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Abstract

Objectives: Being a caregiver of an older adult is often associated with poor psychological 

outcomes and stress. Individual differences, such as personality, may moderate responses to 

caregiving. In this study, we examined (a) personality and psychological health of family 

caregivers compared to non-caregivers and (b) tested interactions between caregiver status and 

personality (both domains and facets) in predicting psychological outcomes.

Methods: Data were from an online sample of caregivers of older relatives (N = 491; 71.9% 

females) and matched controls (N = 491). Participants completed the Big Five Inventory-2 and a 

comprehensive set of psychological health and well-being measures.

Results: Compared to non-caregivers, caregivers had higher neuroticism, lower energy level 

(extraversion facet) and higher compassion (agreeableness facet). They also reported higher 

depression, anxiety, loneliness, and lower well-being and life satisfaction. Personality traits 

and facets had strong associations with psychological outcomes, and these associations were 

similar across the two groups. Only a few significant interactions between caregiver status and 

personality were found: For instance, higher neuroticism (in particular, higher scores on anxiety 

and depression facets) exacerbated anxiety among caregivers.
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Conclusions: Personality is a relevant correlate of psychological health. In the context of 

caregiving, its assessment may help to identify caregivers at risk of poor outcomes and inform 

intervention programs. Further research is needed to replicate the findings and investigate 

longitudinal interrelations among variables.
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Family caregiving is an important component of care for older adults. It is estimated that 

about 14% (34 million) of Americans provide care for a middle aged or older adult with 

an illness, disability or memory problems (National Alliance for Caregiving, 2015). It is 

often a spouse or an adult child that assumes the role of caregiver to help the elder relative 

(the care-recipient) with self-care tasks, such as getting dressed, bathing or showering, 

transportation and management of medications and finances. Without this help, older adults 

would need to live in long-term care facilities or nursing homes.

Researchers and practitioners recognize the importance of family caregiving and the need 

to support their work. Many caregivers feel burdened by their responsibilities and family 

problems and experience negative psychological consequences (Schulz & Sherwood, 2008; 

Vitaliano, Strachan, Dansie, Goldberg, & Buchwald, 2014). For example, caregivers tend to 

report higher levels of perceived stress, anxiety and depressive symptoms, when compared 

to non-caregiver controls (see Lavela & Ather, 2010 and Pinquart & Sörensen, 2003 

for reviews). This pattern is found for caregivers of patients across a number of health 

conditions, including cancer and dementia or other neurodegenerative syndromes (e.g., Kim 

et al., 2019; Livingston, Manela, & Katona, 1996; Mallya & Fiocco, 2018; Musich, Wang, 

Kraemer, Hawkins, & Wicker, 2017; Trevino, Prigerson, & Maciejewski, 2018).

However, there is considerable variability in the response to caregiving. That is, not all 

caregivers report poor psychological health (Roth et al., 2009) and some even report positive 

outcomes (e.g., Lynch, Shuster, & Lobo, 2018). For example, some caregivers derive a sense 

of gratification and satisfaction in their role (e.g., Noonan, Tennstedt, Rebelsky, 1996; Lynch 

et al., 2018; Metzelthin et al., 2017). Some feel confident in managing caregiving demands 

(for example, managing medical information or difficult interactions with the care-recipient) 

and experience less stress than others (Hajek & König, 2016; Hampton & Newcomb, 2018).

One of the factors that may contribute to this heterogeneity is personality—relatively stable 

patterns of thoughts, feelings and behaviors that characterize individuals across situations 

and time. Personality can be summarized along five broad dimensions, known as the 

“Big Five” traits (John, Naumann, & Soto, 2008; McCrae & Costa, 2008): neuroticism 

(i.e., being emotionally unstable), extraversion (i.e., being sociable and energetic/active), 

openness (i.e., being creative and open-minded), agreeableness (i.e., having compassion and 

willingness to cooperate), and conscientiousness (i.e., being organized and responsible). In 

line with diathesis-stress models (Ingram & Luxton, 2015; see also Vitaliano et al., 2014; 

Vitaliano, Young, Zhang, 2004), individual differences in these dimensions may modify (i.e., 

moderate) response to caregiving stress (Hajek & König, 2018a; Löckenhoff, Duberstein, 

Friedman, & Costa, 2011). That is, personality may be a pre-existing vulnerability (or 
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resource) that interact with the experience of caregiving to contribute to greater (or less) 

distress. Neuroticism, for example, has been associated with psychological vulnerabilities 

and caregiving burden (e.g., Hoerger et al., 2016; Kang, Lee, Lee, & Kim, 2007; Kim, 

Duberstein, Sörensen, & Larson, 2005; Melo, Maroco & de Mendonça, 2011; Reis, Gold, 

Andres, Markiewicz, & Gauthier, 1994). For example, in a study with caregivers of dementia 

patients (n = 476), Kim and colleagues (2017) found higher neuroticism to be associated 

with elevated depressive symptoms and burden, and lower health-related quality of life. 

