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Abstract—Informal care has become an increasingly important element in the delivery of health and
social services to people living with HIV disease or AIDS (PWAs), vet the provision of such care does
not come without costs to the caregiver. Instead. caregiving imposes burdens that may compromise care-
giver health. Common ailments among AIDS caregivers were examined with two waves of data from a
diverse sample of informal care providers in Los Angeles and San Francisco (N = 642). Symptoms of
poor physical health are markedly present among AIDS caregivers and are significantly associated with
care-related demands and stressors. This stress and health relationship varies significantly between care-
givers who are HIV seropositive and those who are seronegative. Care-related effects are more direct
among seronegative caregivers who are perhaps less overwhelmed with the maintenance of their own
health. For all caregivers studied. level of depression and prior physical health are strong correlates of
these physical ailments. Implications of these results are discussed. T 1997 Elsevier Science Ltd
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AIDS has engendered social problems of unforeseen
variety and scope over the past two decades. To a
substantial degree, people living with HIV disease
or AIDS (PWAs) have been met with fear, uncer-
tainty, misperception, moralistic assignments of
blame and stigmatization (Shilts, 1987; Institute of
Medicine, 1988; Sontag, 1989). Additionally, AIDS
has proven itself to be an expensive disease, requir-
ing vast resources and substantial planning at every
level of society, from personal to organizational to
political. Given increases in AIDS cases across the
United States, particularly among poorer popu-
lations, it is likely that the current health care sys-
tem will increasingly fall short in its efforts to meet
the needs of PWAs and their significant others in
the coming years. Moreover, as treatment regimens
improve and AIDS patients live longer, many will
subsequently require greater cumulative assistance
and care over the course of their illnesses.

A system of informal health care has emerged in
response to AIDS (Kelly et al., 1993; Turner et al..
1994). supplementing the formal system of health
care and presumably enhancing the care received by
many PWAs (Lasher and Ragsdale, 1989). Informal
caregivers often play an instrumental role in the
provision of care to, for instance. lovers, spouses or
family members with HIV disease or AIDS.
Caregivers to PWAs provide extensive assistance
and health care, typically without professional
training, and often reorganize numerous aspects of
their lives (Pearlin ez a/.. 1994; Wardlaw, 1994).

These caregivers constitute a national health
resource (Benjamin, 1988), but they are also a vul-
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nerable population. Although informal caregivers
serve without remuneration, the services they pro-
vide are unlikely to be cost-free. The health effects
of AIDS caregiving have not yet been extensively
documented, but the stressors associated with care
provision have been shown to take a toll on care-
giver well-being in other contexts, for instance that
of caregiving for a frail elder suffering from
Alzheimer’s Disease or other  dementia
(Baumgarten, 1989; Schulz et al., 1990; Wright et
al., 1993). The adverse social climate surrounding
HIV and AIDS only further complicates their
enactment of this caregiving role (Powell-Cope and
Brown, 1992). As the overall demand for AIDS car-
egiving increases across the U.S., it becomes im-
portant to document hidden costs, and more
important, to identify the social conditions that
intensify or ameliorate these costs.

The present study is primarily concerned with the
potentially adverse impact of caregiving on the
physical health of informal AIDS caregivers. We
build our analyses around concepts from the stress
proliferation framework articulated by Pearlin and
associates (Pearlin, 1989; Pearlin et al., 1990). This
framework defines primary stressors as difficulties
associated with the actual tasks of caregiving, such
as the problematic conditions that stem directly
from the needs of the patient and the ensuing
demands for care. Some primary stressors are objec-
tive, reflecting concrete aspects of the caregiving
situation, such as the degree to which caregivers
routinely assist PWAs with activities of daily living
(ADLs). Other primary stressors reside in the sub-
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jective experiences of caregivers. e.g., the degree to
which a caregiver feels trapped in, or held captive
by, the caregiving role (Zarit et al., 1986).

