
UC Davis
UC Davis Previously Published Works

Title
Caregivers of People With Mild Cognitive Impairment and Dementia: Characterizing Social 
and Psychological Outcomes.

Permalink
https://escholarship.org/uc/item/2gx8670p

Journal
Alzheimer Disease & Associated Disorders, 38(1)

Authors
Meyer, Oanh
Zheng, Shichen
Alto, Raquel
et al.

Publication Date
2024

DOI
10.1097/WAD.0000000000000603
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/2gx8670p
https://escholarship.org/uc/item/2gx8670p#author
https://escholarship.org
http://www.cdlib.org/


Caregivers of People with Mild Cognitive Impairment and 
Dementia: Characterizing Social and Psychological Outcomes

Oanh L. Meyer, PhD1, Shichen Zheng, MPH1, Raquel Alto, BA2, Duyen Tran, BS1, San Luu, 
BS1, Uyen Vu, PhD1, Ladson Hinton, MD1, Danielle Harvey, PhD1

1University of California, Davis, School of Medicine, Sacramento, CA 95817, USA
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Abstract

Background: Little is known about caregiving across the spectrum of cognitive impairment 

(mild cognitive impairment (MCI) to dementia) and how early life and sociocultural factors affect 

caregiver health. In this study, we characterized differences between caregivers of those with MCI 

versus those with dementia.

Methods: A total of 158 caregivers were enrolled in this cross-sectional study, most of whom 

were dementia caregivers (65%). Caregivers completed questionnaires on depressive symptoms, 

self-rated health (SRH), perceived burden and stress, as well as psychosocial and demographic 

measures.

Results: Caregivers of those with MCI reported fewer depressive symptoms and lower stress 

and burden compared to dementia caregivers. In adjusted analyses- caregivers with greater stress 

reported more depressive symptoms. For SRH, at lower stress levels, having a sibling die before 

age 18 (i.e., early life adversity) was associated with poorer SRH; at higher stress levels, having 

early life adversity was associated with better SRH. At lower burden levels, more live births was 

associated with worse SRH; at higher burden levels, more live births was associated with better 

SRH.

Conclusions: Early life factors are relevant for caregivers of those with cognitive impairment 

and targeted prevention and early intervention may be helpful in alleviating caregiver burden and 

stress.
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INTRODUCTION

In the U.S., the older adult population is rapidly increasing, and accompanying this growth 

is the number of family caregivers of people with cognitive impairment related to dementia.1 

While caregiving may be associated with positive rewards and feelings of satisfaction, 
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certain challenges may place caregivers at risk for significant health and mental health 

problems.2 Caring for older adults with chronic health conditions, such as dementia, 

contributes to psychiatric morbidity in the form of higher rates of depressive and anxiety 

disorders.3 Moreover, caregivers of those with dementia often face a greater emotional 

and physical burden than caregivers of older adults with other health conditions.4 Hence, 

caregiving for a family member with cognitive impairment has become a public health issue 

and is expected to become increasingly prominent with the aging population.5

Caring Across the Spectrum of Cognitive Impairment

Although there is a substantive literature on dementia caregiving and health, less is known 

about those who care for individuals diagnosed with mild cognitive impairment (MCI). MCI 

is an early stage of memory loss or other cognitive impairment in individuals who maintain 

the ability to independently perform most activities of daily living.6 The prevalence of MCI 

varies widely; the 2022 Alzheimer’s Disease Facts and Figures6 report that approximately 

up to 18% of people aged 60 or older live with MCI. The role of caring for someone with 

MCI differs from that of caring for someone with dementia.7 Factors such as the clinical 

course and prognosis of MCI and uncertainty about the development of dementia pose a 

unique set of challenges for the caregivers of these individuals. While those with MCI 

might not need caregivers in the same sense that those with dementia do, MCI caregivers 

(or companions/care partners at this point), may be just starting caregiving activities. The 

term MCI and whether or not those with MCI need caregivers is a clinical and diagnostic 

question, separate from the reality of those families who have a family member with 

diagnosed cognitive impairment, diagnoses that can occur in a variety of places and have 

varying levels of accuracy. Some individuals diagnosed with MCI may actually be closer 

to dementia, and so require a fair amount of help, especially if their family member is 

limited beyond cognitive issues (e.g., physical disability, limited English proficiency, etc.). 

