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Introduction

Caregiver burden has been defined as a multidimensional
response to the negative appraisal and perceived stress
resulting from taking care of an ill individual. Caregiver
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Abstract

Aims. This article is a report on a study of the multidimensional predictors of
caregiver burden in caregivers of individuals with dementia using nationally rep-
resentative data.

Background. Caregiver burden affects the health of both caregivers and their care-
recipients. Although previous studies identified various predictors of caregiver
burden, these predictors have not been confirmed in nationally representative
population.

Methods. Data for this secondary analysis was provided by the National Alliance
for Caregiving, American Association of Retired Persons. The data were collected
through a telephone survey of randomly selected adults in seven states in 2003
(weight adjusted 7 = 302). Descriptive statistics, inter-correlation analysis and a
hierarchical multiple regression analysis were performed.

Results/findings. Disease-related factors were the most significant predictors,
explaining 16% of caregiver burden; these were followed by caregiver socio-
demographical factors and caregiving-related factors (F = 21-28, P < 0-01). Sig-
nificant individual predictors were impairment of activities of daily living or
instrumental activities of daily living, the number of hours of caregiving, use of
coping strategies, co-residence, spousal status and caregiver gender (P < 0-05).
Conclusion. Impaired function in care-recipients predicts caregiver burden, and
also interacts with demographical- and caregiving-related factors. Thus, it will be
beneficial to both care-recipients and caregivers to target nursing interventions and

community services to improve the functional abilities of individuals with dementia.

Keywords: caregiver burden, dementia, National Alliance for Caregiving, secondary
data analysis

burden threatens the physical, psychological, emotional and
functional health of caregivers (Zarit et al. 1980, Parks &
Novielli 2000, Etters et al. 2008, Carretero et al. 2009).
Caregivers frequently suffer from depression, exhibit mal-
adaptive coping strategies and express concern about their
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poor quality of life (Serrano-Aguilar et al. 2006, Papastavrou
et al. 2007, Molyneux et al. 2008). They also report more
physical and psychological symptoms, and use more frequent
prescription medications and healthcare services than com-
parable non-caregivers (Brodaty & Green 2002, Schulz &
Martire 2004, Serrano-Aguilar et al. 2006). Finally, accord-
ing to Schulz and Beach (1999), primary caregiving role,
mediated by caregiver burden, is an independent risk factor
for an increasing mortality rate (63%).

In response to these health concerns, researchers and
clinicians identified the determinants of caregiver burden.
Researchers have found that the degree of burden experi-
enced by caregivers depends on several contextual factors,
caregiving-related factors and primary stressors including the
socio-demographical status of caregivers and care-recipients,
disease progressions suffered by the care-recipient and the
perceived stress resulting from caregiving (Gonzalez-Salvador
et al. 1999, Schulz & Martire 2004, Etters et al. 2008,
Carretero et al. 2009).

Caregivers who are advanced in age (Rinaldi et al. 20035,
Serrano-Aguilar et al. 2006), women (Thommessen et al.
2002, Papastavrou et al. 2007, Campbell et al. 2008) and
co-residents experience greater burden than young, male
caregivers and those who live apart from the care-recipient
(Conde-Sala et al. 2010). Although effects of the relationship
between the caregiver and the care-recipient on caregiver
burden are unclear, several studies have reported that spousal
caregivers experience the highest level of burden (Rinaldi ez al.
2005, Andren & Elmstahl 2008, Conde-Sala et al. 2010).

Activities of daily living and instrumental activities of daily
living are frequently used as indicators of the functional
status of care-recipients, and they independently affect
caregiver burden (Rinaldi et al. 2005). However, care-recip-
ients’ functional decline has been an inconsistent predictor.
Some studies suggest that moderate to severe disability
affecting basic daily activities in care-recipients is related to
high caregiver burden (Rinaldi ez al. 2005, Molyneux et al.
2008, Sussman & Regehr 2009, Conde-Sala et al. 2010).
However, other studies have found weak or no association
between care-recipients’ functional decline and caregiver
burden (Clyburn et al. 2000, Thommessen et al. 2002,
Campbell et al. 2008).

A study that used qualitative methods found that several
caregiving-related factors were associated with burden,
including the types of tasks that must be performed, level
of support and ability to cope with managing the concerns of
the care-recipient (Snyder 2000). Vulnerable caregivers
without access to supportive resources have been shown to

be greater risk for burden than those who can all upon
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services to support them (Clyburn et al. 2000, Sussman &
Regehr 2009).