Other studies have also found that neuroticism is associated with more negative perceptions 

of the caregiving situation (Reis et al., 1994), higher sensitivity to caregiving demands and 

care-recipient behavior problems (Koerner & Kenyon, 2007), and worse perceived health 

(Hoerger et al., 2016; Löckenhoff et al., 2011). These results suggest that individuals higher 

in neuroticism may be more vulnerable to caregiving-related stress than individuals low on 

this trait.

In contrast to Neuroticism, other traits may be a resource that helps buffer the negative 

effects of caregiving. Extraversion and agreeableness have been associated with higher 

self-rated health and quality of life (Hoerger et al., 2016; Kim et al., 2017; Löckenhoff et 

al., 2011) and lower burden and depression in caregiver samples (Kim et al., 2017; Melo 

et al., 2011). As more sociable and compassionate, individuals higher on these traits may 

adapt better to the caregiver role and have access to social resources (e.g., family and 

friends support) that help to face caregiving demands (as suggested by Koerner, Kenyon, 

Shirai, 2009; see also Hajek & König, 2018a). Conscientiousness and openness have been 

associated with better outcomes (i.e., self-rated health) in response to difficult situations, 

including caregiving (Löckenhoff et al., 2011; Löckenhoff, Sutin, Ferrucci, & Costa, 2008). 

However, the association of these traits with caregiving outcomes is less consistent and 

varies across samples and outcome measures (Kim et al., 2017; Melo et al., 2011).

There are a number of ways the literature on caregivers’ personality and psychological 

health could be expanded to evaluate the hypothesized theoretical moderation model in 

Figure 1. First, most studies of family caregivers focus on a single dimension of personality 

(most often, neuroticism) and its association with depression or psychological symptoms. 

However, all five traits need to be considered and examined in relation to outcomes, 

other than depression/distress. For example, social isolation and feelings of loneliness 

are common among caregivers (e.g., McRae et al., 2009) in part because of restrictions 

imposed by their role (Vasileiou et al. 2017). Traits like neuroticism may exacerbate such 

feelings. Moreover, relatively little is known about how personality is associated with 

positive outcomes, such as caregivers’ well-being and life satisfaction (though see, Hajek 

& König, 2018a). Second, specific facets of the broad personality traits may be particularly 

relevant. Facets often have greater predictive power for specific behaviors and outcomes 

than their corresponding traits (Terracciano, Löckenhoff, Crum, Bienvenu, & Costa, 2008; 

Terracciano et al., 2009). In the context of caregiving, it is possible that facets that reflect an 

interpersonal or pro-social orientation (for example, the compassion facet of agreeableness 

or the sociability facet of extraversion) play an important role in psychological health and 

overall well-being. Third, research on personality and caregiving outcomes has relied almost 

exclusively on caregiving-only samples (though see Kim & Knight, 2018 and Hajek & 

König, 2018a). Without a comparison group, it is not possible to formally test which traits 
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and facets of personality moderate the relation between caregiver status and psychological 

health. One exception is Hajek and König (2018a) who used a sample of caregivers and 

non-caregivers and found that higher agreeableness (but not other traits) attenuated the 

negative effect of caregiving on life satisfaction. This work should be extended to a more 

comprehensive measure of personality that includes facets as well as to additional measures 

of psychological distress and well-being. Finally, there might be differences in personality 

associated with caregiver status that may suggest a selection effect. For instance, a study 

found that individuals high in neuroticism were more likely to take over the responsibility to 

provide care for a relative/spouse in need (Rohr, Wagner, & Lang, 2013). Indeed individuals 

high in neuroticism may tend to select (or be selected into) situations that are negative or 

stressful for themselves (Barker, 2011; Kendler, Gardner, & Prescott, 2003).