Research has shown that MCI is associated with significant morbidity, potential economic 

loss to the individual and family, and frustration and distress in caregivers,8,9 and that 

MCI caregivers’ needs revolve more around their person’s neurobehavioral symptoms rather 

than functional disability needs for AD caregivers.10 Understanding caregiving across the 

spectrum of cognitive impairment has implications for early intervention and treatment.

Social and Contextual Factors Associated with Caregiver Outcomes

Compared to non-Hispanic White (NHW) adults, in general, racial and ethnic minority 

people are more likely to take on the burden of caregiving and are at greater risk for 

depression.11 Worse caregiver distress and burden may exacerbate existing health and 

healthcare disparities. Yet the study of racially and ethnically diverse caregivers across 

the spectrum of cognitive impairment related to Alzheimer’s disease and related dementias 

(ADRD) remains an unexplored area. Moreover, much of the research on caregiving centers 

focuses on individual- and family level factors associated with stress; few studies focus on 

the social and life-course context of caregiving, which can strongly impact caregivers. Thus, 

it is unclear whether sociocultural (e.g., familism) and early life adversity variables, which 

are more prevalent in certain racial and ethnic populations, impact caregiver health.
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Cultural values such as familism may influence response to the caregiving role, and 

variability and use of coping strategies by minority caregivers. Familism is a core cultural 

value that includes commitment to support family members and deferring to family for how 

one should think or behave.12 Stronger adherence to familism may help caregivers assume 

the caregiver role with less apprehension or distress. Although familism is a universal value 

and not unique to any racial or ethnic group, individuals and cultures can vary in the degree 

to which collectivistic values, such as familism play a role in their behaviors.13

Ecological-contextual theories of caregiving suggest that neighbors and the surrounding 

context can be important sources of support for caregivers.14,15 Thus, even though 

caregiving may be difficult, social support might protect against caregiver stress.16 Lastly, 

life course theories suggest that early life adversity is a key factor that could exacerbate 

the stress of caregiving, particularly for racial and ethnic minorities, but has not been 

deeply examined in the caregiving literature.17 Early life adversity, including childhood 

exposure to violence, abuse, neglect, and financial hardship, is an important determinant 

of adult health and linked to an increased risk of many physical conditions (e.g., diabetes, 

cardiovascular disease). Furthermore, early life adversity may amplify stress reactivity and 

impede mechanisms for adaptive coping in caregivers.18

Present Study

The current study aims to address the gap in caregiving research regarding how early life 

adversity and sociocultural and contextual factors contribute to caregiver health, and to do 

so in a diverse population of caregivers (e.g., including MCI and dementia caregivers). The 

objectives of the study were to examine differences between caregivers of those with MCI 

vs. those with dementia as well as the role of caregiver stress and burden on caregiver 

depressive symptoms and self-rated health. Figure 1 illustrates our conceptual model. We 

hypothesized that (1) there would be heterogeneity in caregiver depressive symptoms and 

self-rated health that differed by sociocultural and contextual variables, and (2) that the 

association between caregiver stress and burden and caregiver depressive symptoms and 

self-rated health would be moderated by early life adversity and social support, such that the 

negative impact of caregiver stress and burden on outcomes would be exacerbated by early 

life adversity and mitigated by social support.

