicating a greater the level of perceived resiliency. The CD-
RISC has demonstrated adequate psychometric findings (Connor & Davidson, 2003,
pp. 78-80), including Cronbach’s alpha previously measured at .89 for the full scale.
Connor and Davidson (pp. 79-80) assessed scale’s concurrent validity, measuring it
with scores from the Kobasa hardiness measure (KHM; Kobasa, 1979), the Sheehan
Social Support Scale (SSS; Sheehan, 1993), the Perceived Stress Scale (PSS; Cohen,
Kamarck, & Mermelstein, 1983), and the Sheehan Stress Vulnerability Scale (SVS;
Sheehan, Raj, & Sheehan, 1990). CD-RISC scores showed significant positive correla-
tion with the KHM (Pearson r = 0.83, » < .0001) and the S8 (Spearman 7 = 0.36, p
< .0001), while scores were significantly negatively correlated with the PSS (Pearson
=-0.76, p < .001) and the SVS (Spearman 7=-0.32, p < ,0001).
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Statistical Analyses

Descriptive analysis was used to report the demographic characteristics of the sample;
and scores on the empirical measures of burden, spirituality, prayer (frequency and
coping), and resiliency. For cross-tabulation purposes with other measures in the study
(e.g.» level of burden), age was also converted into a dichotomous variable: younger
adults below age 60, and older adults aged 60 and above. Although these groupings
were subjective, a number of credible sources have identified adults as older or younger
based on the aforementioned age groupings (e.g,, Weinstein-Shr, 1995).

Lincar and multiple regression analyses were used to examine intrinsic spirituality
as a predictor from scores on the study’s outcome variable, perceived level of resitiency,
along with the inclusion of demographic variables to test for extrancous influence.
Regression was the chosen method of analysis because it is generally considered a more
appropriate method with interval/ratio (I/R) independent and dependent variables
(sec Babbie, Halley, & Zaino, 2000, pp. 263, 315).

RESULTS
Demographics

In total, 304 AD caregivers participated in the study. Female caregivers, 233 (76.6%),
constituted over three-fourths of the sample. Among the 297 respondents who dis-
closed their age, the average was 62.7 ($D=13.53), and ranged from ages 20 to 93. In
terms of race, the majority respondents, 261 (85.9%), identified themselves as White.
All but one respondent in the sample (n=303) disclosed her/his mariral status; as ex-
pected, most caregivers, 240 (79.2%), were married. Respondents were also asked 1o
reveal the nature of their relationship to the care recipient. Not surprisingly, the high-
est number of caregivers, 131 (43.1%), were spouses of care recipients, followed by
children of recipients, 118 (38.8%). Table 1 reveals the information on the demo-
graphic characteristics of the 304 caregivers.

Burden

The level of caregiving burden was measured using scores from the Shortened ZB scale
(Bedard et al., 2001). All but one respondent in the sample (n=303) disclosed her/his
level of caregiving burden. Caregivers averaged a score of 19.1 (SD=7.84), with scores
ranging from 0 to 42. Based on previously mentioned estimates of degree of burden,
the average burden score by the entire sample indicated a mild-to-moderate level of
burden. Every group among the demographic factors averaged in this range, as well.
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Table 1. Demographic characteristics of the sample (n=304)

Variable/Label n 9%
Gender
Female 233 76.6
Male 71 23.4
Age
Older adults (age 604+) 175 57.6
Younger adules {below age 60) 122 401
Missing 7 23
Ethnicity
African American 40 13.2
Hispanic 2 0.7
White 261 85.9
Multi-ethnic 1 0.3
Marizal status
Single 14 4.6
Married 240 789
Divorced 31 10.2
Widowed 14 4.6
Single-cohabiraring 4 1.3
Missing 1 0.3
Relationship to care recipient
Spouse 131 43.1
Child . 118 38.8
Friend 13 4.3
Other 42 13.8
Prayer

The entire sample of AD caregivers responded to the frequency of prayer item. An
overwhelming majority, 236 respondents (77.6%), reported engaging in private prayer
on a daily basis. Forty-seven (15.5%) pray on a weekly basis, and five respondents
(1.6%) do so on a monthly basis. Sixteen participants (5.3%) reported that they never
engage in private prayer.