To address the above research gaps and questions, the present study uses a case-control 

design to examine personality and psychological health among caregivers of older adult 

relatives and a matched control group. Using the Big Five Inventory-2 (BFI-2; Soto & John, 

2017) and a comprehensive set of outcome measures, we first test for differences between 

the two groups. We hypothesize caregivers to score higher on most traits, particularly 

on neuroticism, and report poor psychological outcomes compared to controls—higher 

psychological symptoms (depression and anxiety) and loneliness and lower well-being 

and life satisfaction. Second, we examine personality in association with psychological 

health and its possible moderating role in the relation between caregiver status and 

psychological outcomes (see Figure 1). Based on the literature reviewed above, we 

hypothesize neuroticism to exacerbate psychological symptoms and feelings of loneliness 

among caregivers, while agreeableness and extraversion (particularly facets reflecting 

interpersonal or pro-social orientation) to attenuate caregiving negative consequences and 

promote well-being.

Methods

Participants and Procedure

A survey was distributed using Qualtrics Online Panels, a large company that offers 

participant recruitment services for researchers (www.qualtrics.com). Qualtrics panels has 

been successfully used in prior studies to target specific populations, such as family 

caregivers (e.g., Flood-Grady et al., in press). When signing up with Qualtrics, panel 

members provide information about themselves on many variables, including caregiving 

status. Based on these profiles, potential participants who meet inclusion criteria for a study 

are invited to participate and can choose to op-in, if interested. For the current study, the 

target population was n = 500 caregivers. Respondents were eligible if they were caring for 

a spouse or relative aged 60 years or older who suffered from a severe health condition, 

such as dementia, cancer or another long-term illness. To further verify caregiver status, 

the survey included two initial screening questions: “Are you currently taking care of a 

family member with a severe chronic health condition? [ ] Yes, [ ] No”, and “Is this family 

member… [ ] 60 years old or older, [ ] 59 years old or younger”. Only respondents who 

met the inclusion criteria proceeded to the survey. The survey included: (1) questions on 

respondent’s socio-demographic characteristics; (2) questions on the caregiving experience, 
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the relation with the care-recipient and his/her condition; (3) self-report questionnaires of 

personality and psychological health outcomes (see below); and (4) an autobiographical 

memory task (participants recalled and rated an important personal memory). In addition to 

caregivers, we recruited a control group of non-caregivers to complete the survey; the survey 

and instructions were adapted for administration to control respondents (see survey flow, 

Figure S1, supplemental online material). The control group was matched to the caregiver 

group based on age (within a 5-year range) and sex and included a similar number of 

individuals with high school diploma or lower education as the caregiver group. In both 

groups, the questionnaires and memory task were counterbalanced across participants; on 

average, it took about 40 minutes to complete the survey.1 Respondents were compensated 

for their time directly by Qualtrics.

Immediately after data collection, responses were screened to identify invalid cases and 

careless respondents. For the caregiver group, 837 respondents met inclusion criteria and 

initiated the survey. Of these, 248 discontinued compilation and 86 were flagged as invalid 

(e.g., duplicates) or careless cases (e.g., respondents visualized the entire survey but did 

not respond to part of the questions). For the control group, 1,917 respondents initiated the 

survey. Of these respondents, 1,331 discontinued and 82 were flagged as invalid or careless. 

This resulted in 503 and 504 responses collected for the caregiver and control group, 

respectively. Prior to data analysis, a second quality check identified an additional 25 invalid 

cases to exclude from the analyses, 12 for the caregiver group and 13 for the control group. 

The final sample included 491 family caregivers and 491 non-caregiver controls. For the 

purpose of this study, we focused on personality and the psychological outcomes. Detailed 

information on response rates and data cleaning are provided in the online supplemental 

material (see Figure S2). The Institutional Review Board of the Florida State University 

approved all materials and procedures.

Measures

Personality—Participants completed the BFI-2 (Soto & John, 2017), a 60-item measure 

of five major personality traits and 15 specific facets: neuroticism (anxiety, depression, 

and emotional volatility), extraversion (sociability, assertiveness, energy level), openness 

(intellectual curiosity, aesthetic sensitivity, and creative imagination), agreeableness 

(compassion, respectfulness, trust), and conscientiousness (organization, productiveness, 

responsibility). Items (e.g., I am someone who... “Is outgoing, sociable” for extraversion) 

were rated on a scale from 1 (strongly disagree) to 5 (strongly agree). Every scale included 

6 reverse-keyed items (2 for each facet scale). We computed means across items for 

each personality trait and corresponding facets; strait-line responses were excluded from 

analyses (n = 1 caregiver; n = 4 controls). Alpha reliabilities across traits ranged from .84 

(agreeableness) to .91 (neuroticism) for the caregiver group, and from .82 (extraversion) to 

.91 (neuroticism) for the control group (median alpha for both groups = .85). For facets, 

alphas ranged from .60/.65 (intellectual curiosity facet of openness) to .82/.83 (depression 

facet of neuroticism), for caregivers/controls, respectively (median alpha = .73).