METHODS

Sample and Design

Caregivers were recruited from two major sources – the community and an Alzheimer’s 

Disease Research Center (ADRC). Caregivers in the community were recruited through 

caregiver workshops held at the University of California, Davis (UCD), fliers placed in 

clinics, and word of mouth. Caregivers recruited from the UCD ADRC were included if they 

were listed as a caregiver or family member of a research participant diagnosed with MCI or 

dementia in the ADRC. The ADRC cohort is a longitudinal study of cognitive aging in an 

educationally, ethnically, and cognitively diverse cohort of older adults. The cohort has wide 

variability in educational attainment and spans the spectrum from normal cognition to MCI 

to dementia.19
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Caregivers were included if they (a) self-reported as NHW, Hispanic/Latino, Black/African 

American, or Asian/Pacific Islander; (b) spoke English or Spanish; and (c) were currently 

providing care to a family member with diagnosed MCI/questionable cognitive impairment 

or dementia. Caregivers who met eligibility criteria and were interested in participating 

completed a psychosocial survey either online (via REDCap) or by mail.20,21 Participants 

read an information letter about the study that indicated that by virtue of completing the 

survey, they provided consent to participate. This study was approved by the Institutional 

Review Board of UCD.

Measures

Caregiver psychosocial variables.—We used the Zarit Burden Inventory (ZBI)22,23 

and Cohen’s Perceived Stress Scale24 to assess perceived burden and stress, respectively. 

The outcome variables in the study were depressive symptoms, as measured by the Center 

for Epidemiologic Surveys-Depression (CES-D)25 scale, and self-rated health measured via 

a single item on a scale from 1-5.26

Caregiving variables.—Caregiving context variables included length of time caregiving 

(in years) and hours spent caregiving (per week), diagnosis of the care recipient (MCI 

or dementia), care recipient-caregiver relationship (spouse or equivalent vs. parent/parent-in-

law), and whether or not the caregiver lived with the care recipient (yes/no).

Social support.—The Lubben Social Network Scale (LSNS-6) is a brief 6-item measure 

of perceived social support27 and was developed for use in the older population. Items ask 

about size, closeness, and frequency of contacts with relatives and also with friends.

Early life adversity.—We used items from the Life Experiences and Activities Form 

(LEAF) developed by faculty at the UC Davis ADRC. Questions ask about whether or not 

caregivers had any siblings die before age 18, the number of live births caregiver’s mother 

had (e.g., number of siblings), maximum number of kids living in the home, and whether or 

not the person ever went hungry as a child. These items have been used in studies assessing 

associations between early life adversity and cognition.28,29 For example, in the literature on 

early life adversity, having a high number of children might indicate lower SES.28

Contextual variables.—Health literacy of the caregiver is important given that their care 

recipient relies on them for issues of health management (e.g., reading and understanding a 

medication prescription).30 Health literacy was assessed using a question adapted from the 

2007 California Health Interview Survey (CHIS) that asks about difficulty understanding 

and reading information related to their health (e.g., instructions on a prescription bottle).31 

Neighborhood cohesion was assessed using an average of two items also adapted from the 

CHIS that asks whether or not people in the neighborhood are willing to help each other 

and whether or not people in the neighborhood can be trusted. Item responses ranged from 

disagree to strongly agree.

Familism scale.—The familism scale32 taps into three different dimensions: familial 

obligations, perceived support from the family, and family as referents. Sample items 
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include, “One should make great sacrifices in order to guarantee a good education for his/her 
children,” and “When one has problems, one can count on the help of relatives.” The scale 

has good internal consistency.33

Positive aspects of caregiving scale.—The positive aspects of caregiving scale 

(PAC)34 has two subscales: self-affirmation and outlook on life. The self-affirmation factor 

(n=6 items) describes the confident and capable self-image brought by the caregiving 

role. The outlook on life factor (n=3 items) describes enhanced interpersonal relationships. 

Caregivers rate the extent to which they agree with items such as, “Made me feel strong and 
confident,” and “Made me feel needed.”

Covariates.—Demographic covariates of the caregiver included where caregiver was 

recruited (community vs. ADRC), gender, age, race/ethnicity (NHW vs. racial/ethnic 

minority), marital status, primary language (English, Spanish, or Other), and education level 

(categorical variable: high school or less, some college, or college or higher). Care recipient 

variables included diagnosis (MCI vs. dementia) and age of care recipient.