However, the studies have not considered their multidi-
mensional nature of predictors, the ways in which multiple
factors in caregiver burden interact with each other. In
addition, most studies have had relatively small and homo-
geneous samples. In the United States, in contrast to Canada
and Europe, there has been insufficient research on nationally
representative subjects (Clyburn et al. 2000, Rinaldi et al.
2005, Serrano-Aguilar et al. 2006). Thus, there is a need to
indentify the major factors contributing to caregiver burden
based on large scale data with appropriate methodology to
reach conclusions that are valid for a general caregiver
population. This study focused on caregivers of individuals
with dementia because dementia is a growing public health
concern worldwide, and dementia caregivers have been found
to be more burdened and more vulnerable to health problems
than other caregiver groups (Schulz & Martire 2004,
Papastavrou et al. 2007, Sussman & Regehr 2009).

Background

Conceptual framework: stress process model

This study used the conceptual framework of Conde-Sala
et al. (2010), who integrated the studies of Pearlin et al.
(1990) and Schulz and Martire (2004) into a stress process
model. This conceptual framework categorized predictors of
caregiver burden as (i) contextual variables, including care-
giving-related factors and socio-demographical factors of
both care-recipients and caregivers; (ii) primary stressors,
which are related to patient symptoms or disease progression
and (iii) secondary stressors, including difficulties in other
area resulting from caregiving.

This conceptual framework stresses the multidimensional
nature of predictors of caregiver burden, is based on an
extensive review of exemplary articles, and integrates both
conceptual and empirical aspects. This framework specifi-
cally guided selection and categorization of predictors inves-
tigated in this study. The conceptual framework was
modified in this analysis because of limited availability of
data variables. Figure 1 shows the framework used to guide
the study, highlighting the areas where attention was focused.

We used the most recent dataset that was available when
we conducted the analyses. These data represent a wide range
of responders from across the nation, and these data are
unique to explain a national perspective on dementia
caregiving. Additionally, this result can be a scientific basis
to compare to the further data collected (i.e. 2011) to

promote health of caregivers.
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Figure 1 Conceptual framework.

The study

Aims

The aim of the study was to investigate multi-dimensional
predictors associated with caregiver burden. Nationwide
data were analysed using a hierarchical multiple regression
analysis to ascertain the ability of these factors to predict
caregiver burden. The following research questions were
posed:

e In caregivers of persons with dementia, what are the rela-
tionships between caregiver socio-demographical factors
(age, gender, relationship and co-residence) and caregiver
burden?

e What is the relationship between disease-related fac-
tors (functional decline of care-recipients) and caregiver
burden?

e What is the predictive value of caregiving-related factors
(hours of caregiving, number of helpers and coping strat-

egy) on caregiver burden?

Design

The study was a cross-sectional correlation design with a
secondary data analysis.

848

Sample

This study used data from a nationwide telephone survey
administrated by the National Alliance for Caregiving,
American Association of Retired Persons (NAC/AARP) and
published in 2004. Interviews were done with 6,139 US
adults aged 18 years or older living in California, Delaware,
Illinois, Kansas, Ohio, Virginia and Washington. For sam-
pling, NAC/AARP used a combination of random digit
dialling based on surname. The national sample was stratified
by geography to produce a set of telephone numbers
organized into replicates of 200 numbers each. NAC/AARP
randomly selected a respondent from all households (NAC/
AARP 2004c¢). The sample included 1,247 caregivers.

Caregivers were defined as persons who assisted individ-
uals with at least one activity of daily living or instrumental
activity of daily living (NAC/AARP 2004c). The question
used to identify caregivers was “In the last 12 months, have
you or anyone in your household provided unpaid care to a
relative or friend 18 years or older to help them take care of
themselves? Unpaid care may include help with personal
needs or household chores. It might be managing a person’s
finances, arranging for outside services, or visiting regularly
to see how they are doing. This person need not live with
you”(NAC/AARP 2004a, p. 1).

© 2011 The Authors
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Among the 1,247 caregivers in the database, the 274 who
took care of an individual with dementia or a dementia-related
condition were eligible for this study. In considering the 274
participants, who were selected through a multistage sampling
process, the study applied relative weights that were adjusted
for generalization and normalization. After applying the
weights, a total of 302 participants were used in the analyses.

