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Abstract

Objective—Examine the psychometric properties of the Appraisal of Caregiving Scale (ACS).

Methods—Data were collected as part of the FOCUS Program trial in Michigan (N = 484 

caregivers).

Results—Exploratory factor analysis found the ACS measured Threat, General Stress, and 

Benefit appraisals. Cronbach’s alphas for all subscales exceeded 0.70. Construct validity analyses 

indicated the Threat subscale correlated significantly with concepts of avoidant coping, burden, 

and dyadic support (r > 0.30). General Stress correlated significantly with burden (r = 0.348) and 

dyadic support (r = −0.373), and the Benefit subscale correlated significantly with active coping (r 

= 0.444). Known group analyses indicated that depressed caregivers had higher Threat and 

General Stress scores than non-depressed caregivers. Also, younger caregivers reported 

significantly higher scores on the General Stress subscale than older caregivers. Predictive validity 

analyses found appraisal scores at baseline accounted for 33.3% of the variance in hopelessness 

and 27.8% of the variance in depression at Time 2.

Conclusion and practice implications—The ACS is a reliable measure of Threat, General 

Stress, and Benefit appraisals, with some support for its validity. Health professionals may find the 

ACS useful for guiding intervention development. Future research should continue to examine the 

ACS’ validity.
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1. Introduction

Family caregivers are the long term care providers for people with cancer, and play a critical 

role in helping patients maintain their physical and emotional health [1, 2]. The deleterious 

impact of caregiving is well documented, with a number of studies reporting that up to a 

third of caregivers report high anxiety [3, 4]. In some contexts, the rate of anxiety among 

cancer caregivers exceeds the prevalence of anxiety among patients [3, 4] and the general 

population [5]. These findings are of concern, as caregivers with higher anxiety report a 

decrease in their own health and well-being [3, 6, 7].

Based on the Stress and Coping Theory [8], determining whether a situation, such as caring 

for a loved one with cancer, is stressful involves two appraisal processes: primary and 

secondary appraisal. Primary appraisal consists of determining the significance of a 

threatening event with respect to its impact on one’s well-being. During this process, a 

decision is made about whether the event poses a threat, will cause harm or loss, or presents 

a challenge [8]. Secondary appraisal is an individual’s evaluation of their internal and 

external resources for coping with the situation [8]. These theoretical concepts have received 

considerable empirical support, with a number of studies reporting that negative appraisals 

of the illness or caregiving are associated with poorer caregiver health and well-being 

outcomes [9–11]. In fact, one study among caregivers of advanced cancer patients found that 

caregivers’ appraisals were a more important predictor of their outcomes than patients’ 

symptoms [11]. Similarly, a study among caregivers of patients with colorectal cancer [10] 

found stress appraisal was the strongest predictor of caregivers’ adjustment outcomes.

Although appraisal is a key factor for understanding how caregivers cope with the demands 

of their role, few psychometrically sound instruments are available to measure this concept. 

One exception to this is the Appraisal of Caregiving Scale (ACS) [12].

1.1 Description of the ACS

Based on Lazarus & Folkman’s Stress and Coping Framework [8], the ACS [12] is 

comprised of three subscales to measure negative (i.e., Threat and General Stress) and 

positive (i.e., Benefit) appraisals of caregiving. The 27-item self-administered ACS asks 

caregivers to answer items pertaining to: caregiving tasks and responsibilities, relationships 

and interpersonal support, impact on lifestyle, effect on their emotional and physical health, 

and overall personal impact. Each item is rated on a 5-point Likert scale. A mean subscale 

score is calculated by dividing the total subscale score by the number of items in the 

subscale (General Stress items are reverse coded). Higher scores represent greater threat, 

more stress, and higher perceived benefits. The ACS has been used in prior caregiving 

research, with most of these studies reporting good internal consistency (α = 0.83–0.90) 

[13–16]. However, the ACS’ validity was only examined during its initial development and 

testing [12].
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1.2 Development and Initial Testing of the ACS

The original ACS [12] consisted of 72 items, and was administered to 240 caregivers. 