Data Analysis

Descriptive statistics and multivariable linear regression models examining cross-sectional 

associations between perceived stress and burden with self-rated health and depressive 

symptoms were estimated using SAS version 9.4.35 For all analyses, both p-values and 

confidence intervals were used to determine statistical significance.

To estimate the most parsimonious regression model, we first conducted univariate linear 

regressions of each variable with the outcome of depressive symptoms and self-rated health. 

Next, we included all variables in the univariate models that were significant at p < .10 

(with either outcome) in a multiple regression model. Prior to building the final multivariate 

linear regression model, we checked for collinearity among the variables using the SAS VIF 

option and excluded any variable whose VIF value was greater than 10. Then, we estimated 

interaction terms of perceived stress by social support and perceived stress by early life 

adversity variables, as well as burden by social support and burden by early life adversity 

variables. We added each interaction term one by one to the linear regression models to 

assess for effect modification.

RESULTS

Descriptive Characteristics

The majority of the sample were women (n = 138, 87%) and recruited from the community 

(n = 100, 63%). Participants’ ages ranged from 25 to 95 years, with a mean age of 65 

years. Chi-square and t-tests were conducted to test whether key characteristics differed by 

diagnosis of the care recipient. As seen in Table 1, results indicated that caregivers of those 

with dementia were more likely to be from the community (72.5%) than caregivers of those 

with MCI (41.2%). Caregivers of those with MCI reported lower (i.e., better) scores on 

depressive symptoms (12 vs. 15.2), perceived stress (13.37 vs. 16.03), and burden (27.49 vs. 

35.88).
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Regression Analyses

Prior to conducting the regression analyses, we ensured that all normality assumptions of the 

outcomes were met. Table 2 shows results of the univariate regression analyses separately 

for depressive symptoms and self-rated health. For depressive symptoms, we found that 

perceived stress (standardized beta (β) = 0.722), caregiver type (β = 0.157), health literacy 

(β = −0.19), familism (familial support; β = −0.176), caregiver age (β = −0.227), NHW race 

(β = −.174), social support (β = −0.305), PAC (positive outlook on life; β = −0.285), and 

burden (β = 0.401) were significant at p < .10. For self-rated health, we found that perceived 

stress (β = −0.312), number of live births (β = 0.036), going hungry as a child (β = 0.246), 

familism (familial support; β = 0.168), having a college degree or higher (β = 0.298), marital 

status (β = 0.146), and neighborhood cohesion (β = 0.217) were significant at p < .10. Thus, 

all of these variables were included in the final models for both outcomes.

Table 3 shows multivariate regression model results for depressive symptoms and self-rated 

health. In adjusted analyses, caregivers who reported greater stress (β = 0.92, 95% CI: 

0.72, 1.11) reported more depressive symptoms. No other variables were associated with 

depressive symptoms. Caregivers who reported greater stress (β = −0.05, 95% CI: −0.08, 

−0.02) and who went hungry as a child (β = −0.55, 95% CI: −1.06, −0.04) reported worse 

self-rated health. Caregivers who had a college or higher degree (β = 0.58, 95% CI: 0.06, 

1.10) reported better self-rated health. In moderation analyses, no significant interactions 

emerged for depressive symptoms. For self-rated health (data not shown), there was a 

significant perceived stress by sibling death (β = 0.08, 95% CI: 0.02, 0.15) and caregiver 

burden by number of live births interaction (β = 0.01, 95% CI: 0.0004, 0.01).

As shown in Figure 2a, at low levels of stress, having a sibling die before age 18 (i.e., early 

life adversity) was associated with poorer self-rated health, but at higher levels of perceived 

stress, having early life adversity was associated with better self-rated health, compared to 

those who didn’t have a sibling death. In Figure 2b, at low levels of burden, a high number 

of live births (i.e., early life adversity) was associated with worse self-rated health, but at 

higher levels of burden, having early life adversity was associated with better self-rated 

health, compared to those who with a low number of live births.