Data collection

Data were collected using a standardized questionnaire to
obtain demographical data on respondents, data on the
household and data on both the caregivers and care-recipi-
ents. All interviews were conducted via telephone, mostly in
the English language. To achieve nationally representative
samples of minority groups, NAC/AARP oversampled for
Asian and Hispanic groups, lengthened the interview period
and provided Spanish language questionnaires for Hispanics.
Data were collected from September to December in 2003
(NAC/AARP 2004c).

Ethical considerations

The data use was approved by NAC/AARP, and the data were
anonymized and deidentified, with careful protection on
confidentiality. Institutional Review Board approval was

obtained from the University of Virginia prior to data analysis.

Data analysis

Analysis of variance, inter-correlation analysis and a hierar-
chical multiple regression analysis were performed. A corre-
lation matrix was constructed among all the variables, based
on Pearson’s correlation coefficients for significance. The
impact of predictors on caregiver burden was tested using
hierarchical multiple regression analysis. The caregiver’s
socio-demographical variables were entered into Block 1,
followed by functional decline variables in Block 2 and
caregiving-related factors in the final block. Modifiable
variables were included in the last block to suggest possible
interventions that might help caregivers.

The amount of missing data for all the independent and
dependent variables tested was less than 5% to ensure quality
of data and generalizability of the research conclusions. All
analyses were conducted with population weights sufficient
to represent the total population of the United States. The
population weight was selected to represent a sex/age/race
matrix corresponding to third quarter (October) 2003 US
population projection mode based on the 2004 US census
(NAC/AARP 2004c).

© 2011 The Authors
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Prior to the multiple regression analysis, all assumptions
were checked including univariate/multivariate normality,
linearity, homoscedasticity and diagnostic testing for multi-
collinearity and independence of errors. After checking
univariate normality, the number of hours of caregiving per
week was transformed using a log function, and the number
of formal/informal helpers and the number of activities of
daily living were transformed using a square root function.
For multivariate normality, five outliers were dropped based
on critical values and degrees of freedom using the Maha-
lanobis distance function. Data were analyzed using SPSS
version 17, and the level of significance was set at 0-05,
two-tailed.

Rigour/variables and measurement

Demographical variables

A standard questionnaire was used to collect data on age,
gender, race, education, employment, household income,
relationship with care-recipients, residential area and care-

giving status.

Caregiver burden

Caregiver burden was measured by self-report from caregiv-
ers. Three questions assessed physical strain, emotional stress
and financial hardship. The measure were on S-point scale
(1 = not at all strain/stressful/hardship; 5 = very much of
strain/stressful/hardship). After conducting Pearson’s corre-
lation, factor analysis and reliability analysis (Cronbach’s
alpha = 0-76), we transformed these items into a composite
score (caregiver burden) by computing a mean for the three
items. The lowest caregiver burden was scored as 1, whereas
the highest burden was scored as 5.

Functional status

Functional status of the care-recipients was evaluated by
activities of daily living and instrumental activities of daily
living (Katz et al. 1963, Lawton & Brody 1969). Activities of
daily living included transferring, dressing, toileting, bathing,
feeding and handling incontinence or diapers, whereas
instrumental activities of daily living included managing
medications, managing finances, shopping, doing housework,
preparing meals, driving or arranging or supervising services
from an agency. Higher scores indicated more dependent
functional status (NAC/AARP 2004b).

Number of helpers
The number of formal or informal helpers was based upon a
composite score of the answers to five questions that asked

whether the caregiver had any unpaid aide, hired aide, nurse,
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housekeeper or other people. A score of zero indicated the
absence of assistants, whereas a maximum score was 3,

indicating all possible assistants.

Coping strategies

Coping for caregiver stress was a composite score for some
ways that caregivers had coped with caregiver stress (talking
with or seeking advice from friends or relatives, exercising,
talking to a professional or spiritual counsellor, praying,
going on the Internet to find information, reading about
caregiving in books or other materials and taking any kind of
medication) (Cronbach’s alpha = 0-64). The possible range
of scores was 0-7, with higher scores indicating the use of
more coping strategies by caregivers.

Number of hours spent in caregiving role

The number of hours devoted to caregiving was determined
by asking “About how many hours do/did you spend in an
average week doing these things?” (NAC/AARP 2004a,
p. 12) The exact number of hours per week in caregiving was
recorded using caregivers’ self-report up to 96 hours per
week. Zero indicated less than one hour per week, whereas

97 indicated constant care.

