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ABSTRACT
Objective: This study aims to investigate the moderating role of perceived social support on early maladaptive schemas and
well-being for primary caregivers of dementia patients.
Method: Ninety-nine adult children as the primary caregivers of dementia patients participated in the study. They completed
the measures of Young Schema Questionnaires-Short Form 3 (YSQ-SF3), Caregiver Well-Being Scale, and Multidimensional
Scale of Perceived Social Support (MSPSS).
Results: According to the results of the regression analyses, total perceived social support and perceived social support from
significant others moderated the association of early maladaptive schemas and caregiver well-being-basic needs, unlike the
perceived social support from family and perceived social support from friends. For the early maladaptive schemas and
caregiver well-being-activities of living association, however, the moderator roles of total perceived social support and
perceived social support from different sources were not confirmed.
Conclusion: Since caregiving has negative effects on caregivers, it is important to identify the protective factors. The findings
emphasize the buffering role of perceived social support from significant others, especially in terms of meeting basic needs, in
the caregiving process.
Keywords: Caregiving, caregiver well-being, dementia, early maladaptive schemas, perceived social support

INTRODUCTION
In Turkey, the rate of the population over the age of 65
increased rapidly and reached up to 9.1% in 2019 (1).
As a result of the changing demographic profile, the
number of dementia patients also increases (2). It is
stated that there are 47.47 million individuals diagnosed
with dementia in the world in 2015 (3). Studies on the
prevalence of dementia in Turkey showed that the rate