Secondary stressors, in contrast, are problems
that arise as a consequence of providing care, but
do not directly entail the tasks of caregiving. These
conditions arise beyond the boundaries of the care-
giver role, e.g., problems encountered at work due
to the demands of caregiving. Secondary stressors,
as well as subjective primary stressors, overlap to
some degree with recent conceptualizations of care-
giver burden (Folkman er al., 1994; Clair er al.,
1995). a global concept that does not differentiate
the distinctive sources of caregiver stress. Moreover,
secondary stressors are seen as being generated or
exacerbated by the primary demands of caregiving,
a process Pearlin identifies as stress proliferation.
See Aneshensel er al. (1995) for an application of
the stress proliferation framework to a study of
Alzheimer’s caregivers.

Caregivers in an array of contexts encounter
demands that tax or exceed their normal adaptive
capacities and thus face a prototypical situation of
chronic social stress (Aneshensel, 1992). Moreover,
AIDS caregivers are likely to face additional stres-
sors due to the problematic nature of social re-
sponses to this epidemic. Indeed, AIDS caregivers
are in a number of ways unique from other care
providers and suffer emotional distress as a conse-
quence of care-related stress (Pearlin er al., 1988;
Lennon et al., 1990: Raveis and Siegel, 1991;
LeBlanc et al., 1995).

Most studies of caregiving and health outcomes
have concerned emotional well-being and been car-
ried out on samples of people caring for a fraii
elderly relative, typically someone with Alzheimer’s
Disease or a related dementia. Although it has been
difficuit for researchers to make causal inferences
about the impact of caregiving on health, an associ-
ation between caregiving and negative physical
health consequences has been demonstrated with
some consistency (Baumgarten, 1989; Schulz er al.,
1990; Wright er al., 1993). Moreover. recent
research suggests that many people experience
impaired health as a consequence of sharing a
household with someone who is mentally ill
(Gallagher and Mechanic. 1996). At present, how-
ever, we know very little about the physical health
of AIDS caregivers. a particularly vulnerable popu-
lation unique from caregivers to the frail eilderly in
a number of ways. Most importantly, many AIDS
caregivers are themselves HIV seropositive and face
great uncertainty about the future and a heightened
risk for health problems as they go about caregiving
(Weitz, 1989; Lennon er al., 1990; Siegel and
Krauss, 1991).

The fact that previous work demonstrates an as-
sociation between caregiving and physical health
gives us reason to expect that AIDS caregiving will
be no different, exerting some influence on the
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health of the care provider. Further, given that this
relationship appears to be due, at least in part, to
the stressful nature of caregiving, the level of ex-
posure to various stressors should be related to the
severity of symptomatology. In this study, we are
specifically interested in isolating the kinds of stres-
sors that most strongly influence the physical health
of AIDS caregivers.

METHODS

The data presented below come from a panel sur-
vey of informal AIDS caregivers in Los Angeles
County and the San Francisco Bay area (N = 642).
Data were collected from face-to-face interviews
with each caregiver, administered by trained lay
interviewers. The following inclusion criteria were
used: (1) care had to be provided in the community,
outside of institutional settings such as hospitals or
hospices; (2) caregiving could not be given in con-
junction with employment as a health professional;
(3) assistance provided by the caregiver had to
extend beyond the offering of emotional support to
more instrumental types of caregiving and help with
activities of daily living; and (4) the caregiver had
to be the primary provider of assistance to the
PWA. Forty-five percent of our sample was
recruited in Los Angeles, 55% in San Francisco.
Approximately 32% was referred via community-
based AIDS agencies, the rest primarily through
media advertising and individual physicians. To
address concerns about these characteristics, site
and recruitment method are controlled statistically;
no significant effects were found for these variables.

In general, this sample of caregivers is: relatively
young (mean age of 40 years) compared to care-
givers in other contexts, e.g.. those caring for a frail
elderly spouse; non-Hispanic White (74%); and of
relatively high educational attainment (e.g., 80%
had completed some college). The average income
of caregivers, independent of their partners and
spouses, is about $24,000 per year. This mean
income is low relative to education because some
caregivers do not participate in the paid labor force
and have no income of their own. Seventy-five per-
cent of the sample had some type of health insur-
ance, either private or public. In terms of their
relationship to the PWA, this sample is primarily
composed of gay men caring for a lover (37%) or a
friend (37%). The remainder of the sample are tra-
ditionally-defined family members caring for their
legal spouse (9%)., or another relative (17%), typi-
cally a son or a brother. Thus, this sample sociode-
mographically resembles most what Turner et al.
(1994) have called “central cities caregivers”.
However, it is likely that some caregivers in urban
areas are under-represented in current studies of
caregtving prevalence, in particular low-income per-
sons caring for people infected through intravenous
drug use (cf. Ettner and Weissman, 1994).
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Table 1. Symptoms of poor physical health: dependent variable