Results

Description of sample

The demographical and clinical profiles of the 302 study
participants and their care-recipients are shown in Table 1.
The mean age of care-recipients was 70-94 (sb = 19-81) years
and 68-1% were female. The average number of activities of
daily living in which they required assistance was 1:96
(sp = 2:09) and the mean number of instrumental activities of
daily living was 433 (sp = 1:90). The mean age of the
caregivers was 4706 (sp = 15-36) years. Over half were
female (57%) and primary caregivers (53-4%). Caregivers
took care of their parents (46:5%), other relatives (29:0%),
friends/non-relatives/neighbours (12:9%),
and children (4-7%).
Caucasian, followed by African American (12:6%), Hispanic

spouses  (5:9%)
Over 75% of the caregivers were

(8:6%) and Asian (2:3%). The residential areas of caregivers
were evenly distributed (32:6% urban, 34-9% suburban and
30-1% rural). The majority of the caregivers had a college or
higher education (62:7%), held full or part time jobs (59:5%)
and had an income of $50,000 or less (49-7%). On average,
caregivers reported caregiver burden as 2-41 (sp = 1-12) on a
S-point scale, spent an average of 25-50 (sp = 32:60) hours a
week on caregiving and had 1-46 (sp = 1-18) helpers.

850

Table 1 Demographical description of people with dementia and
their caregivers

Variables (n =302)
Description of the persons with dementia Mean (sp)
Age (years) 70-94 (19-81)
ADL score needing assistance 1-96 (2:09)
IADL score needing assistance 4-:33 (1-90)
Gender n (%)
Female 205 (68
Male 7 (28 )
Missing 0 (30
Description of the caregivers Mean (sD )
Age (years), mean (sD) 47-:06 (15-36)
Level of caregiver burden, Mean (sp) 241 (1-12)
Number of helpers 146 (1-18)
Number of hours for caregiving weekly 25-50 (32:60)
Gender n (%)
Female 172 (57-0)
Male 130 (43-0)
Race
Caucasian 229 (75-8)
African American 38 (12+6)
Hispanic 26 (8:6)
Asian 7 (2:3)
Missing 2 (0:7)
Education
High school or less 112 (37-1)
Some college or higher 190 (62-9)
Residence area
Urban 98 (32:5)
Suburban 105 (34-8)
Rural 91 (30-1)
Missing 8 (2:6)
Employment
Fulltime 157 (52-0)
Part time 22 (7-3)
Unemployed 123 (40-7)
Income
Less than $30,000 74 (24-5)
$30,000-49,000 76 (25-2)
$50,000-99,000 84 (27-8)
$100,000 or greater 49 (16-2)
Missing 19 (6°3)
Caregiver status
Primary 161 (53-3)
Secondary 135 (44-7)
Missing 6 (2:0)
Relationship to care-recipient
Spouse 8 (6:0
Parents 140 (46 4
Children 4 (4 )
Other relative O (2
Friend/non-relative/neighbour 39 (12-
Missing 1(03 )

ADL, activities of daily living; IADL, instrumental activities of daily
living.

© 2011 The Authors
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Table 2 Pearson’s correlations for the impact of caregiver demographical, disease- and caregiving-related factors on caregiver burden