DISCUSSION

We hypothesized that there would be heterogeneity in caregiver depressive symptoms and 

self-rated health and that the association between caregiver stress and burden and caregiver 

outcomes would be moderated by early life adversity and social support, such that the 

negative impact of caregiver stress and burden on outcomes would be exacerbated by early 

life adversity and mitigated by greater social support. We found that caregivers of those with 

MCI versus dementia differed in that the latter reported greater stress and burden. Some 

research suggests that the uncertainty that comes with an MCI diagnosis (e.g., not knowing 

whether it would eventually lead to dementia) would elicit greater stress and anxiety on 

the part of caregivers. However, this was not the case in the present study. Rather, the toll 

of caregiving for someone with dementia appears to be greater. Studies have consistently 

shown that caregivers of those with dementia face greater burden and stress compared to 

caregivers of those with other chronic health conditions.3 However, the literature is less clear 

Meyer et al. Page 6

Alzheimer Dis Assoc Disord. Author manuscript; available in PMC 2025 January 25.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



when it comes to caregiving along the spectrum of cognitive impairment. Our study suggests 

that regardless of the potential anxiety that might come with the uncertainty of caring for 

someone with MCI, caring for those with dementia is more burdensome and stressful. This 

may be due to the behaviors and personality symptoms of those with dementia. Data from 

the Sacramento Aging and Latino Study revealed the highest levels of depression in non-

spousal caregivers of cognitively impaired individuals with high levels of neuropsychiatric 

symptoms (Hinton et al., 2003). Although we didn’t have data on specific behaviors, those 

with dementia may be more agitated and/or have sleeping or wandering behaviors that make 

caregiving stressful.

Our hypotheses regarding caregiver burden and stress were only partially supported. While 

we did find that perceived stress was associated with both depressive symptoms and self-

rated health, caregiver burden was not associated with these outcomes. It may be that the 

measure of caregiver burden in this study, although a widely used measure for assessing 

burden, did not capture the full psychosocial spectrum of health. Although caregiver burden 

was low to average in our sample, and caregivers of those with dementia did report higher 

burden, there may not be sufficient variation in caregiver burden for it to associate with 

outcomes. It also may be that the association between caregiver burden and outcomes differs 

by racial/ethnic group. Lastly, the negative impacts of caregiver burden may be offset by 

positive aspects of caregiving, as noted in other studies.36

Lastly, our results indicated that early life adversity did moderate the association between 

caregiver stress and burden and self-rated health, but in a direction opposite of our 

hypothesis. It appears that early life adversity is associated with poorer self-rated health 

at low levels of stress or burden; however, at higher levels, it potentially has a protective 

effect on self-rated health. That is, at high levels of caregiver stress and burden, early life 

adversity- namely, sibling death and having a high number of live births or children in 

the family, is associated with better self-rated health. These findings were unexpected and 

contrary to studies indicating that adversity may exacerbate the effect of later life stress and 

burden on health outcomes.37 However, other work has shown that early life adversity, as 

measured by food deprivation and being thinner in childhood, was associated with a slower 

rate of cognitive decline in older African Americans.38 Similarly, Xiang, Cho, Sun, Wang 
39 found that parental substance abuse in childhood was associated with a lower risk of 

incident cognitive impairment in the Health and Retirement Study. Our findings suggest 

that resilience and post-traumatic growth may be possible mechanisms in this sample of 

caregivers.40 However, these ideas are speculative and warrant future research.

Social support did not moderate the association of caregiver stress and burden on depression 

and self-rated health. This result was surprising and contrary to previous research.41,42 The 

non-significant result in our analysis may be due to the fact that we also included caregivers 

of individuals with MCI. As indicated in the results, burden and stress were lower for this 

group of caregivers and may have contributed to the lack of a significant association. It may 

also be due to the somewhat smaller sample size of our study.