Full sample
wave |, n = 642
(wave 2, n = 368)
Symptom 1 2
Experienced  Mean frequency of

Experienced

Seropositive caregivers, Seronegative caregivers,
wave 1.n = 179 wave |, n = 463
(wave 2, n = 113) (wave 2, n = 255)

3 4 5 6

Mean frequency of  Experienced  Mean frequency of

sympton at least sympton® symptom at least sympton® sympton at least sympton®
once once once
% % %
Headaches 81.8 2.98 87.7 3.40 79.5 2.81
(86.4) (3.08) (88.5) (3.38) 82.4) (2.96)
Cold/chills/sore throat 53.5 1.72 59.2 1.98 51.0 1.62
(55.5) (1.74) (58.4) (1.95) (51.0) (1.63)
Indigestion/heartburn 67.4 2.60 77.7 3.04 63.5 243
(73.6) (2.74) (76.1) (3.07) (68.6) (2.63)
Constipation 31.0 1.59 36.9 1.73 28.7 1.54
(38.4) (1.67) (38.1) (1.78) (29.4) (1.53)
Diarrhea 41.5 1.81 62.6 2.37 333 1.60
(49.3) (1.88) (60.2) (2.31) (38.4) (1.74)
Weakness,/faintness 40.0 1.84 61.5 2.47 31.7 1.60
(41.7) (1.89) 61.0) (2.44) (32.3) (1.62)
Backaches 65.7 2.67 68.2 2.84 64.7 2.60
(69.4) (2.78) (67.3) (2.81) (63.8) (2.63)
Shortness of breath 35.2 1.85 50.8 2.35 29.2 1.66
(40.6) (1.93) (54.9) (2.49) (31.0) (1.73)

“Scores range from “never” (1) to “'more than once a week™ (5).

Baseline analyses were conducted on the full
sample of 642 caregivers; longitudinal analyses on a
subsample of caregivers who were continuing to
provide care at the time of their second interview
(n = 368). The longitudinal analyses exclude those
who ceased caregiving after their initial interview
and those lost to follow-up, which includes an
unknown number of caregiver deaths (n = 71).
Those who were bereaved between interviews
(n = 203) are excluded from the analyses because
the death of a loved one is uniquely stressful and
may independently affect the health of the surviving
caregiver. The interval between interviews was ap-
proximately seven months.

Measures

Symptoms of poor physical health. The caregivers’
self-assessed experience of symptoms of the eight
common ailments shown in Table 1 was examined
for the three months preceding each interview. Re-
sponse categories were: 1| = “never”’; 2 = “one time
a month or less”; 3 = “two to three times a
month™; 4 = “one time a week™; and 5 = “more
than once a week.” To create the dependent vari-
able, we averaged the subjects’ frequency scores
across the eight symptoms, resulting in a mean
scale score for the full sample of 2.14. For the sero-
positive subsample the mean scale score was higher
than that for their seronegative counterparts (2.52
versus 1.99; ¢+ = —8.30; P < .001).

Table 1 reports the presence of each symptom at
both waves of data collection, i.e., any response
other than “never” (columns 1, 3 and 5). At base-
line, nearly 80% of the full sample experienced at
least three of these symptoms over the previous

*The .01 level is used to determine significance rather than
the customary .05 level to adjust for the multiple tests.

three-month period; virtually all experienced at
least one (98%). The most common symptoms were
headaches, indigestion and backaches. The least
commonly reported symptoms were constipation
and shortness of breath. Comparing columns 3 and
5, it is evident that all of these symptoms are more
prevalent among seropositive than seronegative
caregivers, although the difference is statistically sig-
nificant for only three of eight symptoms: shortness
of breath, diarrhea and feelings of weakness or
faintness.* The distribution of symptoms is similar
at follow-up (see italicized values).