of dementia patients varies from 8.4% to 20.0% (4-6).
Dementia is the general name of conditions
characterized by the deterioration of memory, language,
problem solving, and other thinking skills that affect
the individual’s daily life (7). The majority of individuals
diagnosed with dementia (70%) are those with
Alzheimer’s Disease, followed by vascular dementia
(17%) and other related conditions (13%; e.g.,
Parkinson’s disease and Lewy body dementia) (8).
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Thus, the prevalence of dementia shows a gradually
increasing trend and leads to loss of skills that greatly
affect the daily lives of individuals.
Caregiving means meeting the health needs of
another and includes helping with activities of daily
living as well as providing emotional support (9). The
primary caregiver is defined as the person with the
highest responsibility in terms of providing care (9).
The caregivers of dementia patients are spouses (61%)
(10), children (29%), or other relatives and friends (11).
In this sense, not only patients but also their families
and friends are affected by dementia on personal,
emotional, financial, and social levels (12). Ballard
(1989) described dementia as a “funeral that never
ends” because caregivers face many losses over the
course of the illness instead of one final loss (as cited in
13, no paging). This supported the claim that dementia
caregivers are affected from this process more negatively
than caregivers of patients (14).
Psychological well-being is “a subjective state that
results from many long-standing factors as well as
situation specific stressors related to caregiving, and it
is an important outcome measure” (15). It was stated
that the well-being of the caregiver is affected by the
level of meeting the needs in two areas, namely basic
and non-basic needs (16). Therefore, in the present
study, caregiver well-being was operationally defined
as the extent to which the caregivers meet their basic
needs and perform the activities of living. Studies
showed that half of the dementia caregivers spend at
least 46 hours per week responding to the patients’
needs (17); as the disease worsens, the duration
increases (18). Therefore, caregivers do not have
enough time to perform positive health behaviors such
as following an appropriate nutritional regimen, going
to doctor visits, doing routine exercises, or getting
sufficient sleep (19-21), and half of them completely
end or reduce the time of their occupation (17).
Considering the tasks carried out by caregivers and the
time spent on these activities, it is not surprising that
caregivers experience burden (22) and stress (23-28).
Due to chronic exposure to stress, caregivers of
dementia patients have adverse health outcomes (29)
such as coronary heart disease (30), hypertension (31),
and impaired immune function (32). In terms of
psychological outcomes, caregivers of dementia
patients reported anxiety (33), and depression (34). In
sum, caregiving practices dramatically affect both the
psychological and physical well-being of the caregivers.
As the literature suggests, caregiving affects both
the psychological and physical well-being of the
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caregivers. One of the psychological variables in this
process may be early childhood experiences. As Bowlby
stated in his attachment theory in 1988, these
experiences with significant others determine
organized thoughts and feelings about the self, others,
and the world, and the individual’s perception and
response to new experiences (35-37). These organized
thoughts, behaviors, and feelings are schemas, which
provide individuals with cognitive maps of how to
manage social relationships, some of which may be
maladaptive in nature. Early maladaptive schemas
(EMSs) are defined as “a broad pervasive theme or
pattern; comprised of memories, emotions, cognitions,
and bodily sensations; regarding one’s self and one’s
relationship with others; developed during childhood
or adolescence; elaborated through one’s life time;
dysfunctional to some degree” (38). Everyone has at
least one of the EMSs that starts in early development
and recurs throughout life. In adulthood, life events
trigger schemas in which these events are perceived
unconsciously, similar to traumatic experiences in
their childhood. Although not all schemas are
traumatic in origin, all EMSs are destructive and most
schemas are caused by regularly repeated noxious
experiences throughout childhood and adolescence.
These experiences are cumulative in nature. They give
rise to a fully developed schema that is regarded as a
priori truths, thus affecting the processing of later
experiences as well (38). Schemas develop as a result of
basic emotional needs that are not met in childhood,
which are secure attachment to others, including
safety, stability, nurturance, and acceptance; autonomy,
competence, and a sense of identity; freedom to express
valid needs and emotions; spontaneity and play; and
lastly, realistic limits and self-control. These needs are
believed to be universal and some individuals have
stronger needs than others (38).
EMSs have also impact on the individuals’
well-being. In general, they are important in the
development and maintenance of psychiatric symptoms
(39), such as mood disorders (40), anxiety disorders
(41), eating disorders (42), sexual dysfunction disorder
(43), schizophrenia (44), chronic pain disorder (45),
alcohol addiction (46), opiate addiction (47), substance
abuse disorder (42, 48), and personality disorder
symptoms (49). Based on the above-mentioned
literature, systematic findings indicate the association
between EMS and well-being. However, to the best of
our knowledge, there is no research investigating the
association between EMS and caregiver well-being.
Rather, there are mostly attachment theory-based
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studies of caregiver well-being and early life experiences.
Attachment was also found to be related to EMSs (50,
51). In fact, there are studies indicating the mediator
role of EMSs in the association between attachment and
psychopathology (52), such as depression (53). The
importance of attachment for caregivers was shown in
many studies (13, 54). It was found that caregiver
attachment was associated with the probability of
providing support and care (55) and quality of the
caregiving (56). In terms of attachment and caregiver
well-being, the attachment was found to be related with
caregiver well-being (13, 57). This finding was also
confirmed in studies conducted with children of
dementia patients (56, 58).
This pattern between EMS and well-being can be
mitigated with social support. Social support is
defined as “information leading the subject to believe
that he (or she) is cared for and loved, esteemed, and
a member of a network of mutual obligations” (59).
According to the stress-buffer hypothesis,
psychosocial stress negatively affects the physical and/
or psychological well-being of a person with little or
no social support. However, strong social support
reduces or eliminates this effect (60). According to
Lahey and Cohen (2000), there are two types of social
support: received vs. perceived social support.
Received social support is defined as the actual
amount and frequency of social support received by
others, while perceived social support is based on
individuals’ perceptions about the available social
support they receive the social environment (61). As
there is a stronger association with psychological
health (62) and burden (63) than with the received
social support, most of the researchers used perceived
social support as their subject of investigation (64).
Thus, perceived social support was used in this study
as a moderator variable.
There are many studies investigating the association
between perceived social support and both the
psychological and physical well-being of patients and
caregivers (65, 66). For instance, the psychological
well-being of caregivers dementia patients was found to
be strongly correlated with their perceived social
support (67). However, caring for a patient with
dementia takes an enormous amount of time, which
reduces the time available for caregivers’ social
interactions. With less time for social interactions, the
gradual loss of a loved one worsens the perceptions of
social support (68). Hence, caregiving worsens even the
way that social support is perceived (69). In the light of
the literature mentioned above, the aim of the present

study is to investigate the association between EMS and
caregiver well-being in primary caregivers of dementia
patients and the moderator role of perceived social
support on this association.