This study was not without limitations. Our study was cross-sectional and thus we cannot 

infer causality- for example, that caregiver burden and stress predicts poorer self-rated health 

Meyer et al. Page 7

Alzheimer Dis Assoc Disord. Author manuscript; available in PMC 2025 January 25.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and greater depressive symptoms. Although we had a decent sample size, a larger sample 

of caregivers (especially those with MCI) would have allowed us to test other potential 

moderating factors (e.g., positive aspects of caregiving). It was unclear what specific tasks 

MCI caregivers in this study helped with, but Garand et al. reported that MCI spouses/

caregivers endorsed caregiving responsibilities such as greater frequency of errands, more 

coordination of transportation, and greater management of medications and business affairs.8 

Early life measures were proxies of adversity and may be limited in their actual measure of 

adversity; also they were self-report and may be subject to recall bias. Generalizability of 

the study and its findings are somewhat limited given our focus on caregivers from Northern 

California only. Lastly, our racial and ethnic minority participants had to be aggregated due 

to the smaller sizes of some groups (e.g., Asian Americans). Future studies should include 

larger samples with sufficient diverse representation to assess how factors that associate with 

caregiver outcomes may differ among different groups.

In spite of these limitations, this study contributes to the literature by including care 

partners of those with MCI as well as dementia, and highlighting the important role of 

contextual factors in caregiver outcomes. Early life adversity should be considered in models 

of caregiver stress and burden. Only recently have life-course models been referenced in 

the caregiving literature. Caregiving does not occur in a vacuum; rather, caregivers are 

surrounded by the social and early life context, and these factors also impact the caregiving 

experience. Further research is needed to replicate these findings in a larger and more 

diverse sample, and to see if these results may be even further nuanced depending on race 

and ethnicity of the caregivers.43
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Figure 1. 
Conceptual model of caregiver burden and stress and associations with caregiver outcomes.
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Figure 2. 
(a) Perceived stress by early life adversity on health. (b) Burden by early life adversity on 

self-rated health. “High” indicates 1 SD above mean, “low” indicates 1 SD below mean.
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Table 1.

Sample Characteristics by Diagnosis of the Care Recipient1

Total N=1582 MCI (n=51) Dementia (n=102)3 P Value

n (%) or Mean (SD) n (%) or Mean (SD) n (%) or Mean (SD)

Type of Caregiver 0.0002

    ADRC 58 (36.71) 30 (58.8) 28 (27.5)

    Community 100 (63.29) 21 (41.2) 74 (72.5)

Caregiver Gender

    Male 20 (12.66) 6 (11.8) 14 (13.7) 0.74

    Female 138 (87.34) 45 (88.2) 88 (86.3)

Caregiver’s age (25-95) 65 (11.58) 66.29 (10.14) 65.04 (12.28) 0.53

Care recipient’s age (59-104) 83 (8.54) 80.63 (7.89) 83.46 (8.73) 0.05

Marital Status 0.23

    Married/ Living with partner 119 (75.32) 9 (17.7) 27 (26.5)

    Divorced/Widowed/ Other 39 (24.68) 42 (82.4) 75 (73.5)

Race/Ethnicity 0.67

    African American/Black 15 (9.8) 7 (14) 8 (8.2)

    Asian/Pacific Islander 13 (8.5) 3 (6) 9 (9.2)

    Hispanic/Latino 24 (15.69) 7 (14) 15 (15.3)

    Non-Hispanic White 101 (66.01) 33 (66) 66 (67.4)

Educational Attainment 0.95

    High school or less 20 (13.16) 6 (12.5) 13 (13.13)

    Some College 49 (32.24) 15 (31.25) 33 (33.33)

    College or higher 83 (54.61) 27 (56.25) 53 (53.54)

Care recipient relation to caregiver 0.15

    Spouse 76 (51.35) 30 (61.2) 46 (48.4)

    Parent/parent-in-law 72 (48.65) 19 (38.8) 49 (51.6)