Predictors of caregiver burden

Caregiver
burden 1 2 3 4 5 6 7 8 9
1. Caregiver age 0-13* -
2. Caregiver gender 0-13* —0-02 -
3. Spousal status 0-23%* 0-30%* 0-01 -
4. Co-residence 0-34%* 0-20* -0-03 0-42%* -
5. ADLs 0-27%* 0-01 0-02 0-10 0-11* -
6. IADLs 0-46%* 0-08 0-05 0-20%* 0-39%* 0-33%* -
7. Number of helpers 0-03 —0-12* —-0-01 —0-11 —0-12* 0-28** 0-10 -
8. Coping strategies 0-41%** 0-08 0-10 0-06 0-15%* 0-24%* 0-27%* 0-15* -
9. Number of hours of 0-50%* 0-22%* 0-14* 0-31%* 0-52%* 0-32%* 0-50%* —0-08 0-12 -
caregiving/week
*P < 005, **P < 0-01.
ADLs, activities of daily living; IADLs, instrumental activities of daily living.
Correlations predictors and caregiver burden Table 3 Results of hierarchical multiple regression analysis
) ) R? F ratio for
Results from the correlation analyses are shown in Table 2. Change R®change B & B
There were small to moderate positive relationships between
. . . . Caregiver age 0-15 12-06%* 0-01 0-00 0-06
caregiver socio-demographical factors, disease-related fac- .
o ) Caregiver gender 0-28* 013 012
tors, caregiving-related factors and caregiver burden. Care- Spousal status 0-69* 033 013
givers who were older (r = 0-13, P < 0-05), female (r = 0-13, Co-residence 073%* 016 028
P < 0-05), a spouse (r = 0-23, P < 0-01) or lived in the same ADLs 016 31-46%* 0-21**  0:06 0-18
household with care-recipients (r = 0-34, P < 0-01) experi- IADLs 0-21** 003 0-34
enced significantly higher caregiver burden than caregivers Nun.lber of hel_pers 0-11 1625%= 005 , 009 —003
who were younger, male, a non-spouse or did not live in the Coping strategies o177 003 027
> ’ Number of hours of 0-63** 013 032
same household. The more impairments of activities of daily caregiving/week
living (r = 027, P < 0-01) and instrumental activities of R2 0-419**

daily living (r = 046, P < 0-01) care-recipients suffered
from, the greater the burden caregivers experienced. Care-
givers who provided longer hours of caregiving reported
higher level of burden (r = 0-:50, P < 0:01). Unexpectedly,
caregivers who used more coping strategies had higher levels
of burden (r = 041, P < 0:01). The number of helpers was
not related to the caregiver burden in the study patients
(P = 0-29).

Overall model: hierarchical multiple regression

The results of the hierarchical multiple regression using
caregiver burden as the dependent variable and nine predic-
tors in three blocks are shown in Table 3. The overall model
with all nine predictors was statistically significant and
explained 41-9% of the variance in caregiver burden with
F(9, 266) =2128, P < 0-:01. In Block 1, caregiver age,
gender, spousal status and co-residence explained 15-1% of
the variance in caregiver burden, which was statistically
significant, with F(4, 270) = 12:06, P < 0-01. In Block 2, the
number of impaired activities of daily living and instrumental

© 2011 The Authors
Journal of Advanced Nursing © 2011 Blackwell Publishing Ltd

*P < 0-05, **P < 0-01.
ADLs = activities of daily living; IADLs = instrumental activities of
daily living.

activities of daily living uniquely explained a statistically
significant amount, 16:1%, of the variance of caregiver
burden, after controlling for socio-demographical factors in
Block 1, with F(2, 268) = 31-46, P < 0-01. In Block 3, after
controlling for all the other predictors, the number of helpers,
coping strategies and the number of hours of caregiving
uniquely explained 10-7% of variance of caregiver burden,
statistically significant with F(3, 265) = 1625, P < 0-01.
Therefore, all three blocks of variables significantly contrib-
uted to the prediction of caregiver burden.

When individual predictors using standardized beta scores
were examined, impairments in the instrumental activities of
daily living (B = 021, P < 0-01, B = 0-34) explained the
most variance in caregiver burden, followed by the number of
caregiving (B =063, P < 001, p=032),
co-residence (B = 073, P < 0:01 B = 0-28), coping strategies

hours of
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(B=017, P < 0-01, B = 0-27), impairment in activities of
daily living (B = 0-21, P < 0:01, B = 0-18), spousal status
(B=069, P <005 PB=013) and caregiver gender
(B =028, P < 005, B =012). Controlling for all the other
predictors, when the number of instrumental activities of
daily living that the care-recipients impaired increased by 1
point, the caregiver burden increased by 0-21 points. If the
care-recipient was impaired in one more activity of daily
living than the average level (1:96), caregiver burden
increased from 0-30 to 0-36 points on the 5-point scale. The
number of hours of caregiving doubled, and caregiver burden
increased by 0-19 points. When caregivers used one more
strategy for relieving stress, they tended to have 0-17 points
more in caregiver burden. Caregivers who were female, a
spouse or lived with their care-recipients had burdens of 0-28,
0-69 and 0-73 points higher, respectively, than male, non-

spouse and their non-co residential counterparts.