Also in Table 1, we present the mean frequency
of symptom occurrence (columns 2, 4 and 6), which
parallel the patterns just described for symptom
presence. The mean scores of around 3 are equival-
ent to an average response of “two to three times a
month.” As expected, means are consistently higher
for the seropositive than for the seronegative care-
givers (columns 4 and 6, Table 1).

We pay particular attention to the impact of ser-
ostatus on caregivers because being seropositive
presents a number of unique challenges to main-
taining health (cf. Siegel and Krauss, 1991;
Folkman er al., 1994) in the face of caring for
another. Twenty-eight percent of the sample is HIV
seropositive, and serostatus varies markedly by the
caregiver’s relationship to the PWA: over half are
gay men caring for a lover (56%) and the remain-
der are predominantly gay friends caring for a
friend (36%); very few caregivers related by blood
or marriage are seropositive. Therefore only gay or
bisexual caregivers can be meaningfully differen-
tiated on serostatus in multivariate analyses.
Additionally, all of our analyses are reported separ-
ately for seropositive and seronegative caregivers
because the variance-covariance matrices for these
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groups cannot be pooled (x* = 694.60, df = 253,
P < .001).

Past research has shown a reciprocal relationship
between depression and physical illness (Aneshensel
et al., 1984; Vogt et al., 1994). More recently, we
have suggested that caregiving stress is directly tied
to greater depressive symptomatology among AIDS
caregivers (LeBlanc er al., 1995). Here, we shift our
focus by treating depression, alongside of care-re-
lated stress, as a predictor of physical health.
Clearly, however, these types of relationships are
inherently reciprocal and could be estimated in
alternative ways. Our measure of depression was
derived from responses to six items from the
Hopkins Symptoms Checklist (Derogatis et al.,
1974), e.g.. lacked enthusiasm for doing anything,
cried easily or felt like crying, or felt downhearted
or blue. Response categories ranged from ‘‘no
days™ (1) to ““five or more days in the past week”
(4). The mean depression score was 1.99, SD = .70;
and the scale is reliable, x = .83.

Care-related demands and stressors. Two measures
of PWA health are included under the heading of
care-related demands because the care recipient’s
level of functioning, more than any other factor,
presumably shapes the need and intensity of care-
related tasks. First, PWA depression was con-
structed from caregiver reports for the PWA for
four items from the Hopkins Symptoms Checklist,
as described previously. (Recent research suggests
that caregivers provide accurate information on the
needs of PWAs [Berk, 1995]). The mean depression
score for PWAs was 2.21 (SD = .73, x = .74), indi-
cating substantial depressive symptomatology
among PWAs, slightly higher than among care-
givers. Second, the extent to which the PWA exhib-
ited problem behaviors due to declining health was
assessed by six items (e.g., how often the PWA
wandered or lost his or her way, had bowel or blad-
der accidents, or did dangerous things like forget-
ting to turn off the stove or put out cigarettes) with
response categories ranging from “‘never” (1) to
“very often” (4). The mean PWA problem behavior
score was 1.81, SD = .55, « = .70, which indicates
that these kinds of problem behavior are present,
but relatively rare.

An array of other care-related stressors was also
measured. This includes three measures of primary
objective stressors, each pertaining to the caregiver’s
provision of help with activities of daily living
(ADLs): help with ADLs, e.g., eating, bathing, dres-
sing, (mean = 1.29, SD = 48, a = .88); help with
instrumental ADLs (IADLs), e.g., housework,
shopping, cooking, (mean = 2.68, SD = .87,
o = .82); and with MIADLs, or the ‘management’
of the PWA’s affairs, e.g., financial and legal affairs,
dealing with doctors (mean = 2.01, SD = .87,
o = .79). Response categories to each item across
the three scales ranged from (1) “no help given” to
(4) “‘provides complete assistance.” Subjective pri-
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mary stressors were assessed by two measures: role
overload (4 items, e.g., have more things than I can
handle) and role captivity (3 items, e.g., wish I were
free to lead a life of my own). Response categories
ranged from (1) “‘strongly disagree” to (4) “strongly
agree.” The means scores and Cronbach’s Alphas
for these scales were: role overload, mean = 2.80,
SD = .69; o = .80; and role captivity,
mean = 2.03; SD = 91; 2 = .78.