1About 45% of the sample completed first the memory task and then the questionnaires. There were no order effects for outcome 
variables (t-tests, p >.05), except for life satisfaction (t(980) = 2.85, p = .004); those completing the memory task first had higher 
scoring in life satisfaction (M = 16.79, SD = 5.42) than those completing first the questionnaires (M = 15.81, SD = 5.31).
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Psychological Outcomes

Symptoms of depression and anxiety.: All participants completed an 8-item version of 

the Patient Health Questionnaire (PHQ-8) and a 7-item version of the Generalized Anxiety 

Disorder (GAD-7) scale (Kroenke, Spitzer, Williams, & Löwe, 2010). PHQ-8 assesses 

the frequency of 8 depressive symptoms (e.g., “feeling tired or having little energy”) 

over the past 2 weeks with ratings from 0 (not at all) to 3 (nearly every day). GAD-7 

measures common symptoms of anxiety (e.g., “feeling nervous, anxious, or on edge”) on 

the same response scale of the PHQ-8. Sum scores were computed for both PHQ-8 (range 

= 0-24) and GAD-7 (range = 0-21); higher scores indicated higher levels of depression and 

anxiety. Alpha reliability of PHQ-8 was ≥.88 and the reliability of GAD-7 was .93 for both 

caregivers and controls.

Loneliness.: Participants completed the 3-item version of the Revised-University of 

California at Los Angeles Loneliness scale (Hughes, Waite, Hawkley, & Cacioppo 2004). 

Each item (e.g. “How much of the time do you feel … isolated from others?) was rated from 

1 (hardly ever or never) to 3 (often). A sum score was computed for this scale (range = 3-9); 

higher scores indicated feelings of loneliness. Alpha reliability was ≥.88 for the caregiver 

and control groups.

Well-being and life satisfaction.: The 8-item Flourishing Scale (FS; Diener et al., 2009), 

is an overall index of well-being and positive functioning, and the 5-item Satisfaction with 

Life Scale (SWLS; Kobau, Sniezek, Zack, Lucas, & Burns, 2010) measures satisfaction with 

life. Each item was rated on a scale from 1 (strongly disagree) to 5 (strongly agree). Sum 

scores were computed for FS (range = 8-40) and SWLS (range = 5-25); higher scores on 

these scales indicated higher levels of well-being and life satisfaction. In both groups, alpha 

reliabilities of FS and SWLS were respectively .89 and ≥.90.

Control Variables—Participants reported their age in years (continuous), sex, race/

ethnicity (white vs. non-white), marital status (married or in a committed relationship vs. 

non-married), level of education (from 1 = “Did not complete high school degree” to 6 

= “Professional degree or doctorate”), household income (from 1 = “less than $10,000”, 

2 = “$10,00 to 19,999”, […], to 12 = “$150,000 or more”), and employment (employed 

vs. retired or unemployed). They also indicated age, sex and race/ethnicity and type of 

relationship with the care-recipient (i.e., whether he/she was a spouse, parent, sibling, or 

other). Caregiving-related variables were the main health condition for which the person 

required care, time spent as caregiver (number of years/months), whether the participant was 

living with the care-recipient, the number of hours of assistance per day, and tasks typically 

performed (e.g., whether he/she provided help in getting in/out of bad, getting dressed, 

bathing or showering, etc.; possible range 1-12).

Statistical Analysis

Descriptive statistics and frequencies were used to describe the caregiver and control groups, 

and t-tests and chi-square tests were used to compare the two groups on sociodemographic 

variables. We then examined personality and psychological health of family caregivers 

in comparison to non-caregivers. Specifically, we ran univariate analyses of covariance 
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(ANCOVAs) with caregiver status (caregiver vs. non-caregiver) as the independent variable, 

each personality trait and corresponding facets as the dependent variables, and age, sex, 

race/ethnicity, marital status, education level, and household income, and employment as 

covariates. The assumption of homogeneity of variance was tested using the Levene statistic, 

and no violations were found. Effect sizes were estimated using partial η2; according to 

Cohen (1988), η2 values of .01, .06 and .14 correspond to small, medium and large effect 

sizes, respectively. The same analytic approach was used to test for differences between 

caregivers and controls for psychological symptoms (depression and anxiety), loneliness, 

well-being and life satisfaction; no large violation of the homogeneity assumption were 

observed for these analyses.