Initially, 25 items that did not meet the following criteria were deleted: missing values < 

25% and skewness < 50%, with standard deviation (SD) ≥ 1.2. The remaining items were 

factor analyzed and 16 items that did not meet the following additional criteria were 

removed: factor loading ≥ 0.40, no secondary loadings ≤ 50% of primary loading, 

conceptual fit, and minimal redundancy. The factor analysis of the remaining 31 items, 

yielded four factors: Threat, General Stress, Benefit, and Challenge. However, the Challenge 

subscale was deleted, because of a Cronbach’s alpha of 0.53. Cronbach’s alpha for the 

remaining three subscales (27 items) ranged from 0.73 to 0.90.

The construct validity of the 27-item ACS was assessed by examining the correlation among 

the General Stress, Threat, and Benefit subscales and theoretically related concepts of family 

hardiness, economic status, caregiver health, caregiving demands and difficulty, seriousness 

of illness, patient dependency, and mood dysfunction. The Threat subscale was related with 

all concepts in the expected direction. Similarly, the General Stress subscale was related to 

most concepts in the expected direction, with the exception of economic status and caregiver 

health. However, the Benefit subscale was only positively correlated with family hardiness 

and negatively correlated with mood dysfunction. Although this initial study examined the 

construct validity of the ACS, the psychometric properties of the scale need to be further 

corroborated with a larger sample of caregivers. Therefore, the purpose of the present study 

was to examine the factor structure, inter-item and inter-factor correlations, internal 

consistency reliability, and concurrent, construct, and predictive validity of the ACS.

2. Methods

This study is a secondary analysis of data obtained from a previous randomized clinical trial 

(RCT) of the patient-caregiver dyadic intervention called FOCUS. FOCUS was designed to 

improve the quality of life and other psychosocial outcomes of patients with advanced 

cancer and their family caregivers (N=484 patient-caregiver dyads) [15]. In this RCT, 

patients and their caregivers (as a unit) were randomized to one of three arms: 1) Brief 3-

session FOCUS program, 2) Extensive 6-session FOCUS program, or 3) Control (i.e., usual 

care condition). FOCUS was delivered to patient-caregiver dyads in their homes by 

advanced practice nurses.

2.1 Participants

Patient eligibility criteria for the FOCUS RCT were: a) diagnosed with advanced breast, 

colorectal, lung, or prostate cancer in the past 6 months (new advanced cancer diagnosis, 

progression of advanced cancer, or change of treatment for it); b) a life expectancy of ≥ 6 

months; c) aged 21 or older; d) living within 75 miles of participating cancer centers; and e) 

having a primary family caregiver willing to participate. Caregivers were eligible if they 

were aged 18 or older and had not been diagnosed with cancer in the previous year.
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2.2 Procedures

Eligible participants were approached by clinic staff at four cancer centers in Southeast 

Michigan, U.S. Research staff contacted interested individuals and a home visit was 

scheduled with those willing to participate. During this visit, participants signed the consent 

form approved by the ethics committees, and completed the baseline questionnaire. Patients 

and caregivers completed their questionnaires separately. After the collection of baseline 

data, dyads were randomized. Throughout the study, data collectors were blinded to the 

dyads’ group assignments.

Over a four year period of time, 906 patient-caregiver dyads were referred to the study and 

484 dyads were randomized (enrollment rate 68.6%). Reasons for refusal were primarily 

that the patient was too ill, too busy, not interested, or other reasons. There were no 

significant differences among dyads across study arms on any demographic or medical 

variables. There were 343 dyads that completed Time 2 surveys three months later (70.9% 

retention), and 302 dyads that completed Time 3 surveys six months later (62.4% retention). 

Among dyads who did not complete the study, in the majority of cases the patient had died 

or was too ill to participate. For the present analysis, Time 1 data (N = 484 caregivers) were 

used to examine the factor structure, inter-item and inter-factor correlations, internal 

consistency reliability, and concurrent and construct validity of the ACS. To assess 

predictive validity, Time 1 and 2 data were used from the control group only (n = 163 

caregivers).

2.3 Data Collection

Caregivers completed the ACS, as previously described, and other measures that assessed 

caregiver burden, depression, benefit finding, coping, dyadic support, and hopelessness.