Spirituality

Data from the ISS (Hodge, 2003) was used to assess the degree of intrinsic spiritnal-
ity among the AD caregiver sample. Recall that scores ranged from 0-10, wich higher
scores indicating a greater extent of intrinsic spirituality. The mean score on the ISS
was over seven (M=7.6, SD=2.15). Females indicated slightly higher IS§ scores than
males. African Americans reported higher scores of intrinsic spirituality than other
cthnic groups (multiethnic group excluded, considering only one respondent identified
as such on this measure). Table 2 illustrates scores on the ISS, categotized by demo-
graphics.
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Table 2. Means and standard deviations on ISS responses (n=298)

Variable/Label M SD n
Gender
Female 7.8 2.08 227
Male 7.1 230 71
Age
Older adults (age 60+) 7.5 2.16 172
Younger adults (below age 60) 7.8 2.13 119
Ethnicity
African American 8.6 1.81 40
Hispanic 6.9 3.66 2
White 7.5 2.16 255
Multi-ethnic 9.7 0.00 {
Marital statas
Single 6.6 2.84 13
Married 7.6 217 236
Divorced 8.3 1,71 31
Widowed 74 1.28 13
Single-cohabitating 7.3 3.03 4
Relationship to care recipient
Spouse 7.3 2,23 128
Child 7.9 191 116
Friend 8.0 1.80 13
Other 7.5 2.54 41

Because prior research (e.g., Pargament, Smith, Koenig, & Perez, 1998) have shown a
relationship between spirituality and prayer frequency, additional concurrent validity
of the 1SS was considered via its correlation with the ordinal measure of prayer fre-
quency: Spearman r=570, p<.0001.

Resiliency

Scores from the CD-RISC (Connor & Davidson, 2003) were examined to assess per-
ceived levels of resiliency among AD caregivers. The perceived resiliency among the
sample was relatively high, averaging 73.4 (§D=13.35) with scores ranging from 4 to
100. Table 3 shows scores on the CD-RISC, categorized by demographic groups.

Resiliency scores among gender groups were comparable, as well as those among
groups of mariral status, and relationship to care recipient. Younger adults reported
higher resiliency (M=75.5) than older adults (M=72). Among ethnic groups, African
Americans averaged the highest level of resiliency (M=76.4), while Hispanic respon-
dents reported the lowest resiliency scores (M=67.5). Again, multiethnicity was ex-
cluded because of the lone respondent identified on this measure.
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Table 3. Mcans and standard deviations of resiliency responses (n=303)

Variable/Label M SD n
Gender
Female 73.7 12.87 232
Male 72.5 14.92 71
Age
Older adulrs (age 60+) 72.0 14.00 175
Younger adults (below age 60) 755 12.26 121
Ethnicity
African American 76.4 13.45 40
Hispanic 675 9.19 2
White . 729 13.34 260
Multi-ethnic 85.0 0.00 1
Marital status
Single 68.0 16.11 14
Married 733 13.75 239
Divorced 75.2 10.11 31
Widowed 74.6 10.75 14
Single-cohabitating 773 9.29 4
Relationship to care recipient
Spouse 71.6 12.9 131
Child 74.9 14.0 117
Friend 79.4 10.77 13
Other . 73.0 13.21 42
Hypothesis Testing

A linear regression analysis was conducted to evaluate the prediction of ISS scores
from scores on the CD-RISC scale. The regression line on the scatterplot for the two
variables, as shown in Figure 2 below, illustrates that they are linearly related such that
as the caregivers’ intrinsic spirituality scores increase, resiliency scores increase.
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Figure 2. Scatterplot of caregiver responses on the ISS and CD-RISC
instruments
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The regression equation for predicting the overall resiliency score was Predicted CD-
RISC score = 3.25(ISS score) + 49.042. The bivariate correlation was as follows: Pearson
r=.537, F(1,296)=119.885, p<.0001. Approximately 29% (R?= .288) of the variance in
the resiliency scores was accounted for by its linear relationship to spirituality scores.
Scores on the ISS were significantly related to perceived level of resiliency, indicating a
positive relationship between extent of intrinsic spirituality and resiliency.