A second set of analyses examined personality association with psychological health and 

its possible moderating role on the relation between caregiving status and psychological 

outcomes. We first regressed each outcome on each personality trait and corresponding 

facet (entered separately), accounting for caregiver status and socio-demographic factors 

(age centered and squared, sex, race/ethnicity, marital status, education level, and household 

income, and employment). We then formally tested interactions by adding a product term 

between caregiver status and personality (caregiver status × trait/facet of interest) to predict 

each outcome. Interaction terms were computed with standardized scores. There was no 

evidence of multicollinearity (VIF values <.3.00). In sensitivity analyses, we examined 

personality associations with the outcomes in each group, separately; for the caregiver 

group, we controlled for caregiving-related variables in addition to socio-demographic 

factors.

Results

Sample Characteristics

Caregivers were primarily female (71.9%), older (M = 65.4, SD = 7.5, range = 22-95; 45.8% 

over the age of 65), white (91.4%), married or in a relationship (74.5%), with a bachelor 

degree or higher level of education (40.1%) and retired (55.2%) or unemployed (12.4%). 

Household income was between $30,000 and $39,999 for most caregivers. Fifty-two percent 

cared for a spouse/partner, 36.5% for a parent, 6.1% for a sibling, and 5.1% for another 

relative (e.g., parent-in-law, aunt, cousin). The mean length of time as caregiver was 8.4 

years (median = 5 years). Caregivers provided an average of 11 hours of assistance a day; 

70.5% lived with the care-recipient. The mean age of care-recipients was 77 years (range = 

60-100); care-recipients were 48.5% males and 9.2% non-white. The health conditions for 

which they needed assistance were Alzheimer’s disease or other dementia (28.1%), cancer 

(13%), heart conditions (13.8%), lung diseases (7.7%), diabetes (11%), stroke (8.4%), other 

conditions such as multiple sclerosis and Parkinson’s disease (12.6%), or more than one 

conditions (5.3%). Secondary conditions were also reported (e.g., mobility problems); over 

90% of care-recipients had at least one secondary health problem. Caregivers assisted their 

relative/spouse in a variety of tasks (M = 7.5, SD = 2.6), most commonly preparing meals 

and cleaning the house (~90%), assisting with transportation (~90%), bathing and getting 

dressed (~46%), managing medication (~70%), and finances (~84%).
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Compared to controls, caregivers were more likely to be married or in a relationship (chi

square = 46.8, df = 1, p <.01; 74.8% caregivers vs. 53.9% controls had a spouse/partner) 

and less likely to identify with a race/ethnic group other than white (chi-square = 6.0, df 
= 1, p <.05; 8.6% caregivers vs. 13.4% controls were non-white). There were no other 

socio-demographic differences between the two groups.

Group Comparisons: Personality and Psychological Health

As showed in Table 1, there were very few significant differences between caregivers 

and controls in terms of personality. At the domain-level, caregivers had higher scores 

on neuroticism compared to non-caregivers. This difference extended to two of the three 

facets: caregivers scored higher on the anxiety and depression facets of this trait. There 

were no other domain-level differences. At the facet-level, caregivers scored higher on the 

compassion facet of agreeableness and lower on the energy level facet of extraversion. 

Caregivers tended to show emotional concerns for others’ well-being but were less active 

compared to non-caregivers. There were no other facet-level differences.

There were differences between caregivers and controls on every measure of psychological 

health (Table 1).2 Specifically, caregivers reported more depressive symptoms, anxiety, and 

loneliness than non-caregivers. They also had lower well-being and life satisfaction.

Of note, differences between the two groups were small-to-medium in size; η2 values were 

~.01 for personality variables and ~.06 for outcome measures.

Association between Personality Variables and Psychological Outcomes

Personality traits and facets were associated significantly with psychological outcomes 

(Table 2). In particular, higher Neuroticism was associated with higher scores on 

depression, anxiety, and loneliness and lower scores on well-being and life satisfaction, 

independent of caregiver status and socio-demographic covariates. In contrast, higher 

extraversion, agreeableness, conscientiousness and openness were associated with fewer 

symptoms of distress and higher well-being and life satisfaction. These traits were also 

associated with less feelings of loneliness. At the facet-level, all neuroticism facets were 

associated similarly with psychological outcomes. For the other domains, the strongest 

associations were observed for the energy level facet of extraversion, the trust facet of 

agreeableness, the responsibility and productivity facets of conscientiousness, and the 

creative imagination facet of openness (Table 2). Of note, when examining each group 

separately, regression coefficients were similar across caregivers and controls (see Table S1 

and S2, supplemental material); for caregiver respondents, associations remained the same 