METHOD
Sample
Ninety-nine adult children as the primary caregivers
of dementia patients (mean age=51.20, SD=7.57)
participated in this study. The inclusion criterion,
being the primary caregiver of a dementia patient, can
be defined as the person responsible for assisting the
patient in his/her daily needs and providing
supervision to the person in need. The inclusion
criteria for the study was the absence of any physical
or psychological disorder that would prevent reliable
data collection. Twenty-four (24.2%) participants
were giving care for mild dementia patients, 50
(50.5%) moderate dementia patients, and 25 (25.3%)
severe dementia patients (Table 1).
Measures
Demographic Information Form: Demographic
information form was developed by the researcher. It
includes questions about the participants’ age, sex,
marital status, educational status, employment status,
job, number of children, where they spend most of their
life, economic status, presence of psychiatric and
physical disorders and their treatment history, and
finally their dementia level. The dementia levels of the
patients were taken from the patients’ medical reports.
In other words, the data on the dementia level in this
study are based on the objective criteria.
Young Schema Questionnaire-Short Form 3 (YSQSF3): YSQ-SF3 was developed to evaluate EMS with 90
items. It is a self-report questionnaire answered on a
six-point scale ranging from describes me perfectly to
completely untrue of me (70). Higher scores on the
schemas indicate that schemas are more likely to be
found (70). This questionnaire was adapted to Turkish
and showed 14 different schemas on five schema
domains. These schema domains include impaired
autonomy (enmeshment/dependence, abandonment,
failure, pessimism, and vulnerability to harm),
disconnection (emotional deprivation, emotional
inhibition, social isolation/mistrust, and defectiveness),
unrelenting standards (unrelenting standards, and
approval-seeking), impaired limits (entitlement/
insufficient self-control), and other-directedness
(self-sacrifice, and punitiveness). The Turkish YSQ-SF3
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Table 1: Demographic characteristics of participants
Variables

N

%

Female

78

78.8

Male

21

21.2

M

SD

R

Gender

Age
Marital status
12

12.1

Married

67

67.7

14

14.1

6

6.1

Primary school

21

21.2

High school

29

29.3

University

39

39.4

Master's/doctorate

10

10.1

Divorced
Widowed
Education level

Working status
Employed

36

36.4

Unemployed

63

63.6

N

%

Village

1

1

Low

9

9.1

Middle

86 86.9

High

4

M SD R

Economic status
51.20 7.57 25-64

Single

Variables

Number of children

4

Presence of psychiatric disorder
Yes

17 17.2

No

82 82.8

Name of psychiatric disorder
Depression

10 10.1

Anxiety disorder

6

6.1

Depression & anxiety
disorder

1

1

Presence of physical disorder
Yes

29 29.3

No

70 70.7

Psychological treatment
Yes

18 18.2

No

81 81.8

0

17

17.2

1

24

24.2

2

53

53.5

Yes

26 26.3

3

5

5.1

No

73 73.7

Physical treatment

Level of the dementia

Residence
Metropolis

83

83.8

Mild

24 24.2

City

12

12.1

Moderate

50 50.5

Town

3

3

Severe

25 25.3

was found to be a reliable and valid measurement tool
(71). The internal consistency reliability of the inventory
for the present sample was 0.93.
Caregiver Well-Being Scale: The caregiver
well-being scale is a self-report scale and has two
subscales: basic needs and activities of living (16). These
subscales measure how well the caregivers meet their
basic needs and activities of daily living from a
strengths-based perspective. In addition to physical
needs such as sleep and nutrition, the basic needs
subscale measures the expression of emotions,
relaxation, and personal development. However, the
activities of living subscale measures activities done in
everyday life and leisure activities such as enjoying a
hobby (16). Demirtepe and Bozo (2009) adapted the
scale to Turkish culture with satisfactory reliability and
validity (72). For the present sample, the internal
consistency reliability coefficients were found as 0.89

for the basic needs subscale and 0.85 for the activity of
living subscale.
Multidimensional Scale of Perceived Social Support
(MSPSS): The MSPSS was developed to measure
perceived social support from three different sources,
family, friends, and significant other. MSPSS is a
12-item self-report questionnaire on a 7-point Likerttype scale (1=very strongly disagree, 7=very strongly
agree). Higher scores on this scale mean higher levels of
perceived social support (73). The Turkish version of
the scale was adapted into Turkish by Eker and Arkar in
1995 (74). After the adaptation, the form was revised.
The Cronbach’s alpha reliability of the Turkish revised
version ranges between 0.80 and 0.95, and it has
construct validity (75). In the present study, internal
reliability coefficients were found to be 0.87 for the
family subscale, 0.92 for the friends subscale, 0.93 for
the significant other, and 0.90 for the total scale.
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Table 2: Intercorrelations among study measures
Correlations
Measure