Discussion

Study limitations and future directions

Two measurement limitations were identified in the study as a
nature of the use of a secondary data source. The psycho-
metric properties of caregiver burden were not clearly defined
in the primary data. In addition, there was inevitably some
responder bias due to self-report data. In particular, caregiv-
ers tend to overestimate or fail to report patient functional
impairments and caregivers’ own problems (Loewenstein
et al. 2001). In an attempt to address these issues, strict
statistical controls and analyses were used in this study, such
as data transformation and checking and adjustment of errors
to draw accurate conclusions. In future studies, other more
complex disease- or caregiving-related factors should be
included as predictors, such as caregiver overload, caregiver
role captivity, caregiver level of confidence, caregiver current
relationship quality with a patient and the caregiver’s expe-
rience of adverse life events (Campbell e al. 2008). Finally,
because a cross-sectional design makes it impossible to infer
causal effects, a longitudinal design is recommended to assess

the true predictive value of the factors we investigated.

Discussion of results

This study examined the predictive ability of multidimen-
sional factors to assess burden in caregivers of individuals
with dementia, using nationally representative data based on
stress process model. The analysis revealed that the three
categories of predictors (caregiver socio-demographical fac-

tors, disease-related factors and caregiving-related factors)

852

uniquely explained caregiver burden. Disease-related factors,
reflecting functional decline in care-recipients, were the most
significant predictors in the study, explaining approximately
16% of caregiver burden, followed by caregiver socio-
demographical factors and caregiving-related factors, each
of which accounted for 15% and 11% of caregiver burden.
These results are consistent with the findings of Conde-Sala
et al. (2010) who reported that care-recipient factors were
more significant predictors of caregiver burden than care-
giver- or caregiving-related factors.

One of the salient findings of the study is that the more
impaired the care-recipients were in terms of either activities
of daily living or instrumental activities of daily living, the
greater the burden reported by caregivers. Some authors had
argued that activities of daily living and instrumental
activities of daily living are significant predictors of caregiver
burden (Rinaldi et al. 2005, Molyneux et al. 2008, Sussman
& Regehr 2009, Conde-Sala er al. 2010), but others dis-
agreed (Clyburn ef al. 2000, Thommessen et al. 2002,
Campbell et al. 2008). Our data indicate that any decline in
basic activities of daily living and instrumental activities of
daily living requires a higher level of caregiver engagement
and devotion to managing daily life because of increasing
dependence of care-recipients, and results in lowering health-
related quality of life (Serrano-Aguilar et al. 2006). In
addition, this study found that caregiver burden was more
strongly associated with deteriorating instrumental activities
of daily living compared with activities of daily living.
However, there is very limited literature on instrumental
activities of daily living because most hours of caregiving are
expended in helping activities of daily living or because the
decline in activities of daily living is disease-relevant, whereas
decline in instrumental activities of daily living is assumed to
be due to the unavoidable ageing process (Rinaldi ez al. 2005,
Sussman & Regehr 2009).

In this analysis, the number of hours devoted to caregiving
was a significant predictor of caregiver burden. On average,
caregivers in our sample provided 25-50 hours of caregiving
per week. Doubling these hours (from 25-50 to 51 hours)
increased their burden by about 0-19 points on the 5-point
scale. This is consistent with findings of Serrano-Aguilar et al.
(2006) that lower levels of caregiver wellbeing on both
physical and psychological measures were associated with a
greater number of hours spent providing caregiving. This
result also seems reasonable when viewed in conjunction with
functional decline: when care-recipients had more impair-
ments activities of daily living or instrumental activities of
daily living, caregivers would be expected to devote more
time and higher intense caregiving to meet their needs
(Conde-Sala et al. 2010). In addition, 25-50 hours a week is

© 2011 The Authors
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What is already known about this topic

e Caregivers of individuals with dementia suffer from
caregiver burden more frequently than other caregiver
groups and are more vulnerable for various health
problems.

e Caregiver burden is a critical indicator of the negative
impact of caregiving on physical, psychological and
emotional health.

e Factors associated with caregiver burden include the
socio-demographical status of the caregiver and care-
recipient, the nature of the disease of the care-recipient
and the perceived stress resulting from caregiving.

What this paper adds

e Caregivers in this study suffered from a moderate level
of caregiver burden, and they spent more time on
caregiving than previous study findings.

e Factors associated with functional decline were the most
significant predictors of burden followed by caregiver
socio-demographical factors and caregiving-related
factors.

e Specific predictors included care-recipients’ impairment
of activities of daily living or instrumental activities of
daily living, the number of hours of caregiving, use of
coping strategies, co-resident status, spousal status and
caregiver gender.