Hours caring per week (0-168) 62 (65.61) 53.86 (63.68) 68.16 (67.33) 0.22

Years caring (0-20) 5 (4.69) 6.3 (5.37) 4.7 (4.2) 0.06

Lives with care recipient 0.39

    Yes 106 (71.14) 38 (76) 65 (69.2)

    No 43 (28.86) 12 (24) 29 (30.9)

Primary language 0.21

    English 148 (93.67) 46 (90.2) 98 (96.1)

    Spanish 6 (3.8) 4 (7.84) 2 (2)

    Other 4 (2.53) 1 (1.96) 2 (2)

Early life adversity

 Maximum number of kids living in home (1-12) 4 (2.07) 4.14 (2.64) 3.69 (1.67) 0.27

 Number of live births (1-11) 4 (2.17) 3.82 (2.46) 3.83 (1.89) 0.99

 Kids die before age 18 0.59

        Yes 19 (12.26) 7 (14) 11 (11)
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Total N=1582 MCI (n=51) Dementia (n=102)3 P Value

n (%) or Mean (SD) n (%) or Mean (SD) n (%) or Mean (SD)

        No 136 (87.74) 43 (86) 89 (89)

 Go hungry as a child 0.12

        Yes 18 (11.92) 8 (15.7) 7 (7.4)

        No 133 (88.08) 43 (84.3) 88 (92.6)

Depressive symptoms (0-46) 14 (9.16) 12 (8.54) 15.2 (9.35) 0.04

Perceived stress (0-36) 15 (6.96) 13.37 (7.1) 16.03 (6.89) 0.03

Burden (0-76) 33 (15.93) 27.49 (17.52) 35.88 (14.43) 0.002

Self-rated health (1-5) 3.29 (1.06) 3.46 (0.84) 0.35

Familism

    Familial obligations (6-30) 21 (4.15) 20.43 (4.38) 21.09 (4.05) 0.36

    Support (3-15) 10 (2.85) 9.7 (2.92) 9.87 (2.86) 0.73

    Family as referents (4-25) 12 (3.44) 11.76 (3.94) 11.66 (3.16) 0.86

Positive aspects of caregiving (9 – 45)

  Self-affirmation 22 (6.42) 21.04 (6.51) 22.48 (6.36) 0.19

  Outlook on life 11 (3.21) 11.2 (2.85) 11.07 (3.39) 0.82

Social support (4-30) 16 (5.08) 16.8 (5.15) 16.03 (4.9) 0.37

Neighborhood cohesion (0-2) 1 (0.5) 1.13 (0.47) 1.15 (0.52) 0.8

Health literacy (1-4) 4 (0.52) 3.67 (0.65) 3.78 (0.45) 0.27

1.
All statistics refer to the caregiver, unless otherwise stated.

2.
Data are based on N = 158 participants. Race/ethnicity data were unavailable for 5 participants (1 is missing, and 4 is listed “Other”). Educational 

attainment was unavailable for 6. Sibling death (kids die before age 18) had 3 missing. Go hungry as a child had 7 missing. Five people reported 
questionable cognitive impairment
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Table 2.

Univariate Analyses for Outcomes of Depressive Symptoms and Self-Rated Health

Depressive Symptoms Self-Rated Health

Variable Standardized beta (β) P-Value Standardized beta (β) P-Value

Type of Caregiver (ref=community)

   ADRC 0.157 0.05 0.038 0.64

Perceived stress 0.722 <.001 −0.312 <.001

Early life adversity variables

   Number of live births −0.084 0.34 0.036 0.10

   Go hungry as a child

     Yes −0.106 0.22 0.246 0.03

     No (Reference)

   Kids die before age 18

     Yes −0.056 0.51 0.11 0.19

No (Reference)

   Maximum number of kids living in home (1-12) 0.020 0.81 0.088 0.28

Health literacy −0.19 0.02 0.127 0.11

Familism variables

  Family obligations 0.093 0.31 0.03 0.74

  Familial support −0.176 0.04 0.168 0.05

  Family as referents −0.022 0.81 −0.084 0.35

Co-residence with care recipient (ref=no)