Multiple regression was later conducted to evaluate how well ISS scores predicted
CD-RISC scores with the inclusion of the demographic factors: gender, age, ethnic-
ity, ms, and rcr. The linear combination of the six predictor variables was significantly
related to the CD-RISC scores, F(6,283)=19.666, p<.0001. The multiple correlation
coefficient was .542, indicating that approximately 30% (R? = .294) of the variance
of the CD-RISC scores can be explained by the linear combination of the aforemen-
tioned six predictor variables. Table 4 presents the indices of the relative strength of
the individual predictor variables,
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Table 4. Bivariate, partial correlations of the predictors of resiliency

Predictor Bivariate cotrelation  Partial correlation
188 scores 531 525 *+
Gender -063 044
Echinicity -070 031
Mariral Status 058 047
Age : ~127* - 116*
Relation ro care recipient 058 -018

*p<.03, **p<.001

Considering the full model, the data indicated only two significant bivariate cor-
relations with resiliency: ISS scores and age. As expected, the association between
1SS scores and resiliency scores was moderate and significant (=531, <.001), while
the strength of association berween age and resiliency was slight but still significant
(r=-127, p<.05). Similarly, controlling for all other predictor variables, the same rela-
tionships were significant: the partial correlations between 1SS scores and resiliency
(#=.525, p<.001) and between the age of caregivers and resiliency (r = -.116, p<.05).
Incidentally, because spirituality and caregivers’ age were both significant factors of
resiliency, analyses of variance (ANOVA) were conducted to determine any signifi-
cant relationship between the two aforementioned factors. Relationships berween (2}
the I/R variable of age and spirituality, and (b) the categorical variable of age {(older
vs. younger adults) and spirituality, were analyzed. Neither ANOVA indicated any
significance: I/R age and spirituality, F(57,233)=1.183, p=.196; categorical age and
spirituality, £(1,289)=1.446, p=.230.

DISCUSSION

The study examined a measure of intrinsic spirituality and its ability to predicr per-
ceived level of resiliency among AD caregivers. Among the 430 caregivers who had
the opportunity to participate in the study, 304 (70%) complered the questionnaires.
According to the data, the average caregiver in the sample was a 63-year-old White
female, who was married to the care recipient. The sample’s mild-to-moderate level of
burden parallels the degree of burden among caregivers in previous studies (Arat et al.,
2002; Grunfeld et al., 2004). Almost 95% of the sample (288 caregivers) reported that
they engage in private prayer, while more than three-fourths prayed on a daily basis.
Because of such high prayer frequency, it was not surprising that the sample reported
a moderately high level of intrinsic spirituality. According to scores on the CD-RISC,
caregivers demonstrated a fairly high degree of perceived resiliency. This prominent
level of resiliency was somewhat anticipated, given its correspondence to eatlier pub-
lished results (Ross et al., 2003; Schulz et al., 2003).

Findings from the regression analyses indicated that the greater the degree of in-
trinsic spirituality, the more likely the caregiver perceived a greater sense of resiliency.
The only demographic factor exerting extraneous influence on the caregiver's level of
resiliency was age; the older caregiver (above age G0) in the sample was more likely to
perceive less resiliency compared ro the younger caregiver. This should signal the social
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worker to the possibility that the caregiver/client of an older age may sense a decreas-
ing level of resiliency influenced by issues of aging. However, there is little previous
research to support the notion that, as caregivers age, their resourcefulness declines
(Grant & Whitell, 2000). Tt can be argued that age as a variable is irrelevant in any
case since the real interest lies in experiential variables, as well as neuro-maturational
factors and their interplay. This may justify, at least in part, why the inclusion of age,
along with other demographic factors in the study, had minimal impact on the vari-
ance in resiliency compared to the initial effect size.