The impact on daily schedule and lack of family support subscales of the Caregiver 

Reaction Assessment Scale (CRA) [17] were used to measure caregiver burden. Caregivers 

were asked to answer these CRA items in terms of their caregiving experience at that time, 

using a Likert scale. The average subscale score was used in the present analysis. The 

Cronbach’s alpha of these subscales in this study were 0.78 – 0.84.

The Centre for Epidemiologic Studies Depression Scale (CES-D) is a 20-item scale that 

measures depression. CES-D total scores range from 0 to 60, with scores of 16 to 26 usually 

considered indicative of mild depression, whereas scores of 27 or more are indicative of 

major depression [18]. The CES-D has established reliability and validity among individuals 

with cancer [19, 20], and in this study the Cronbach’s alpha was 0.90.

Benefit finding was measured by the 11-item Benefit Finding Scale previously used with 

women with breast cancer [21, 22]. The scale assessed caregivers’ perception that positive 

contributions were made to their life by caring for someone with cancer. The total mean 

score was used, where higher scores indicated more perceived benefit. The total mean score 

was used in this analysis. The Cronbach’s alpha for this scale was 0.91.

Coping strategies were assessed by the 28-item Brief COPE, which asked participants to rate 

their use of different coping strategies [23]. The coping strategies assessed by this scale were 
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factor analysed into active coping strategies (e.g., use of emotional support, positive 

reframing) and avoidant coping strategies (e.g., denial, self-distraction, venting), which is 

consistent with previous caregiver studies [24, 25]. The mean total item score for each 

subscale was used. The Cronbach’s alpha for the subscales were 0.78 and 0.88, respectively.

Dyadic support was measured with a modified version of the 7-item Family Support 

subscale of the Social Support Questionnaire [26]. Participants rated the amount of support 

that they perceived from the person they are caring for, where higher scores indicated more 

support. The Cronbach’s alpha for this scale was 0.87.

The Beck Hopelessness Scale (BHS) is a 20-item instrument designed to measure three 

major aspects of hopelessness: feelings about the future, loss of motivation, and expectations 

[27]. Participants were asked to indicate whether an item was true or false. After reversing 

relevant items, the total mean score was used. The reliability of the BHS has been supported 

in other cancer caregiver studies [13, 16]. In this study, the Cronbach’s alpha for the BHS 

(Time 2) was 0.88.

2.4 Data Analysis

All analyses were conducted using the Statistical Package for Social Sciences (SPSS; 

version 22, Chicago IL).

2.4.1 Exploratory factor analysis—Factor analysis using principal factor analysis with 

oblique rotation [28] was performed to identify underlying factors. Initially, to ensure the 

data were suitable for factor analysis the Bartlett’s test of sphericity and the Kaiser-Meyer-

Olkin (KMO) were examined. To continue with the factor analysis, the Bartlett’s test of 

sphericity had to be significant (p < 0.05) and at minimum the KMO value would be 0.6. To 

determine the number of factors, three methods were applied: a) the number of factors above 

the break of the scree plot, b) the number of factors with an eigenvalue greater than 1, and c) 

parallel analysis [29]. Items were included in the factor where their loading was the highest 

(minimum accepted 0.30) [28]. Missing values were managed using pairwise deletion.

2.4.2 Inter-item and inter-factor correlations—For inter-item correlation and inter-

factor correlations, correlation coefficients between 0.20 and 0.80 were considered 

acceptable.

2.4.3 Internal consistency reliability—A minimal value of 0.70 was considered 

acceptable for internal consistency [30].

2.4.4 Validity—All hypotheses examined as part of validity testing were grounded in 

Lazarus & Folkman’s Stress and Coping Theory [8], the caregiving benefit finding and 

burden literature [1, 2, 31–39], and/or initial testing of the ACS [12]. Three types of validity 

were examined: concurrent, construct, and predictive validity.

Concurrent validity examines the scale against a ‘gold standard’ or a benchmark scale that is 

accepted in the field [40]. As this was a secondary analysis of an existing dataset, concurrent 
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validity could only be tested for the ACS Benefit subscale, using The Benefit Finding Scale 

[21, 22]. A correlation coefficient above ± 0.30 was considered acceptable.