2Note that most caregivers (N = 138/491) reported that the main reason for which their relative needed assistance was because 
he/she suffered from Alzheimer’s disease or another form of dementia. No differences in personality were observed based on the 
type of caregiving— dementia caregivers vs. other type of caregivers. Caregivers of dementia patients did report psychological 
distress compared to other caregivers and non-caregivers. That is, they scored higher on depression (F(2,973) = 32.103, p <.001, 
η2 = .06; M = 7.72 [SE = .43] for dementia caregivers, M = 5.59 [SE = .27] for other caregivers, and M = 3.94 [SE = .23] for 
non-caregivers), anxiety (F(2,973) = 42.497, p <.001, η2 = .08; M = 7.50 [SE = .45] for dementia caregiver, M = 5.87 [SE = .29] for 
other caregivers, and M = 3.31 [SE = .24] for non-caregivers), and loneliness (F(2,973) = 33.276, p <.001, η2 = .06; M = 5.84 [SE 
= .16] for dementia caregiver, M = 5.19 [SE = .10] for other caregivers, and M = 4.44 [SE = .09] for non-caregivers). There were no 
differences in well-being nor life satisfaction between dementia caregivers and other caregivers; however, both groups scored lower 
than non-caregivers on these measures.
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when further controlling for caregiving-related covariates, including whether caring for a 

patient with dementia versus other condition.

Only few significant interactions between caregiving and personality factors were 

observed in predicting psychological outcomes. One significant interaction was found 

between caregiving and domain-level neuroticism in predicting symptoms of anxiety 

(βCaregiver Status × Neuroticism = .074, p = .023). This interaction was also apparent for 

the anxiety facet (βCaregiver Status × Anxiety facet = .091, p = .006) and depression facet 

(βCaregiver Status × Depression facet = .071, p = .035) of neuroticism. That is, caregivers high 

on neuroticism—in particular, those high on the anxiety and depression facets—reported 

more symptoms of anxiety, compared to controls who scored similarly high on this trait 

(Figure 2; see also Figure S3, online supplemental material). In addition, we observed an 

interaction between caregiver status and the productiveness facet of conscientiousness in 

predicting life satisfaction (βCaregiver Status × Productivity facet = −.086, p = .047); even at high 

levels of productiveness, caregivers reported lower life satisfaction than controls (see Figure 

S3). This latter interaction was not hypothesized at priori and likely due to chance. No other 

significant interactions between caregiver status and personality domains nor facets were 

found.

Discussion

The present research examined personality and psychological health in caregivers of older 

relatives and matched controls. As expected, we observed modest but significant differences 

between these two groups. Consistent with prior work (see Vitaliano et al., 2014), the 

experience of caregiving posed stress on the individual: Caregivers not only reported 

higher depression and anxiety, but also felt lonelier and had lower well-being and life 

satisfaction. There were also a few differences in personality, with caregivers being higher in 

neuroticism, lower in energy (extraversion facet), and higher in compassion (agreeableness 

facet) than non-caregivers.

Of note, personality had strong associations with psychological health outcomes. 

Participants high in neuroticism tended to report poor psychological health (e.g., 

higher depression/anxiety) compared to those low on this trait. In contrast, those high 

in extraversion (in particular, energy level), agreeableness (trust), conscientiousness 

(responsibility and productiveness), and openness (creative imagination), had more favorable 

outcomes (e.g., higher well-being and life satisfaction). This pattern of associations was 

similar to that observed in studies with both caregiver and non-caregiver adult samples 

(Löckenhoff et al., 2008, 2011).

Contrary to our expectations, most of these associations were independent of caregiver 

status. One exception, however, was observed for neuroticism. Between-person differences 

on this trait were hypothesized to have a negative association with caregivers’ response 

to stress (see e.g., Kim et al., 2017; Melo et al., 2011). Koerner and Kenyon (2007), 

for example, reported caregivers higher in neuroticism to be more sensitive to care

related demands and care-recipient behavior problems, compared to the low-neuroticism 

counterparts. Yet, this study (as others) did not include a comparison group. In the current 
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work, caregivers high in neuroticism did report higher scores on anxiety relative to controls. 

However, this differential association was not observed for other outcomes. As such, we 

found only partial support to the hypothesis that neuroticism exacerbates the negative 

outcomes associated with caregiving.