Implications for Social Work

The current study’s analysis of literature and empirical results bear several implications
among the social work professional community and its work with AD caregivers. The
brief theoretical explication of coping versus resiliency bears reconsideration. Iterating
from the literature review {Lazarus & Folkman, 1984; Margalit et al., 1992), coping
denotes the evaluation of stressors and initiation of activities to manage its impact.
By dchinition, coping is a durational strength; that is, the ability to alleviate or man-
age during burden. On the other hand, resiliency denotes phenomena characterized
by positive outcomes despite serious threat to adaptation or development (Masten,
1999; 2001; Masten et al., 1990). By definicion, resiliency is an outcome strength; that
is, a characteristic of effect observed or perceived post-burden, usually resulting from
successful coping. In the case of caregivers, post-burden does not necessarily mean
beyond the totality of the burden, e.g., death of care recipient. Post-burden also repre-
sents the following of any periodic caregiving stressor, including a stage of AD, a par-
ticular financial difficulty, an episodic state of depression, etc. Clarification between
coping and resiliency invites social workers to recognize the difference between the
two concepts, including the consideration that coping and resiliency are not invariably
linked. This distinction is viral in appreciating the findings of the current investigation
as well as other related studies.

Realizing the potential strength of intrinsic spirituality is critical in the worker-
client (in this case, client = caregiver) relationship. This is predicated on the client’s
voluntary admission of spirituality as some integral aspect of herfhis caregiving. The
sacial work practitioner should recognize spirituality as an important coping resource
if indecd the client recognizes and discloses it as such. Accounting for about 30% of
the variance in resiliency in the study, the positive effect of intrinsic spirituality on
the caregiver's self-perception of resiliency, is noteworthy ro the social service practice
community. Using a strengths approach, it is central for the social worker to assess the
caregiver’s coping resources, in this case, intrinsic spirituality or expression of such,
in order to reinforce it as a valuable management tool amid the duration of burden.
Based on current findings, the worker can raise further awareness and underscore the
caregiver’s resiliency as consequently, positively associated with said coping strategy.
This is a significant step beyond strengthening the caregiver’s sense of spirituality as
a resource of daily mediation during challenging times, and moves toward mutually
identifying and appreciating how spirituality influences the caregiver’s resiliency, the
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hardiness stemming from having already activated successful negotiation of burden.
This process may be therapeutic for the carcgiver by heightening her/his sense of ac-
complishment both in retrospect and in future perspectives: the relief or gratification
of overcoming past caregiving burdens, influenced in part by her/his spiritual com-
mitment; and upon this appraisal of resiliency, the knowledge thar past successes can
be indicative of impending ones.

The effective integration of the caregiver's spirituality into the assessment and
strengths-promoting processes of practice is contingent upon social workers develop-
ing a degree of competence in this area (Hodge, Cardenas, & Montoya, 2001). Past
surveys suggests, however, that social workers may not have the necessary education
and training to address spirirual dimensions in a spiritually sensitive manner (Der-
ezotes, 1995; Sheridan, Bullis, Adcock, Berlin, & Miller, 1992). Implications from the
current study burtress this concern. A solution is to address explicitly in social work
curricula the spiritual nature and expression among AD caregivers, along with educa-
tion in methods of spiritual assessment and its integration within a strengths perspec-
tive, e.g., the Interpretive Anthropological Framework (Hodge, 2001). AD caregivers
are a rapidly growing population, with five million families currently providing care
for an afflicted family member (NAC/AARP, 1997). The efficacy of social work prac-
tice among caregivers may be influenced, in substantial part, by the commitment to
spiritual understanding set forth in the social work classroom and field.

Limitations

Although support group facilitators were present during data collection, there was no
guarantee of available assistance for every respondent. Bias to the results based on the
participant’s inability or partial inability to understand any particular questionnaire
item poses a validity threar (Grinnell, 1997). Also, survey research can seldom deal
with the context of social life (Rubin & Babbie, 2001, p. 381) and infrequently cap-
tures the total caregiving situation of the respondents that could be acquired through
more qualitative, field ohservation.