1

2

3

4

5

6

1. EMS

1

2. BN

-0.28**

1

3. AL

-0.18

0.67**

1

4. TPSS

-0.25*

0.49**

0.34**

1

5. PSSFA

-0.18

0.42**

0.26*

0.53**

1

6. PSSFR

-0.25*

0.41**

0.30**

0.85**

0.21*

1

7. PSSSO

-0.16

0.36**

0.25*

0.90**0

0.28**

0.67**

7

1

Mean

SD

211.95

44.38

81.94

13.49

77.17

13.24

65.08

16.03

24.68

4.72

21.40

7.21

19.00

8.24

Note 1: Pearson correlation coefficient, *p<0.05,**p<0.01; Note 2: EMS: Early maladaptive schemas; BN: Caregiver well-being scale-basic needs; AL: Caregiver well-being scale-activity of living; TPSS: Total perceived social support; PSSFA: Perceived social support from family; PSSFR: Perceived social support from friends; PSSSO: Perceived social support from significant other.

Procedure
The data were collected from the Neurology
Departments of hospitals in Izmir and Ankara, and the
Alzheimer Association. Ethical approvals were obtained
from the ethical committees of Middle East Technical
University, hospitals, from the head of Neurology
Departments of hospitals, and the Alzheimer
Association. Before starting the study, a power analysis
was performed with GPower 3.1.9.7 software to
determine the sample size. As a result of the power
analysis, it was concluded that the number of
participants should be 73. After explaining the purpose
of the study to the participants, an informed consent
form was obtained. Then, the questionnaire sets were
administered to the participants verbally. It took the
researcher approximately 40 minutes to administer
each questionnaire.
Statistical Analyses
Statistical Package for Social Sciences (SPSS), version
20 for Windows, was used in the current study for
statistical analyses. At first, descriptive statistics of the
measures of the study and demographic variables
were conducted. Next, zero-order correlations were
conducted to investigate intercorrelations among all
measures of the study. Then, the moderator role of
perceived social support between EMS and caregiver
well-being was investigated via regression analyses.
Five hierarchical regression analyses were performed.
In the first two, the moderating role of total perceived
social support in the association of EMS with
caregiver well-being basic needs and caregiver wellbeing for the activities of living was investigated.
Based on the results of these regression analyses, the
moderating roles of different sources of perceived
social support (i.e., perceived social support from
family, friends, and significant others) in other

regression analyses were examined solely on the basis
of the association between EMS and caregiver
well-being for the basic needs.

RESULTS
To reveal the associations among the measurements of
the study, Pearson correlation coefficients were
calculated (Table 2).
Following the examination of zero-order
correlations, five hierarchical multiple regression
analyses were conducted. Before running the
regression analyses, the predictors and outcome
variables were linearly transformed by subtracting the
respective sample mean from each predictor to center
the variables. Then, as Aiken and West (1991)
suggested, variables were multiplied for the
interaction term (76).
In the first two regression analyses, the moderating
role of total perceived social support was examined
using caregiver well-being-for basic needs and caregiver
well-being for activities of living as the outcome
variables, respectively. In the first step of the analyses,
EMS and perceived social support were entered, and in
the second step, the interaction term was entered.
In terms of caregiver well-being for basic needs,
EMS (β=-0.18, t(96)=-2.04, p<0.05) and perceived
social support (β=0.41, t(96)=4.52, p<0.001) were
significantly associated with the caregiver well-being
for basic needs (F(2,96)=17.64, p<0.001). In the
second step, the interaction of perceived social support
and EMS revealed a significant association with the
caregiver well-being for basic needs (β=0.18,
t(95)=2.06, p<0.05, ΔR2=0.03), (Fchange(1,95)=4.25,
p<0.05). That is, perceived social support moderated
the association between EMS and caregiver well-being
for basic needs (Table 3).
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Table 3: Regression model predicting caregiver well-being-basic needs with early maladaptive schemas and perceived
social support
Caregiver well-being-basic needs
Variable

B

SEB

β

t

Step1

ΔR2

ΔF

df

0.27

17.64**

2.96

EMS

-0.06

0.03

-0.18*

-2.04*

96

PSS

0.35

0.08

0.41**

4.52**

96

Step2
PSSXEMS

0.03
0.00

0.00

0.18*

4.25*

2.06*

1.95
95

Note 1: Hierarchical multiple regression; *p<0.05; **p<0.001. Note 2: PSS: Perceived social support; EMS: Early maladaptive schemas.