Construct validity was assessed by examining predefined hypotheses about: 1) expected 

correlations between the theoretically relevant constructs of coping, burden, and support and 

2) expected differences in scores between “known” groups based on level of depression and 

demographic characteristics [40]. First, it was hypothesized that the General Stress and 

Threat subscale scores would be associated with high scores on the Avoidant Coping and the 

CRA Burden subscales, and low scores on the Dyadic Support subscale. Whereas, the ACS 

Benefit subscale score would be associated with high scores on the Active Coping and 

Dyadic Support subscales, and low scores on the CRA Burden subscales. A correlation 

coefficient within the ± 0.30 range was considered acceptable.

Second, construct validity was assessed using the known group approach. In known group 

analyses, the validity is determined by the degree to which the scale can demonstrate 

different scores for groups hypothesized to vary on the variables measured [41]. It was 

hypothesized that depressed, female, and younger caregivers would score higher on the 

General Stress and Threat subscales and lower on the Benefit subscale than non-depressed, 

male, and older caregivers. Participants’ CES-D scores were categorized as described in the 

data collection section. Age was dichotomized as less than 60 years and 60 years and more. 

T-test and ANOVA with post-hoc Scheffe tests were used and statistical significant 

differences were determined by p ≤ 0.05.

For predictive validity, the following hypotheses were evaluated using multiple regression: 

caregivers with higher scores on the General Stress or Threat subscale and lower scores on 

the Benefit subscale at Time 1 will report higher hopelessness (BHS score) and depression 

(CES-D score) at Time 2 than those with lower scores on the General Stress or Threat 

subscale and higher scores on the Benefit subscale (at Time 1).

3. Results

3.1 Sample Characteristics

Caregivers’ demographic characteristics are detailed in Table 1. Caregivers were on average 

56.46 years old (SD = 13.43), with slightly more females than males participating in this 

study (56.8% versus 43.0%). Most caregivers were Caucasian (80.0%) and living with the 

patient (82.6%). The most common cancer diagnoses for the patients were breast cancer, 

followed by lung, colorectal, and prostate cancer.

3.2 Exploratory Factor Analysis

The KMO value was 0.89 and Barlett’s Test of Sphericity value was significant, supporting 

the use of factor analysis. The eigenvalue < 1 rule identified a five-factor solution, the 

parallel analysis supported a three-factor solution, and the scree plot was unclear on whether 

a one or three factors should be retained (two breaks in the curve – see figure 1). The five 

factors with eigenvalues over 1 explained 25.5%, 10.8%, 7.9%, 4.6%, and 3.9% of the 

variance, respectively (Total = 52.7%). Of the five factors, factors one, two and three closely 

reflected the original structure of the ACS (with the exception of item 27). However, this 
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solution was deemed inappropriate, as the fourth factor only retained one unique item and 

most items included in the fifth factor had high cross-loadings.

Next, a three-factor solution was forced and examined (Table 2). This solution was 

conceptually and practically relevant, with minimal cross-loading both in terms of number 

of items and strength of the loadings. All three factors were consistent with the original ACS 

subscales of Threat (factor 1), Benefit (factor 2), and General Stress (factor 3). Therefore, all 

subsequent analyses were conducted using this factor structure.

3.3 Inter-Item and Inter-Factor Correlations

With the exception of the correlation of 0.169 between General Stress subscale items 2 “This 

situation is not very stressful for me” and 13 “My responsibilities will continue to be what 

they’ve always been”, all inter-item correlations were within an acceptable range (Table 3). 

Inter-factor correlations were in the expected direction; however, only the correlation 

between the Threat and General Stress subscale met the accepted value of 0.20.

3.4 Internal Consistency Reliability

The Cronbach’s alpha for all subscales exceeded the minimal value of 0.70 (Table 3).

3.5 Validity

3.5.1 Concurrent validity—As expected, the correlation between the Benefit subscale 

and the Benefit Finding Scale exceeded the minimal accepted value of 0.30 (r = 0.557).