Finally, we included measures of two secondary
stressors: financial strain and conflicting demands
between work and caregiving, using the previously
described four-point progression in frequency.
Financial worry was assessed with responses to five
items (e.g., worry about being forced to move from
their homes or meeting medical costs), and work
strain with seven items (e.g., the inability to concen-
trate on work, being forced to miss work days).
The mean level of financial worry was 2.51,
SD = .86, o = .78; the degree of work strain was
239, SD = .60; a = .82. We also included a
measure of employment status: 41% of our sample
was not employed at baseline.

Change in a given independent variable was com-
puted as wave 2 scores minus wave | scores. The
longitudinal multivariate analyses include the wave
1 value and the change value for each independent
variable, but not the wave 2 value because change
is a linear combination of the two observed
measures. In the case of our dependent variable,
symptoms of poor physical health, we included the
wave | value as an independent variable in the
model predicting symptoms at wave 2. As a result,
we predicted the change in symptoms over time as
distinct from their presence and intensity at wave 2.

RESULTS

Symptoms at baseline

OLS regression models of wave 1 data, control-
ling for an array of related explanatory factors, are
presented in Table 2. Two models are presented for
each of the two subsamples, seropositive and sero-
negative, in order to simultanecously illustrate the
association between caregiving and physical health
as well as the salience of emotional well-being to
both. Models 1 and 3 exclude caregiver depression
as a predictor variable; models 2 and 4 include it.

There are both similarities and differences in the
observed relationships among these variables
between the two strata of data. As can be seen in
Models 1 and 3, for each subsample we find evi-
dence to suggest that care-related stress is linked to
the physical health of caregivers. For both seroposi-
tive and seronegative caregivers, PWA problem
behaviors, caregiver work strain and unemployment
are strongly associated with greater symptoms of
poor health. Yet, other care-related demands and
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Table 2. Cross-sectional OLS regression of symptoms of poor physical health (wave 1)

Seropositive caregivers (n = 179%)

Seronegative caregivers (n = 446%)

Model | Model 2 Model 3 Model 4
Independent variables b (SE) B b (SE) B b (SE) B b (SE) B
Caregiving demands/stress
PWA health
Problem behaviors (1-4) .35 (.12) 25%* 34 (.11) 25% 27 07 20%*%* 26 (.07) g
Depression (1-4) .06 (.08) .06 .03 (.08) 03 13 .05) 4%+ .10 (.05) .10*
Primary stressors
ADLs (1-4) —11 (.14 -.06 —.14 (.14) —-.08 —-17 (.08) -—.12* -.19 .07y —-.13*
1ADLs (1-4) -.03 (.07) -.03 -.02 07y -.02 —-.07 .04y -09 -.07 (.04) —.09*k**
MIADLs (1-4) -.01 07y -.01 —.01 07y -.01 12 (.04) 14%* 11 (.04) 13**
Role overload (1-4) 22 (.10) 18* 15 (.10) 13 —-.02 .06y -.02 -.07 (.05) -.07
Secondary stressors
Role entrapment (1-4) —.02 (07) -.03 —.08 07y -.09 .03 (.04) .05 —.01 (.04) -0l
Work strain (1-4) 33 (.13) 53+ 18 (.13) 29 19 (.08) 32+ .07 (08) .13
Unemployed 1.22 (32)  76** 8] (34) 51+ 53 (19)  36** 23 (19 .16
(I = unemployed)
Financial worry (1--4) .02 (.07) .02 -.03 (.07) -.03 11 (.04) 3% .07 (.04)  .09****
Caregiver
sociodemographics
Sexual orientation .35 (.25) 12 21 (.25) .08 .05 1) .04 .04 {11 .03
(1-gay/bisexual)
Age (in years) —-.00 (00) -.02 .00 (.01) .00 .00 (.00) .04 .00 (.00) .06
Gender (1 = man) =35 (.32) -.10 —.18 (.32) -.05 —.24 1)y —.16* -.20 (11} —14%x**
Race/ethnicity 21 (.12) A2 12 (.12) .07 .08 (.08) .05 .04 (.07) .03
(1 = non-Hispanic white)
Income (in thousands) —.00 (.00) -.09 -.00 (.00) -.09 .00 (.00) .01 .00 (.00) .02
Education -.02 (.03) -.04 -.01 (.03) -.04 —.00 (.02) -.01 .00 (.02) .00
Medically insured 14 (.13) .07 18 (.13) .10 .09 (.08) .06 .06 (.08) .04
(1 = yes)
Depression (1-4) 30 (.10} 27« - .32 (05)  31x=
R’ 34 37 19 .26
F 4.85%** 5.28%** 5.88%** 8.1 2%%*

