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In 2005, Vitaliano et al.1 called in the American Journal of Geriatric Psychiatry for more
caregiver research in geriatric psychiatry. Since 2005, caregiver outcomes have been
addressed in more than 800 studies and reviews. This great outpouring of research reflects
the perceived need for caregiver support that will inevitably accompany the vast increase in
size of the older adult population in coming decades. As well, it reflects growing
understanding of the complex determinants of adverse health outcomes of caregiver burden,
and therefore the study of approaches to its mitigation.

This issue of the Journal adds three studies to this growing and increasingly sophisticated
literature. One by Gaugler et al.2 highlights the important role that caregiver burden plays in
mediating the oft-noted relationship between patient behavioral disturbance and nursing
home admission. Two others report on results of multifaceted interventions tested in
randomized controlled trials. Bakker et al.3 show that an intervention with multiple
components assembled to meet the specific needs of an individual older adult and their
caregiver resulted in caregiver assessments of significantly reduced neuropsychiatric
symptoms and perceived burden. Examining implementation of care in a “real world”
community context, Spijker et al.4 tested whether training of health professionals in the
delivery of an intervention designed to support caregivers’ effectiveness reduced the need
for institutional care. Revealing no significant impact, the findings provide helpful insights
into the program and provider characteristics that may influence an intervention’s
effectiveness, and which require additional study. Together, the studies build on an
increasingly robust body of evidence to guide development and implementation of
interventions to reduce caregiver burden and its related costs. We will attempt to place them
in context by combining the Stress Process Model5 and the Appraisal Model6 into one
heuristic conceptual framework (Figure 1). The models suggest that caregivers appraise
caregiving events and then respond with particular behaviors. Emotional, psychological, and
health outcomes follow these behaviors.

WHAT ARE THE COSTS OF CAREGIVING?
Caregiving can have both psychosocial and physical health effects. Women, spouses, and
those in lower socioeconomic groups appear more vulnerable.7 Compared to noncaregivers,
dementia caregivers report higher levels of stress, more depression and anxiety symptoms,
and lower levels of subjective well-being, self-efficacy,8 and anxiety.9 In addition, they
experience worse physical health outcomes, including higher levels of stress hormones,
compromised immune response, antibodies, greater medication use,10 and greater cognitive
decline.11
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However, some individuals vulnerable to poor health outcomes may self-select into the
caregiver role, and high distress levels and attendant morbidity could partially be explained
by personal or family variables not related to the caregiving experience per se.12 Caregivers
who have negative beliefs about their ability to cope and those who feel trapped in their role
have higher rates of morbidity, and depressive symptoms, and they turn to
institutionalization of the patient more quickly.13

WHY IS CAREGIVING STRESSFUL?
For dementia caregivers the strongest predictor of caregiver burden, depressive symptoms,
and physical health issues are primary stressors, such as the patient’s behavior problems,
including day and nighttime wandering, emotional outbursts, and inappropriate
behavior.14,15 However, the type of dementia and the type of behavioral problems most
closely associated with it may play a role in caregiver distress as well.16,17 Dementia
caregivers experience more burden when caregiving intensity is higher and when they
experience fewer perceived benefits or uplifts. Interestingly, although patient physical
impairments increase burden for caregivers of nondemented patients, this is rarely the case
for dementia caregivers.14

WHAT FACTORS MODERATE OR MEDIATE THE IMPACT OF STRESS ON
CAREGIVERS?

Recent studies and meta-analyses have identified several important moderators and
mediators captured in our conceptual model (Figure 1) as “secondary stressors,”
“exacerbating/ameliorating factors,” and “appraisal,” as well as “background factors.” First,
cultural background may change the strength of relationships between certain caregiving
stressors and their outcomes.18 Asian Americans and Latinos do not differ from whites in
reported burden but they do report more depression symptoms. Interestingly, African
Americans and Hispanics exhibit more perceived uplifts of caregiving than whites.18

Differences in coping styles may be the key mediator to understanding these
differences.19–21 Despite better mental health outcomes, however, ethnic minority
caregivers often report more physical health problems than white caregivers, indicating that
low reports of distress do not always imply the absence of risk for caregivers.18