Implications for practice and/or policy

e The study provides basic information on the
appropriate priority and modifiability of each factor to
create more effective interventions for clinicians and
clients.

e The findings suggest that clinicians comprehensively
assess health problems of a caregiver, use an
interdisciplinary approach and reduce unnecessary
patient and staff burdens.

o This study can assist researchers to identify prediction
of caregiver burden based on nationwide data, and this
enhances generalizability of the findings.

a large amount of work time for caregivers and can cause
burnout. In the review, Etters et al. (2008) concluded that
when caregivers spent more than 16 hours a week in direct
caregiving, the rate at which care-recipients were placed into
nursing homes increased.

Our study had two intriguing findings. First, the more
coping strategies caregivers used to relieve their stress, the
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greater burdens caregivers reported. Second, the number of
helpers did not have a significant effect on decreasing
caregiver burden. To understand the findings, we first
examined the coping strategies used by caregivers in the
survey; we found that most caregivers used mainly emotion-
focused strategies, such as seeking advice from friends or
relatives or praying. This is similar to the findings of
Papastavrou et al. (2007), in which highly burdened caregiv-
ers tended to resort to emotion-focused coping strategies.
This result also supports Lazarus and Folkman’s (1984) that
there is a positive relationship between recognized stress level
and efforts to alleviate stress. Subjective caregiver burden did
not seem to be affected by physical assistance such as
provision of direct physical resource or increasing number of
helpers in home as appeared in our study.

This study confirmed three major findings of previous
studies: (i) caregivers of individuals with dementia experience
moderate or severe levels of burden (Papastavrou et al. 2007,
Sussman & Regehr 2009), (ii) female caregivers experience a
greater caregiver burden than male caregivers (Rinaldi et al.
2005, Serrano-Aguilar et al. 2006) and (iii) caregivers who
live with their care-recipients or who are spouses having a
higher burden (Rinaldi et al. 2005, Andren & Elmstahl 2008,
Conde-Sala et al. 2010). This was not unexpected, as those
who live with a care-recipient tend to be a spouse or a family
member, provide more hours of caregiving, feel more
responsible for caregiving tasks as part of their familial
duties and experience the greater physical and emotional
closeness of the care-recipients (Carretero et al. 2009). In
addition, the findings indicate that our society still imposes
the caring role on women in terms of a family responsibility
(Papastavrou et al. 2007).

This study arrived at two different findings from previous
studies. First, caregivers’ age was not a predictor of caregiver
burden, which is inconsistent with several previous studies
(Rinaldi et al. 2005, Serrano-Aguilar ez al. 2006). However,
the effect of caregiver’s age on caregiver burden should be
explored further, as there may be aspects of this issue that did
not come to light in the survey. For example, caregiver’s age
may be an indirect predictor of burden as older adult
caregivers experience physical vulnerability caused by ageing,
such as increasing health problems. Second, unlike a prior
study in which found that the majority of caregivers were
spouses (Schulz & Martire 2004, Serrano-Aguilar et al. 2006,
Campbell er al. 2008), we identified only 5:9% of patients as
spousal caregivers. However, we found that their spousal
relationship affected caregiver burden in spite of the small
number in the sample.

Our findings contribute to the evidence on the health issues

of caregivers. Previous studies did not consider the relative
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weight of each risk factor and failed to categorize or prioritize
predictors when designing interventions or setting up out-
come measures (Belle ef al. 2006). This study provides data
that help to address limitations. First, our study emphasized
the multi-component aspects of caregiver burden, including
both primary stressors from patient morbidity and contextual
variables. When designing screening tools or interventions,
these variables should be included to help clinicians perform
a comprehensive assessment of the health problems of
caregivers. Second, our results provide information on
modifiability and significance of each factor. If certain
domains of predictors of caregiver burden can be identified
as having higher priority and modifiability, targeting those
factors may lead to the creation of more effective interven-
tions for clinicians and clients.

Conclusion

This research adds knowledge on the associations between
multidimensional predictors and caregiver burden in caregiv-
ers of individuals with dementia, using nationally represen-
tative US data. Care-recipients’ functional decline was the
most important predictors on caregiver burden. In addition,
socio-demographical factors and caregiving-related factors
aggravated burden. The findings point to the importance of
examining multifactual components of burden and taking
comprehensive approach to help caregivers cope with pro-
viding care to a person with dementia.
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