Table 4: Regression models predicting caregiver well-being-activities of living with early maladaptive schemas and
perceived social support
Caregiver well-being-activities of living
Variable

B

SEB

β

t

Step1
EMS

-0.03

0.03

-0.10ns

-1.02ns

PSS

0.25

0.08

0.31**

3.01*

ΔF

df

0.12

6.76*

2.96
96
96

Step2
PSSXEMS

ΔR2

0.00
0.00

0.00

0.13ns

0.36ns

0.04ns

1.95
95

Note 1: Hierarchical multiple regression; ns: Non-significant; *p<0.01. Note 2: PSS: Perceived social support; EMS: Early maladaptive schemas.

8.00
6.00
4.00
2.00
0.00
BN

Figure 1 shows the interaction effect of perceived
social support and EMS on the caregiver well-being for
basic needs. Using the proposed procedures (77), a
simple regression of the caregiver well-being for basic
needs on the EMS was computed for high (16.03) and
low (–16.03) levels of perceived social support (i.e.,
M+SD). Next, the slope of each regression line was
tested to see whether they were statistically significant
(76). This analysis revealed that the positive regression
of caregiver well-being-basic needs on the EMS did not
occur when perceived social support is low (β=-0.35,
t(95)=-2.78, p<0.01), but not when perceived social
support is high (β=-0.02, t(95)=-0.14, p=0.89).
Accordingly, when perceived social support is high,
there was no significant difference between the high
and low EMS groups in predicting caregiver well-being
for basic needs. In other words, if caregivers of dementia
patients perceived higher levels of social support,
having high or low schema scores did not make a
difference in terms of their well-being levels. However,
when perceived social support was low, there was a
difference between the high and low EMS groups in
predicting caregiver well-being for basic needs. That is,
caregivers of dementia patients with high schema scores
had lower well-being (i.e., less fulfilling their basic needs
less) as compared to caregivers with low schema scores
if they perceived low social support. Thus, perceived

-2.00
-4.00
-6.00
-8.00
-10.00
-12.00

High PSS
Low PSS
Low
High
Early maladaptive schemas

Figure 1. Interaction effect of perceived social support and early
maladaptive schemas.
PSS: Perceived social support; BN: Caregiver well-being-basic
needs.

social support can be a protective factor for caregivers
of dementia patients with higher schema scores in
terms of caregiver well-being for basic needs (Fig. 1).
The same procedure was repeated for the caregiver
well-being for activities of living. While EMS was not
significantly associated with caregiver well-being for
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Table 5: Regression analyses predicting caregiver well-being-basic needs with early maladaptive schemas and different sources of perceived social support
Regression analysis with perceived social support from family
Variable

B

SEB

β

T

Step1

ΔR2

ΔF

df

0.22

13.20***

2.96

EMS

-0.06

0.03

-0.21*

-2.21*

96

PSSFA

1.10

0.28

0.39***

3.93***

96

Step2

0.00

PSSFAXEMS

-0.00

0.00

-0.02

ns

0.04ns

-0.19

1.95
95

ns

Regression analysis with perceived social support from friends
Variable

B

SEB

β

T

EMS

-0.06

0.03

-0.19*

-2.01*

PSSFR

0.59

0.18

0.32**

3.29**

Step1

Step2

ΔR2

ΔF

df

0.20

11.96***

2.96
96
96

0.03

PSSFRXEMS

0.01

0.00

0.18

ns

3.70

ns

1.92

1.95
95

ns

Regression analysis with perceived social support from significant others
Variable

ΔR2

ΔF

df

0.18

10.63***

2.96

B

SEB

β

T

EMS

-0.07

0.03

-0.24**

-2.70**

96

PSSSO

0.52

0.15

0.32**

3.51**

96

0.01

0.000

0.26**

2.88**

Step1

Step2

0.07

PSSSOXEMS

8.29**

1.95
95

Note 1: Hierarchical multiple regression; ns: Non-significant; *p<0.05; **p<0.01; ***p<0.001. Note 2: PSSFA: Perceived social support from family; PSSFR: Perceived
social support from friends; PSSSO: Perceived social support from significant others; EMS: Early maladaptive schemas.