Other important moderators include gender, knowledge/ information, social, economic, and
community resources as well as intrapersonal resources or vulnerabilities. Female caregivers
report more symptoms of depression than males.7 Lack of knowledge about dementia causes
caregivers to overestimate patient’s abilities,22 which may lead to greater anger, frustration,
and depression. Lower socioeconomic status or income is also a risk factor for greater
distress,11 especially among African Americans.23

Larger social networks,20 frequent social contact, and the ability to arrange for assistance
from friends are moderators of depressive symptoms and caregiver burden with largely
protective effects. Dysfunctional family interaction patterns, emotional detachment,
negativity, and overinvolvement, are moderators that exacerbate the relationship between
objective burden and caregiver distress.24 Dysfunctional coping strategies, for example,
avoidance/ denial, put caregivers at risk for anxiety, whereas approach-based coping is
associated with reduced hemostatic reactivity in response to stress.25 Other exacerbating
factors may include personal vulnerabilities, such as high levels of neuroticism or
preexisting medical conditions.26,27

Mediators include secondary stressors, that is, reactions or outcomes of the primary stressors
that account for the caregiving effect or exacerbate/weaken it over time. Unmet need with
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regard to help with different care activities, information, and respite support, for example,
exacerbates the negative effects of caregiving.28,29 Gaugler’s article in this issue suggests, in
fact, that overall burden is not only a direct predictor of nursing home admission but fully
mediates the effect of particular behavior problems.2 Certain problem behaviors may be
better tolerated by caregivers if overall burden can be kept under control.

Geographic and systemic care-delivery issues may also account for different levels of
distress for caregivers. Innes30 points to a remarkable lack of consideration of rural-urban
differences in informal caregivers’ experience.30 The two studies in this issue that address
interventions in the Dutch medical system point to drastic differences from the United States
in available services under the “usual care” condition.

CAREGIVER INTERVENTIONS
Research to date indicates that, overall, intervention effects are relatively small. Of the
numerous types of caregiver interventions,31 psychoeducational approaches are most
effective at improving caregiver knowledge, reducing caregiver burden and depression
symptoms, and increasing subjective wellbeing and caregiver satisfaction. However, except
for knowledge increase, these effects are present only if the interventions call for active
participation and behavior management skills-building.32 Interestingly, psychoeducational
interventions may improve the symptoms of the patient as well,33 perhaps by training the
caregiver to redirect the patient to avoid escalating problem behavior.34

Not surprisingly, psychotherapy (primarily cognitive-behavioral therapy), support groups,
consultation/case management, respite care, and cognitive training of patients tend to have
domain-specific effects. For example, psychotherapy improves caregiver burden,
depression,33 and anxiety,35 but not necessarily knowledge about dementia; consultation/
case management has moderate effects on burden, but not depression; care receiver training
affects the patient’s symptoms, but not always the caregiver’s; and respite care reduces
burden and depression symptoms and increases subjective wellbeing. 33 Because different
intervention types share elements (e.g., homework and role-playing are part of both
psychotherapy and psychoeducation), it may be more important to focus on components,
rather than compare packaged programs.

Reducing secondary stressors, such as social isolation, is an effective strategy in assisting
caregivers,36 as are interventions that reduce caregivers’ perceived pressure and burden.
However, such interventions still require further testing. A recent review and meta-
analysis37 found that cholinesterase inhibitors have a small but statistically significant
benefit to caregivers, both reducing caregiver burden and hours spent caregiving. However,
we do not recommend relying solely on patient medication to address caregiver distress
because effect sizes for pharmacotherapy are quite small and because many patients may not
have access to cognitive enhancement medications. Furthermore, Mittelman et al.38 report
that medicating dementia patients is only effective in reducing caregiver burden when it is
combined with counseling.