Findings from prior studies indicated that prosocial dispositions—being more agreeable and 

oriented to others—is helpful for coping with difficult situations in general, and caregiving 

demands in particular (see e.g., Koerner et al., 2009). For example, caregivers higher in 

agreeableness and extraversion were found to be more satisfied with their role and with life 

than caregivers lower on these traits (see Hajek & König, 2018a; Koerner et al., 2009). In the 

current study, however, no significant interactions were observed between caregiver status 

and these traits.

It is important to note that the differences observed in personality between caregivers and 

controls may reflect selection effects. For example, when a spouse or other relative is in 

need, individuals high in neuroticism may be less likely to refuse care responsibilities and 

feel more obligated to assume the caregiver role (see Rohr et al., 2013). As hypothesized, 

we did observe higher scores on neuroticism for the caregiver group. There were, however, 

differences that we did not anticipate: Caregivers were higher on the compassion facet of 

agreeableness and lower on the energy level of extraversion. These differences could have 

existed prior to the caregiver role. Likewise, personality could have changed in response to 

caregiving (i.e., socialization effects; Hajek & König, 2018b; Hoerger et al., 2014). Because 

of the cross-sectional nature of the study, we cannot distinguish between selection and 

socialization effects.

A few additional limitations need to be noted. Specifically, this study targeted caregivers 

of older relatives, without any recruitment restrictions based on the type of relationship 

with the care-recipient nor the type and stage of illness. Caregiving-related stress and 

demands may vary in intensity based on these factors. More work is needed to study 

specific groups of caregivers (i.e., spousal vs. adult child caregivers) and their responses 

to different caregiving phases, from the moment of the care-recipient’s diagnosis, to later 

hospitalization, and transition out of caregiving. Moreover, we considered exclusively the 

caregiver. Caregiver personality and stress may also be associated with care-recipients’ 

health and outcomes. Longitudinal studies are needed to investigate temporal pathways and 

possible reciprocal influences among caregiver and care-recipients’ variables.

The current findings have both theoretical and clinical implications. From a theoretical 

perspective, personality is relevant for psychological health, independent of caregiver status. 

But, consistent with diathesis-stress models of caregiving (Vitaliano et al., 2004), some 

dispositions (i.e., neuroticism) may increase risk for poor outcomes (i.e., anxiety). From a 

clinical perspective, personality assessment may help to identify caregivers at risk of poor 

outcomes and inform interventions (see Chapman, Hampson, & Clarkin, 2014). That is, 

personality-informed interventions might be developed to support caregivers’ psychological 

health. For example, personalized messages or communications based on the individual 

personality profile may increase the effectiveness of psychosocial education programs 

directed to caregivers. Indeed, the effectiveness of various type of caregivers’ intervention 
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could partly depend on personality (Terracciano et al., in press). For example, extroverts 

may adhere more and find more beneficial group-based programs while introverts could 

find uncomfortable or even detrimental for their well-being interventions in a group setting. 

Individuals who score low on openness may prefer traditional or religion-based programs. 

Individuals high in neuroticism are likely to benefit the most from interventions that enhance 

coping skills and other strategies to manage their emotions. Matching caregivers to the 

education program or intervention that is relevant to their individual vulnerabilities and 

resources means that the money spent delivering the program/intervention would have 

greater net benefit and cost effectiveness. In turn, it is likely that more “personalized care” 

for family caregivers would reduce costs for the health system that are associated with 

patients’ hospitalization and nursing home care.

Overall, this study applied a case-control design to examine personality profiles and 

psychological health among caregivers and considered facets of personality. Further studies 

are now needed to identify longitudinal associations between personality and psychological 

outcomes of caregivers.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Hypothesized moderation model
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Figure 2. 
Neuroticism-moderating effects on anxiety symptoms

Luchetti et al. Page 16

Aging Ment Health. Author manuscript; available in PMC 2022 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Luchetti et al. Page 17