8.00
6.00
4.00
2.00

BN

0.00
-2.00
-4.00
-6.00
-8.00
-10.00
-12.00

High PSSSO
Low PSSSO
Low

High
Early maladaptive schemas

Figure 2. Interaction effect of perceived social support from
significant other and early maladaptive schemas.
BN: Caregiver well-being-basic needs; PSSSO: Perceived social
support from significant other.

activities of living (β=-0.10, t(96)=-1.02, p=0.31),
perceived social support was significantly and positively

associated with it (β=0.31, t(96)=3.01, p<0.01;
F(2.96)=6.76, p<0.01). The interaction of perceived
social support and EMS revealed no significant
association with caregiver well-being for activities of
living (β=0.04, t(95)=0.36, p=0.72, ΔR 2 =0.00),
(Fchange(1.95)=0.13, p=0.72). In other words,
perceived social support did not moderate the
association between EMS and caregiver well-being for
activities of living (Table 4).
Since the moderator role of perceived social support
in the association between EMS and the caregiver wellbeing for–basic needs was confirmed by the analyses,
different sources of social support (i.e., family, friends,
significant other) can be analyzed to determine which one
of the sources really buffers for the negative effects of
EMS. For all hierarchical regression models, EMS and one
of the sources of perceived social support were entered
into the equation in the first step. And in the second step,
the interaction between EMS and respective perceived
social support measure was entered into the equation.
According to regression analysis findings regarding
the moderating role of perceived social support from
the family in the association between EMS and caregiver
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well-being for basic needs, the EMS was significantly
and negatively associated with the caregiver well-being
for basic needs (β=-0.21, t(96)=-2.21, p<0.05). The
perceived social support from the family also revealed a
significant relationship with the caregiver well-being
for basic needs (β=0.39, t(96)=3.93, p<0.001;
F(2.96)=13.20, p<0.001). However, the interaction of
perceived social support from family and EMS was not
significant in predicting caregiver well-being for basic
needs (β=-0.02, t(95)=-0.19, p=0.85, ΔR2=0.00; Fchange
(1.95)=0.04, p=0.85). Therefore, perceived social
support from family did not moderate the relationship
between EMS and caregiver well-being for basic needs.
The same procedure was repeated for perceived social
support from friends. EMS (β=-0.19, t(96)=-2.01,
p<0.05) and perceived social support from friends
(β=0.32, t(96)=3.29, p<0.01) were significantly
associated with caregiver well-being for basic needs,
F(2.96)=11.97, p<0.001. However, there was no
significant moderation effect of perceived social support
from friends (β=0.18, t(95)=1.92, p=0.06, ΔR2=0.03),
(Fchange(1.95)=3.70, p=0.06) on the relation between
EMS and caregiver well-being for basic needs. Finally,
the moderating role of perceived social support from
significant other was investigated. While EMS was
significantly and negatively associated with caregiver
well-being for basic needs (β=-0.24, t(96)=-2.70,
p<0.01), perceived social support from significant other
was significantly and positively associated with
caregiver well-being for basic needs (β=0.32, t(96)=3.51,
p<0.01; F(2.96)=10.63, p<0.001). The interaction of
perceived social support from significant other and
EMS was also significant (β=0.26, t(95)=2.88, p<0.01,
ΔR2=0.07; Fchange(1.95)=8.29, p<0.01). In other words,
perceived social support from significant other
moderated the relation between EMS and caregiver
well-being for basic needs (Table 5).
Figure 2 shows the interaction effect of perceived
social support from significant other and EMS on the
caregiver well-being for basic needs. Using the proposed
procedures (77), the simple regression of the caregiver
well-being for basic needs on the EMS was computed
for high (8.24) and low (–8.24) levels of perceived social
support from significant others (i.e., M+SD). The slope
of each regression line was then tested to see whether
they were statistically significant (76). This analysis
revealed that the positive regression of the caregiver
well-being for basic needs on the EMS occurs when the
perceived social support from significant others is low
(β=-0.50, t(95)=-3.82, p<0.001) but does not occur
when it is high (β=0.01, t(95)=0.09, p=0.93).
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Accordingly, when the perceived social support from
the significant other was high, there was no significant
difference between the high and low EMS groups in
predicting the caregiver well-being for basic needs. In
other words, if the caregivers of dementia patients
perceived higher levels of social support from significant
others, having higher or lower schema scores did not
make a difference in terms of caregiver well-being for
basic needs. However, when perceived social support
from the significant other was low, there was a
difference between the high and low EMS groups in
predicting caregiver well-being for basic needs. That is,
caregivers of dementia patients with higher schema
scores had lower well-being (i.e., less fullfilling their
basic needs) as compared to caregivers with lower
schema scores if they perceived low social support from
significant others. Thus, perceived social support from
significant others can be a protective factor for
caregivers of dementia patients with higher schema
scores in terms of caregiver well-being for basic needs.