3.5.2 Construct validity—As illustrated in Table 4, construct validity hypotheses among 

the ACS subscales and related concepts were partially supported. For the General Stress 

subscale, half of the hypotheses were supported: the General Stress subscale was positively 

related with the Burden subscale-impact on daily schedule (r = 0.348) and Dyadic Support (r 

= −0.373). For the Threat subscale, all hypothesized relationships were found to be 

significant (i.e., r > 0.30). As expected, correlations among the Benefit subscale and the 

Active Coping subscale met the minimal accepted value of 0.30 (r = 0.444). Although the 

Benefit subscale was associated with Dyadic Support in the expected direction, the 

correlation was below the accepted threshold.

Table 5 presents the results of the known group analyses. As expected, caregivers reporting 

mild or major depression scored significantly higher on the General Stress subscale than 

those reporting no depression (F (2, 462) = 18.60, p < 0.001). Similar results were noted for 

the Threat subscale (F (2, 457) = 90.78, p < 0.001). However, there were no significant 

differences according to depression on the Benefit subscales. There were no significant 

differences in ACS subscale scores according to gender. Although younger caregivers 

reported significantly higher scores on the General Stress subscale than older caregivers (t 

(477) = 4.107, p < 0.001), there were no significant differences between younger and older 

caregivers’ scores on the Threat or Benefit subscale.

3.5.3 Predictive validity—Half of the predictive validity hypotheses were supported (see 

Table 6). Mainly, the ACS subscales measured at Time 1 explained 33.3% of the variance in 
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hopelessness among participants at Time 2. Of the ACS subscales, Threat made the largest 

unique contribution to hopelessness at Time 2 (20.7%, beta = 0.546). Benefit also made a 

statistically significant contribution (9.7%, beta = −0.321), but General Stress did not. For 

depression, the three subscales explained 27.8% of the variance in depression (Table 6), but 

only the Threat subscale made a significant contribution to participants’ reported depression 

(18.1%, beta = 0.512).

4. Discussion and Conclusion

4.1 Discussion

Based on Lazarus & Folkman’s framework [8], the Appraisal of Caregiving Scale (ACS) 

[12] was developed as a self-report measure of the multidimensional concept of caregiving 

appraisal. Overall, the analyses supported the three-factor structure of the ACS consisting of 

the General Stress, Threat, and Benefit subscales. The strength of this factor structure was 

that items loaded on the expected factor and with no significant cross-loadings noted. The 

internal consistency reliability of all subscales was also found to be adequate (i.e., exceeding 

0.70).

The validity of the ACS subscales was partially supported. In terms of the negative appraisal 

subscales, the correlations between the Threat subscale and avoidant coping, burden, and 

dyadic support were all supported, consistent with the scale’s theoretical underpinning. 

These findings further corroborated those from the initial testing of the ACS [12]. Also in 

line with the initial testing of the ACS, the General Stress subscale was significantly 

positively associated to higher caregiver burden (impact on daily schedule). The significant 

negative relationship between general stress and dyadic support further support its construct 

validity as measure of negative appraisal.

The known group hypotheses were also partially supported. The ACS General Stress and 

Threat subscales were able to differentiate caregivers who were depressed from those who 

were not. The construct validity analyses (i.e., known groups analyses) also added to the 

literature by documenting that younger caregivers scored significantly higher on the General 

Stress subscale than their older counterparts, possibly due to the multiple demands (e.g., 

work, family) on younger caregivers’ schedule. This finding is consistent with studies 

reporting that younger caregivers are more likely to report higher negative outcomes in 

comparison to older caregivers (e.g., anxiety, depression) [14, 36, 37]. Of note, the 

relationships between the ACS General Stress and Threat subscales with caregivers’ gender 

was not significant. Although this is consistent with the initial testing of the ACS [12], this 

is contrary to a study by Kim et al. [9], who found that female caregivers reported more 

stress appraisal than their male counterpart.