*P < 05 ¥*P < 01 ¥*FP < 001; ****P = 06.

“N reduced by missing data on predictor variables and sample attrition.

stressors uniquely affect health depending on care-
giver serostatus.

For seropositive caregivers, role overload is a sig-
nificant and positive correlate of symptomatology
(Model 1); suggesting that as a sense of overload
rises, so does the experience of these symptoms.
Among seronegative caregivers, PWA depression,
financial worry and assistance with various ADLs
appear to play an important role in determining
physical health. Like PWA problem behaviors,
PWA depression is positively related to the experi-
ence of these conditions. The ADL effects, however,
do not combine to suggest a general pattern of in-
fluence of ADL assistance on caregiver health.

The effect for MIADLSs is in the direction many
might expect; as management assistance increases,
so do symptoms of poor health. The coefficients for
ADLs (Models 3 and 4) operate, however, in the
opposite direction. Assistance with these activities is
associated with lesser symptomatology. This result
was unanticipated as this ADL measure is not sig-
nificantly correlated with symptoms at the bivariate
level (not shown). One can note that a similar effect
for IADLs is nearly significant with a P-value of
.06.

Finally, there is a significant effect for gender in
the seronegative subsample: seronegative men
appear to experience better day-to-day health as
AIDS caregivers than do seronegative women
(Model 3). It is important to note that this effect is

not a pure gender effect like that described in pre-
vious caregiving research (Wright es al., 1993) or
medical sociological research more generally
(Verbrugge, 1985). This result must be understood
in light of the stratified analyses and gender compo-
sition of the two strata. In sum, our descriptive
analyses (Table 1) tell us that regardless of gender,
seronegative caregivers generally feel better than
seropositive caregivers. However, seropositive care-
givers are much more likely to be men, and women
caregivers to be seronegative. Thus, this result from
the multivariate analysis suggests that, net of other
factors, seronegative men typically experience fewer
symptoms of poor physical health than seronegative
women; and, based on our descriptive results, we
infer that both fare better than their seropositive
counterparts.

As also shown in Table 2, caregiver depression is
an especially important correlate of poor physical
health among all caregivers (Models 2 and 4).
Depression performs strongly in both analyses,
overriding some of the stress effects observed in the
preceding models (Models 1 and 3); indicating that
emotional well-being has a more direct or proximal
tie to physical health than do several care-related
factors, e.g., work strain and role overload for sero-
positive caregivers. Nonetheless, several care-related
effects remain even when depression is controlled,
e.g., PWA problem behaviors, assistance with var-
ious ADLs for seronegative caregivers.
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Table 3. OLS regression of change in symptoms of poor physical health over the course of caregiving (wave 2)

Seropositive caregivers (n = 106%)

Seronegative caregivers (n = 233%)