DISCUSSION
The present study aimed to investigate the moderating
role of perceived social support between the EMS and
the caregiver well-being-for basic needs and the
caregiver well-being for activities of living. The first
hypothesis about the moderating role of perceived
social support in the relationship between the EMS and
the caregiver well-being for basic needs was supported
by the findings. However, the second hypothesis that
the perceived social support has a moderating in the
relationship between the EMS and the caregiver
well-being for activity of living was not supported by
the present study. In addition, the moderating role of
perceived social support in the relationship between the
EMS and the caregiver well-being for basic needs was
only supported for perceived social support from
significant other. As stated, the moderating variable
affects the direction and strength of the relationship
between independent and dependent variables as a
third variable (78). In other words, the strength of the
relationship between the EMS and the caregiver
well-being for basic needs was affected by the degree of
social support perceived by the caregivers. Accordingly,
when perceived social support was high, but not when it
was low, a higher schema score was associated with
better caregiver well-being. Thus, perceived social
support can be considered as a protective factor for
caregivers of dementia patients with higher schema
scores in terms of caregiver well-being.
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This finding is also in parallel to the stress-buffering
hypothesis (60). For those who care for people with
dementia, effective social support has been recognized as
a stress modifier, which is, in turn, related to better
caregiver health and more positive caregiver health
outcomes over time (79). Only one source of perceived
social support, namely perceived social support from
significant other, moderated the EMS -caregiver
well-being for basic needs relation. Similar to total
perceived social support, when perceived social support
from significant other was high, but not when it was low,
higher schema scores were associated with better caregiver
well-being. That is to say, higher perceived social support
from significant other buffered the negative effects of high
schema scores, which in turn led to higher well-being in
caregivers. The items in the significant others subscale of
the Multidimesional Scale of Perceived Social Support
(MSPSS) used the date, fiance, relatives, neighbors and
doctors as significant others (75). Considering the date
and fiance as partners, it is known that partners are the
first choice among the sources of support for caregivers
(80). As Bowlby (1988) stated, partner support does also
provide comfort; it is relaxing (81). The present study
indicated that partner support has a protective role. While
there are many studies of perceived social support from
different sources (63), only a few study have evaluated
doctors and neighbors as significant others (82). For
example, for the parents of children with autistic spectrum
disorder, medical and neighbor support had an impact on
the quality of life of parents (82). When considered within
the context of dementia, caregivers need advice and
information on how to deal with the behavioral problems
of the care receiver, the course of the disease, and the
scheduling of the care. It was stated that spouses and
children caregivers have different needs; spouses need
more emotional support and children need more
information (83). Given the fact that adult children of
dementia patients were evaluated within the scope of this
study and that caregivers need more information, it is
understood that the support they perceive from doctors is
protective for them.
Moreover, another study reported that as dementia
progresses, caregivers experience social withdrawal and
need more professional help (84). In other words, in the
context of advanced dementia, social withdrawal limits
the support the caregivers can receive from other
sources and requires and demands more support from
doctors. Thus, when the needed support from the
doctor is perceived by the caregiver, it is plausible that
this source of support also has a protective role. As for
neighbor support, it can be very important in diseases