Multicomponent treatments encompass a diverse group of programs some of which are
considerably more systematic in their application of components than others. Interventions
are more effective in delaying nursing home placement when they expose participants to all
components in a structured fashion.33 The interventions tested by Bakker et al. and Spijker
et al. (this issue) fall into this category as well. These programs are likely effective when
they simultaneously target several of the primary stressors, secondary stressors, and
moderators depicted in Figure 1.
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WHAT FACTORS MODERATE THE EFFECTIVENESS OF INTERVENTIONS?
Characteristics of the Intervention

Individualized interventions can be more easily adapted to the specific needs of the
caregivers and may, therefore, be more effective for modifying burden or distress for
caregivers in general.32 However, interventions in groups are more effective in increasing
social support and those that avoid dilution of the participant’s active involvement are likely
to be as effective as individual approaches. Longer interventions generally are more
effective at reducing distress and delaying institutionalization. Even single-component
interventions, if they last longer or involve more frequent interactions, tend to have stronger
effects than less intense interventions that have multiple components.32,33

Characteristics of the Caregiver
Older caregivers may have less access to information about dementia care in their daily lives
and therefore show greater improvements in knowledge.32 Women show more
improvements in depression and knowledge but less improvement in subjective well-being
than men.32 Caregivers with less education may respond more favorably to a
multicomponent intervention39 while African Americans may respond less to interventions
with regard to depression and burden outcomes even as they derive benefits in quality of
life.40 Finally, spouses benefit more from interventions with regard to decreasing the
number and bother of patient’s problem behaviors as well as delays in nursing home
placement.33 Thus, interventions should be individualized to caregivers’ cultural and
educational background, current knowledge and skill, mental health status, physical health
status, and personality.

ISSUES IN CURRENT CAREGIVING RESEARCH AND FUTURE RESEARCH
DIRECTIONS

We have identified several continuing areas of need for caregiving research. First, the
identification of the most vulnerable caregivers requires additional attention. These are often
individuals with preexisting mental or physical health conditions. Individualization of
interventions requires adequate preintervention assessment to identify caregivers who would
most benefit from interventions before they develop clinically significant symptoms. Several
studies have addressed the pressing need for screening tools and protocols that are
developed and validated specifically for caregivers.26,41Their clinical utility, however,
remains to be determined.

Second, understanding the variation in caregiver experience and risk due to the moderators
and mediators requires additional attention, especially with regard to their implications for
interventions. Third, although there has been an increase in prospective studies, as suggested
by Vitaliano et al. in 2005 and exemplified by the new contributions in this issue of the
Journal, many now focus on nursing home placement either as an outcome (e.g., Gaugler et
al.42) or as an additional stressful transition (e.g., Gaugler et al.43). More studies that
examine caregiving’s “dynamic predictors of change” to investigate how changes in certain
indicators confer long-term risk, describe and compare trajectories and patterns, and identify
which subgroups are most distress-prone or resilient (e.g., Lafortune et al.44) are needed to
help us understand why some caregivers thrive while others do poorly or provide poor care.
How different appraisals, behaviors, and emotional reactions interact with or mediate each
other over time remains an area of need as well. Gaugler’s article (this issue) is one example
of such a study, as it includes both longitudinal and mediation effects.
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Fourth, a promising recent body of work delves further into the biological mechanisms of
the stress process. Understanding the role of physiological factors in stress responses, such
as cardiovascular reactivity, atypical diurnal cortisol patterns, and increased
proinflammatory protein levels, may allow interventions to target caregivers stress-
management abilities, as has been piloted through yoga interventions.45

Fifth, the role of sleep disturbance in caregiver outcomes is an emerging area that is
currently being translated effectively into interventions.46 Additional studies that carefully
deconstruct existing interventions to identify the most effective components are still needed,
as is research to address necessary and sufficient dosage and intensity of interventions and
their cost-effectiveness. This includes a closer look at novel approaches, such as employer-
based interventions, telephone support groups, and novel technologies.

Finally, collaborative and integrated care models have received increasing attention in the
treatment of late life mood disorders in primary care47 and they have proved an effective
approach to minimizing behavioral symptoms among dementia patients and reducing
caregiver burden and distress as well.48 These approaches integrate multicomponent
interventions into existing care systems. Components may include case management,
psychoeducation, and coping skills training; legal and financial advice; resources and
guidelines to enhance patient exercise; and information from the Alzheimer’s association.
“Integrated support models”49 and “memory clubs”50 are other innovative approaches
combining patient and caregiver support that, along with the complex interventions tested by
Bakker et al. and Spijker et al. (this issue), warrant further testing.

The explosion of caregiver research over the last 15 years is a hopeful sign that help is on
the way for chronically ill older adults and those who provide for their care in the
community. However, what that care should consist of, to whom it should be prescribed, in
what setting, and at what dose remain questions of pressing importance.
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FIGURE 1.
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