The ISS is a recently created measure. Additional testing is desirable to assure in-
ternal consistency longitudinally. Further analysis of this measure is also needed to
confirm validity, i.e., that it measures what it truly intends to measure. For example,
a highest score indicaring that spirituality answers absolutely all questions abour life
may be perceived by some (secular or orherwise) as fanaticism rather than an ultimate
sense of intrinsic spirituality.

Another limitation to the study was the possibility of social desirability bias (Rubin
& Babbie, 2001, p. 178). There was the potential for caregivers to respond in a manner
that may reflect positively on themselves or care recipients. There was an additional
threat of validity within the context of the support group setting, relating to its poten-
tial effect on the caregiver’s emotional state at the time of data collection. The support
group process may have skewed the results to reflect its positive effect on the caregiver
(see AAFP, 2002; Cutler & Sramek, 1996; Zarit & Toseland, 1989), ¢.g., lower burden
scores or higher level of resiliency.
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The demographic composition of the sample suggests a lack of diversity. The sam-
ple was predominantly made up of White, female carcgivers. Though the size of the
sample is substantial, generalization of results to the larger caregiver population is
somewhat limited due to the lack of gender and ethnic diversity in the sample. Also,
no assessment was given to whether the care recipient was institutionalized or com-
muniry-dwelling, The living arrangements of care recipients may have had some influ-
ence on responses to questionnaire items, though a previous study revealed that living
arrangements had no significant influence on the caregivers’ perceptions of burden or
use of coping strategies (Pratt, Schmall, Wright, & Cleveland, 1985).

Future Research

The unit of analysis in the current study was the individual caregiver. Changing the
focus to the family, and thus changing the operational strategy to reflect family spiri-
tuality (se¢ Murphy, Johnson, Lohan, & Tapper, 2002) and family resiliency (see de
Haan, Hawley, & Deal, 2002), may consider a more complete picture of the intra-sys-
teric effect of caregiving on the entire family.

The frequency of prayer measure is somewhat singular focused in religious or spiri-
tual perspective. Though prayer frequency was asscssed because of its reported preva-
lence among caregivers and to further validate the ISS, the study did not address
other forms of spiritual practice. It would be insightful and more comprehensive for
future research to examine other forms of spiritual expression among caregivers such
as meditation and ritual.

Issues relating to religious affiliation were not addressed in the current study. In-
stead, examination of the caregiver’s sense of spiritual commitment to daily function-
ing, regardless its nature as faith-based or existential, was the intent. Inclusion of faith
affiliation as an intervening variable on the caregiver’s level of resiliency may be more
suited for theologically driven studies. Lastly, future studies should explore the pos-
sible interaction cffect berween spirituality and the caregiver support group, both ob-
served as coping resources, on caregiver resiliency. Effective community intervention
programs, such as caregiver support groups, may engender information about AD and
community resources, offer emotional support, and increase caregivers’ confidence in
problem solving and their ability to redefine problems (Pratt et al., 1985). In doing so,
these programs may provide significant effect on the caregiver’s sense of spirituality
and self-efficacy.

CONCLUSION

Approaching the AD caregiving experience based on a risk paradigm often focuses
on the “deficiencies” of the caregiver that result in negative outcomes. In contrast,
and more appropriate to the strength-based focus of social work, addressing factors of
resiliency is beneficial because they provide clues to the caregiver’s strength and self-ef-
ficacy, even in times of burden (Hodge et al., 2001). The modern resiliency paradigm
underscores the self-esteem and self-efficacy of the caregiver by converging on the dif-
ferent kinds of coping strengths, like personal knowledge and expertise of the illness;
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support networks, ¢.g., caregiver support groups; and resources and coping strategies,
such as spirituality and expressions of such.

In this article, the author has attempted to describe in some dertail the Alzheimer’s
caregiver population, and rhe factors and behaviors that contribure to their perceived
levels of resiliency. The model in the current study related that under the existence of
burden, the coping resource of intrinsic spirituality influences the caregiver’s self-per-
¢eption of resiliency. It is hoped that information from this study will be of practical
use to social workers who have contact with families and loved ones caring for persons
living with Alzheimer’s, and ro educators who examine the complexities of caregiving
with their students.
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