Although negative effects of caregiving tend to dominate the literature, an important aspect 

of the ACS is that it captures positive caregiving appraisal. The items of the ACS Benefit 

subscale capture many of the benefits reported by a recent review by Li & Loke [42], 

including feeling appreciated, personal growth, and enhanced relationships. Concurrent 

validity of this subscale was supported by testing it against the widely used Benefit Finding 

Scale [21, 22]. However, hypotheses to test construct validity were only partially supported. 
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As expected, the Benefit subscale was significantly related to the Active Coping subscale 

[23]. However, hypothesized relationships between benefit and burden and depression were 

not supported. To a certain extent these findings are consistent with those of Narayan et al. 

[43] who found that, among caregivers of individuals with dementia, positive and negative 

aspects of caregiving were not related, suggesting that these are independent. Another 

explanation is that benefit finding might lead to a reluctance to acknowledge the degree of 

distress one might be experiencing [44]. The known group hypotheses pertaining to benefit 

finding and gender and age were also not supported. Kim et al. [31] found that demographic 

characteristics might only be related to certain aspects of benefit finding, like appreciation of 

life, but not others such as acceptance and empathy. The ACS Benefit subscale does not 

differentiate among different types of benefit finding, and that may explain the lack of 

relationship with demographic factors in this study. Overall, reliability and concurrent 

validity tests supported continued use of the ACS Benefit subscale. However, further 

assessment of its construct validity is needed with other measures.

The present study is the first one to examine the longitudinal adverse impact of some 

appraisal patterns. The predictive validity analyses indicated that caregivers’ baseline 

appraisal scores on the Benefit and Threat subscales of the ACS accounted for a significant 

amount of variance in their hopelessness (33%) and depression (27.8%) at Time 2 (3 months 

later). Of note, the baseline Threat score was most predictive of these two outcomes, 

supporting the robustness of this subscale as a measure of intense negative experiences.

Although this study has supported some of the psychometric properties of the ACS, a few 

limitations are noteworthy. Even though the sample was recruited across four sites, it was 

comprised mainly of middle- and upper-middle class, Caucasian caregivers. Therefore, the 

data are not reflective of the ethnic/racial diversity of the population of cancer caregivers as 

a whole. Also, since this was a secondary analysis, only instruments that were part of the 

initial FOCUS trial could be used to assess construct validity. A related limitation is that 

validity testing of the ACS was determined by the hypotheses put forward, which in turn 

were constrained by the data that are available to support these and the measures used to 

capture related concepts. Another limitation is the enrollment rate of 68.6%; however, this is 

comparable to other caregiver research [5].

4.2 Conclusion

The ACS has many psychometric strengths to measure caregiving appraisal and identify 

caregivers at risk of negative outcomes. With corroboration of findings and additional 

testing, this measure may be useful as an outcome measure to examine the efficacy of 

interventions. Future studies, using confirmatory factor analysis are needed to further 

examine the structure of the ACS. Also, testing the ACS among a more diverse group of 

caregivers of cancer patients is recommended. More studies focusing on testing the ACS 

among other caregiver groups (e.g., caregivers of dementia patients) and continuing to 

establish its validity against other concepts are also needed (e.g., anxiety, empowerment, 

quality of life). In addition, even if some of the hypotheses were supported statistically, 

further studies are needed to examine whether these are clinically significant.

Lambert et al. Page 9

Patient Educ Couns. Author manuscript; available in PMC 2016 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



4.3 Practice implications

There is a growing interest in family caregivers among clinicians, as their key role in 

helping patients with cancer maintain their health is increasingly recognized [1, 2]. How 

caregivers appraise their roles and responsibilities has been shown to be a robust predictor of 

their own quality of life [9–11], with negative appraisals compromising caregivers’ ability to 

provide high quality care, and ultimately, having a detrimental effect on patients’ health and 

well-being. To develop psychosocial interventions to help caregivers cope with the demands 

of their role, more information is needed about how caregivers appraise their caregiving 

situation. The strengths of the ACS, including its multi-dimensional factor structure, internal 

consistency, and ability to measure both negative and positive aspects of caregiving, makes 

it a valuable instrument for clinicians to assess appraisal of caregiving.
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Research highlights

- Appraisal is at the center of understanding how caregivers cope with the 

demands of their role.