  Yes 0.063 0.57 −0.13 0.25

Diagnosis

  MCI 0.089 0.32 0.078 0.39

  Dementia (Reference)

Number of hours caregiving 0.067 0.51 −0.003 0.97

Years caring −0.133 0.12 0.017 0.84

Relationship to care recipient (ref=parent/parent-in-law)

  Spouse 0.007 0.95 −0.09 0.37

Caregiver age −0.227 0.01 0.023 0.80

Care recipient age −0.107 0.18 −0.024 0.77

Lives with care recipient (ref=no)

   Yes 0.058 0.49 −0.092 0.26

Caregiver gender (ref=female)

  Male −0.096 0.27 0.036 0.68

Caregiver Primary Language (ref=other)

   English −0.076 0.54 0.1045 0.40

   Spanish 0.0368 0.77 0.104 0.41

Caregiver Race (ref=minority)

  Non-Hispanic White −0.174 0.06 0.056 0.54

Caregiver Marital Status
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Depressive Symptoms Self-Rated Health

Variable Standardized beta (β) P-Value Standardized beta (β) P-Value

   Married/ Living with partner −0.07 0.38 0.146 0.07

   Divorced/ Widowed/ Other (Reference)

Caregiver Education (ref=HS or less)

   Some College −0.058 0.66 0.191 0.14

   College or higher −0.163 0.22 0.298 0.02

Neighborhood cohesion −0.121 0.13 0.217 0.01

Social Support −0.305 <.001 0.11 0.17

Positive aspects of caregiving

  Self-affirmation 0.135 0.17 −0.006 0.95

  Outlook on life −0.285 0.004 0.119 0.23

Burden 0.401 <.001 −0.092 0.25
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Table 3.

Multivariate Regression Analysis of Variables Associated with Depressive Symptoms and Self-Rated Health

Depressive Symptoms Self-Reported Health

Variable Standardized beta (β) (95% CI) Standardized beta (β) (95% CI)

Type of Caregiver (ref=community) −0.56 (−3.35, 2.24) 0.23 (−0.14, 0.6)

Perceived stress 0.92 (0.72, 1.11)*** −0.05 (−0.08, −0.02)***

Early life adversity variables

   Number of live births 0.18 (−0.39, 0.75) 0.03 (−0.04, 0.11)

   Go hungry as a child (ref=No) 1.93 (−1.93, 5.79) −0.55 (−1.06, −0.04)*

   Kids die before age 18 (ref=No) 0.34 (−3.49, 4.18) −0.34 (−0.85, 0.16)

Health literacy −0.23 (−2.9, 2.44) −0.31 (−0.67, 0.04)

Familism variables

   Familial Support −0.15 (−0.63, 0.32) 0.05 (−0.01, 0.11)

Caregiver age −0.09 (−0.21, 0.03) 0.004 (−0.01, 0.02)

Race (ref=minority)

   Non-Hispanic White −0.83 (−3.68, 2.03) 0.18 (−0.2, 0.56)

Education (ref=high school or less)

   Some College −2.07 (−6.12, 1.99) 0.23 (−0.31, 0.77)

   College or higher −2.35 (−6.26, 1.56) 0.58 (0.06, 1.1)*

Neighborhood cohesion 2.01 (−0.57, 4.58) 0.26 (−0.08, 0.61)

Social Support −0.2 (−0.44, 0.05) 0.001 (−0.03, 0.03)

Positive aspects of caregiving

   Outlook on life −0.13 (−0.53, 0.26) −0.01 (−0.06, 0.05)

Burden 0.01 (−0.08, 0.1) 0.01 (−0.01, 0.02)

Caregiver Marital Status (ref=Divorced/Widowed/ Other)

   Married/ Living with partner −1.51 (−4.17, 1.15) 0.34 (−0.01, 0.69)

*
p < .05,

**
if p< .01,

***
if p<.001. Model does not include interaction terms (shown in text).
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