that affect the daily life of individuals such as dementia
(7). For example, individuals diagnosed with dementia
may get lost (85), and even in this context, having
neighbor support might be very important for
caregivers. Therefore, caregivers’ needs change as
dementia progresses and these changing needs
necessitate different types of assistance that can be
provided by different sources.
The moderating role of perceived social support on
the EMS and caregiver well-being for activities of living
relationship was not supported. This finding was
surprising because in the previous studies, activities of
living were significantly associated with caregiver
well-being (72). According to caregiver well-being for
activities of living, this finding is surprising and difficult
to interpret, because this scale is also a sub-scale of the
caregiver well-being. In addition, the items in this scale
seem to be related to social support more than the basic
needs subscale. For example, the items such as attending
social events, allocating time for activities done with
family or friends to have a good time, asking for support
from family or friends, and getting support from family
or friends. In addition, unlike the findings of the present
study, a study supporting the moderating role of
perceived social support in the association between the
caregiver well-being for activities of living and the
psychologicalsymptoms was also found in the literatüre
(86). However, in one study, caregivers of individuals
diagnosed with dementia stated that they did not seek
help because they were worried about disturbing their
family members (87). For this reason, caregivers may not
be able to seek help unless they have to meet their basic,
survival needs. While it may seem unnecessary to ask for
help to socialize with a friend, they may seek help to eat,
sleep, or going to the doctor. In this sense, perceived
social support should not be expected to be protective in
terms of activities of daily living, but basic needs.
The present study is important in terms of capturing
the effect of EMS, and social support on caregiving
processes. To the best of our knowledge, the current
research is one of the few studies on EMS of dementia
caregivers. However, there are also several limitations
that should be mentioned at this point. Firstly, the gender
distribution of the sample was unequal; the number of
male participants was disproportionately low. The reason
for this problem was that the participants who brought
their parents to the appointments with physicians or
Alzheimer Association were mostly the daughters of the
patients. Although some patients came to the hospital
with their sons, these male caregivers reported their
sisters as the primary caregivers. However, considering
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the caregiver literature stating that caregivers are mostly
women (10, 11), the unequal gender ratio in the present
study may not be seen as a limitation. Secondly, it is
difficult to find dementia caregivers to fill out the
questionnaires, this may be because of their higher
responsibility, or higher levels of distress related to
caregiving. This is a common problem in caregiver
studies (88-91). Therefore, the present study revealed the
results of the caregivers who were willing had time to
participate in the study. Third, all measures were based
on self-reports of the participants. For example, schemas
might have been covered by avoidance and
overcompensation (38). Individuals might have reported
lower levels of schemas than they actually have. Therefore,
other data collecting techniques, such as semi-structured
interviews can be used for more comprehensive results.
Fourth, the small sample size limits the generalizability
and statistical power of the results. This sample is
heterogeneous in terms of caregivers’ demographic
characteristics (i.e., gender, age, marital status,
educational status). Fifth, the current study is
cross-sectional, and it is impossible to plot a cause-effect
relationship and observe changes in measurements over a
period of time. Finally, the current study did not examine
variables related to dementia patients; only the level of
the disease was taken into account. However, the
characteristics of the patients and the level of the disease
affecting the caregivers’ lives were not taken into
consideration. It should also take into account whether
the caregivers seek and/or receive assistance from others
and the time spent on caregiving activities.
The present findings have several implications. First
of all, caregiving to dementia patients is stressful (2327) and demanding (92). This may increase the
requirements and benefits of the intervention programs.
In the light of our findings, the inclusion of EMS in the
the well-being treatment of dementia caregivers might
be important for a better outcome. In addition, the
results of this study revealed that perceived social
support can be important as a protective factor for
caregivers. Therefore, the results of this study provided
may not be sufficient to increase well-being in dealing
with maladaptive cognitions, but it is also important to
help individuals seek and receive higher levels of social
support, especially from significant others. Briefly,
intervention programs aimed at increasing individuals’
perceived social support may be helpful for caregivers’
well-being, and this benefit can be more than expected,
as many caregivers do not ask for support (93).
Future studies should explore the gender difference
and sameness between care receiver and caregiver. The
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impact of this gender compability/incompability
between caregiver and care receiver on well-being can
be examined. In addition, in this study, the total EMS
score was used. In future studies, the factors of these
measures can be handled to see the bigger picture in
more details. Moreover, in future studies, to obtain
more accurate results and to eliminate the limitations of
self-report questionnaires, different data collection
techniques such as interviews can be used. In future
studies, model testing can be performed on larger
samples to identify risk and protective factors for
caregiver well-being.
In conclusion, the current study aimed at testing the
predictive roles of perceived social support and EMS in
the well-being levels of primary caregivers of dementia
patients. The moderating role of perceived social
support, especially perceived social support from
significant other, in the relationship between EMS and
the caregiver well-being for basic needs was supported.
Thus, perceived social support (from significant others,
in particular) can be a protective factor for caregivers of
dementia patients with higher schema scores in terms
of the caregiver well-being for basic needs. This finding
is parallel to the stress-buffering hypothesis (60). The
significant finding related to perceived social support
from significant other indicated the importance of
spousal support in coping with stressful events (81,
94-96). The present study is the first in the literature
examining the effects of EMS and perceived social
support on caregiving processes. However, the sample
represents only the caregivers who are willing to take
part in the research and have time to participate in the
study. Moreover, the collected data relied on self-report
instruments. These factors and the small sample size
limited the generalizability of the findings. In terms of
the clinical implications, intervention programs related
to perceived social support can be developed to increase
caregivers’ well-being. In future researches, longitudinal
and comparative data collected from larger samples and
analyzed with model testing can provide a better insight
into the well-being of dementia caregivers.
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