- Few attempts have been made to measure caregiving appraisal.

- Exploratory factor analysis found that the ACS measured three types of 

appraisal: Threat, General Stress, and Benefit appraisals.

- The Cronbach’s alpha reliability coefficients for all ACS subscales exceeded 

the minimal value of 0.70.

- The validity of the ACS subscales was partially supported.
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Figure 1. 
Screeplot of the ACS
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TABLE 1

Demographic Characteristics of Sample (N = 484, unless otherwise specified)

Variable N %

Gender

  Male 208 43.0

  Female 275 56.8

  Missing 1 0.2

Race (N = 494*)

  Caucasian 395 80.0

  African American 80 16.2

  Asian American 9 1.8

  American Indian 10 2. 0

Annual household income

  < 15,000 40 8.3

  15,001–50,000 128 26.5

  > 50,001 248 51.2

  Missing 68 14.0

Currently living with patient

  Yes 400 82.6

  No 84 17.4

Patient’s type of cancer

  Breast 157 32.5

  Lung 141 29.1

  Colorectal 123 25.4

  Prostate 63 13.0

*
Some participants identified to more than one cultural group.
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TABLE 2

Item mean and underlying factor structure

Item Item mean
(SD)

Factor 1
(Threat)

Factor 2
(Benefit)

Factor 3
(General
Stress)

1. Made me feel more appreciated by others 3.39 (0.95) 0.459

2. Situation it not very stressful for me 3.66 (1.08) 0.500

3. I feel things are going to get worse for me 3.09 (1.22) 0.617

4. I haven’t been doing well since this most recent situation started 2.62 (1.06) 0.557

5. This situation does not affect my independence 3.13 (1.18) 0.541

6. I feel a sense of loss at not being able to meet all my responsibilities 2.87 (1.15) 0.537

7. I worry that I’ll have to give up a lot of things in the future 2.68 (1.16) 0.649

8. My relationships with friends and family are not affected by this situation 3.11 (1.18) 0.646

9. This situation does not affect how I feel about myself 2.84 (1.19) 0.716

10. I’m afraid that in the future I won’t have the energy and endurance I have now 2.95 (1.12) 0.726

11. I’ve grown a lot since this most recent situation began 3.61 (0.89) 0.609

12. It seems like there is nothing more I can do that makes a difference in how the person 
needing my care feels

2.57 (1.17) 0.519

13. My responsibilities will continue to be what they’ve always been 2.75 (1.24) 0.405

14. This situation does not affect my lifestyle 3.60 (1.07) 0.580

15. This situation threatens to overwhelm me 2.87 (1.13) 0.563

16. My relationships with others have become more meaningful since this situation began 3.57 (0.95) 0.673

17. I’m afraid my own physical health will begin to suffer 2.73 (1.12) 0.688

18. I worry that in the future I will be less able to do the things I like to do 2.92 (1.08) 0.715

19. This situation does not affect my relationship with the person needing my care 2.73 (1.31) 0.556

20. I believe good things will come my way because of how I am handling this difficult 
situation

3.22 (1.00) 0.423

21. I worry that in the future I will not be able to help the person needing my care 2.74 (1.23) 0.550

22. I worry that my emotional health will suffer 2.89 (1.11) 0.648

23. Each day has become more meaningful since this most recent situation started 3.77 (0.93) 0.586

24. I’m concerned that this situation will cause financial hardship for me in the future 2.78 (1.23) 0.533

25. I’ve discovered resources I never knew I had 3.21 (0.98) 0.556

26. I’m not sure I will be able to handle this situation in the future 2.54 (1.07) 0.628

27. This situation does not affect my emotional state 3.63 (1.05) 0.488
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TABLE 4

Correlations of ACS subscale with coping, burden, and dyadic support

General
Stress

Threat Benefit

Active Coping -- -- 0.444*

Avoidant Coping 0.199 0.462* --

Burden - impact on daily schedule 0.348* 0.393* 0.110

Burden - lack of family support subscales 0.212 0.312* −0.130

Dyadic Support −0.373* −0.435* 0.251

Note.

*
= meets the ± 0.30 criterion
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