Table 1

Comparisons between caregivers and controls

Caregivers Controls ANCOVAs

M (SE) M (SE) F η 2

Personality traits

Neuroticism 2.67 (.04) 2.47 (.04)
13.347

*** .01

Extraversion 3.16 (.03) 3.17 (.03) 0.116 .00

Openness 3.66 (.03) 3.63 (.03) 0.598 .00

Agreeableness 4.11 (.03) 4.05 (.03) 2.118 .00

Conscientiousness 4.03 (.03) 4.08 (.03) 1.289 .00

Neuroticism facets

Anxiety 3.10 (.04) 2.85 (.04)
14.878

*** .01

Depression 2.50 (.04) 2.23 (.04)
17.424

*** .02

Emotional volatility 2.41 (.04) 2.31 (.04) 2.541 .00

Extraversion facets

Sociability 3.07 (.05) 2.98 (.05) 2.089 .00

Assertiveness 3.21 (.04) 3.16 (.04) 0.730 .00

Energy level 3.20 (.04) 3.40 (.04)
11.333

*** .01

Openness facets

Intellectual curiosity 3.68 (.03) 3.65 (.03) 0.372 .00

Aesthetic sensitivity 3.55 (.04) 3.51 (.04) 0.365 .00

Creative Imagination 3.76 (.04) 3.72 (.04) 0.517 .00

Agreeableness facets

Compassion 4.30 (.03) 4.19 (.03)
5.325

* .01

Respectfulness 4.34 (.03) 4.33 (.03) 0.111 .00

Trust 3.69 (.04) 3.63 (.04) 1.018 .00

Conscientiousness facets

Organization 3.98 (.04) 4.03 (.04) 0.890 .00

Productiveness 3.99 (.03) 4.05 (.03) 1.339 .00

Responsibility 4.11 (.03) 4.15 (.03) 0.639 .00

Negative outcomes

Depressive symptoms 6.19 (.23) 3.93 (.23)
46.251

*** .05

Anxiety symptoms 6.33 (.24) 3.30 (.24)
75.306

*** .07

Loneliness 5.37 (.09) 4.44 (.09)
54.913

*** .05

Positive outcomes

Well-being 31.12 (.26) 32.11 (.26)
6.838

** .01

Life Satisfaction 15.51 (.24) 17.00 (.24)
18.643

*** .02
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Note. N = 969 for personality variables and N = 974 for psychological outcomes. For each variable, we reported estimated marginal means 

(standard errors), F statistics (degree of freedom, df = 1, 968/973), and effect sizes (η2) computed after controlling for age, sex, race/ethnicity, 
marital status, education level, household income and employment.

***
p ≤ .001

**
p ≤.01

*
p <.05.
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Table 2

Association of personality traits and facets with psychological health outcomes

Depression Anxiety Loneliness Well-being Satisfaction
with life

Personality traits

Neuroticism .646
***

.650
***

.526
***

−.633
***

−578
***

Extraversion −340
***

−.242
***

−.265
***

.486
***

.359
***

Openness −.150
***

−.111
***

−.070
*

.329
***

.157
***

Agreeableness −264
***

−.210
***

−.231
***

.453
***

.289
***

Conscientiousness −.296
***

−.181
***

−.211
***

.399
***

.265
***

Neuroticism facets

Anxiety .546
***

.622
***

.449
***

−.496
***

−.500
***

Depression .678
***

.626
***

.580
***

−.689
***

−.643
***

Emotional volatility .484
***

.470
***

.361
***

−.491
***

−.383
***

Extraversion facets

Sociability −.196
***

−.154
***

−.179
***

.303
***

.197
***

Assertiveness −.177
***

−.123
***

−.128
***

.288
***

.225
***

Energy level −.438
***

−.298
***

−.320
***

.565
***

.438
***

Openness facets

Intellectual curiosity −.141
***

−.095
**

−.063
*

.299
***

.137
***

Aesthetic sensitivity −.060 −.050 .017 .193
***

.082
**

Creative Imagination −.177
***

−.132
***

−.132
***

.334
***

.174
***

Agreeableness facets

Compassion −.149
***

−.096
**

−.137
***

.327
***

.153
***

Respectfulness −.233
***

−.173
***

−.178
***

.371
***

.209
***

Trust −.274
***

−.247
***

−.255
***

.431
***

.346
***

Conscientiousness facets

Organization −.185
***

−.092
**

−.120
***

.238
***

.176
***

Productiveness −.294
***

−.171
***

−.220
***

.434
***

.292
***

Responsibility −.294
***

−.216
***

−.215
***

.369
***

.218
***

Caregiver Status .216
***

.272
***

.231
***

−.084
**

−.138
***

Note. N = 969 (caregiver group n = 486; control group n = 483). Standardized linear regression coefficients (βs) are reported; analyses controlled 
for caregiver status (caregiver vs. non-caregiver), age (centered and squared), sex, race/ethnicity, marital status, education level, household income, 
and employment. Analyses separated for each group are reported in the online supplemental material. In general, the associations between 
personality and outcome variables were similar across caregivers and controls (see Table S1 and S2).

***
p ≤ .001
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**
p ≤.01

*
p <.05.
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