Model | Model 2 Model 3 Model 4
Independent variables b (SE) B b (SE) B b (SE) B b (SE) B
Symptoms at wave 1 .67 (.08) .66%** 66 (.08) 65%xr 57 (.05) 1> 47 (.05) 50%+*
Caregiving demands/stress
PWA health
Problem behaviors (1-4) .14 (.14) .09 .16 (.14) .11 10 .09 07 .10 (.08) .07
Change in problem .16 (.14) .10 10 (.14) .06 12 (.09) .08 12 (.08) .08
behaviors (wave 2-wave 1)
Primary stressors
IADLS (1-4) —.11 (09 -.10 —.06 (.09) -.05 —-.01 .04y -.01 -.03 (.04) —-.04
Change in IADLs -.19 (07) -22* -6 07) —.19* -.07 (.04 -.08 —.06 (.04) -.07
(wave 2-wave 1)
Role overload (1-4) 22 (.12) 17 13 (.12) 10 A3 (.06) 13* .03 (.06) .03
Change in role overload 1S (.12) 1 .04 (.12) .03 22 (0N 18** 15 (.06) 13*
(wave 2-wave 1)
Secondary stressors
Role entrapment (1--4) -.06 (09 -.06 —.12 09 -12 01 (.04) .01 —.05 (.04) .06
Change in role entrapment —.04 (08) —-.04 -07 (.08) —.08 A7 (.05) T7** 12 (.05) 12+
(wave 2-wave 1)
Caregiver
sociodemographics
Sexual orientation -.23 (.25) -.09 -.26 (.25 =11 .08 {11 .06 18 (.10) RE)
(1 = gay/bisexual)
Age (in years) -.00 (on -.02 —-.01 o —.07 —.00 (.00) -.0S —-.00 (.00) -.02
Gender (1 = man) 53 (.33 147 .55 (.32) 18 ~.10 .ty =07 —-.16 (.10) —.11
Race/ethnicity (1 = non- .06 (.13) .03 03 (.13) 02 -.01 (.08) -.00 —.01 (.08) —.01
Hispanic white)
Income (in thousands) —.00 (.00) -.03 00 (.00) 02 —.00 .00y -.03 —.00 (.00) -.02
Education -.03 (03 -.07 —.01 (03) -.02 -.02 .02y -.07 -.02 (.02) -.05
Medically insured .00 (.14) .00 -.01 (.14) .00 .02 (.08) .01 —.00 (.08) —.00
(1= yes)
- 22 (.14) A8 — — — .36 (.06) 36%**
Depression (1-4)
Change in depression - 27 .10) 26%* — - .27 (.06) 26%**
(wave 2-wave 1)
R* 61 .64 55 61
F 8.5+ ¥ 8.44%x* 16.20%** 18.89%*+*

*P < .05 *¥*P < 0] ***P < 001

*N reduced by missing data on predictor variables and sample attrition.

Analysis of change in symptoms over time

Table 3 repeats these multivariate analyses using
two waves of data, thus describing these relation-
ships over an interval of caregiving of about half a
year.* In these longitudinal analyses, we regress
symptoms reported at wave 2 on an array of predic-
tor variables and their change scores over two
waves of data collection. Because we include base-
line symptoms as an independent variable, this
model predicts change in symptomatology over
time. Due to a plethora of measures and the smaller
wave 2 sample sizes, the remaining independent
variables were selected systematically: we excluded
variables that were immaterial at baseline or in
simple regressions of wave 2 symptoms.

By far the strongest determinant of symptomatol-
ogy over time is symptoms at baseline, as indicated
by very large standardized coefficients for that vari-

*For the full sample, serostatus does not affect wave 2
symptoms once wave | symptoms are controlled (not
shown). Thus, the impact of serostatus on physical
well-being appears to be transmitted by the stability of
symptoms over time. The same can be said for both
PWA problem behaviors and caregiver unemployment,
which have strong effects, but only at baseline.

able in all four models (Table 3). Caregiver de-
pression also has an important effect on increases in
symptoms of poor health. It appears that seroposi-
tive caregivers are particularly susceptible to
changes in depression, often resulting in greater
symptomatology over the course of caregiving
(Model 2). Among seronegative caregivers, both
baseline depression and an increasing severity of de-
pressive symptoms over time significantly contribute
to poor health (Model 4).

Although these depression effects are indeed
strong, they do not appear to obscure any care-re-
lated or sociodemographic effects on caregiver
physical health. Instead, the few caregiving stress
effects that we find here remain significant either in
the presence or absence of depression. Among sero-
positive caregivers, rates of change in assistance
with IADLs is associated with lesser symptomatol-
ogy, paralleling the unexpected ADL finding
reported at baseline (Table 2). For seronegative
caregivers both role overload and role entrapment,
particularly as these feelings become exacerbated
over time, are significantly associated with declines
in physical health. In other words, increases in
these care-related stressors are typically ac-






