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ABSTRACT

KEYWORDS

This study identified the types of caregiver stress and the
caregiver and care management characteristics that are associated with this stress. 169 caregivers were recruited from a
variety of community settings that cater to caregivers in a New
England metropolitan area. They completed the Zarit Burden
Interview (ZBI) and a questionnaire concerning their care recipient and caregiving arrangements. Principal Components
Analysis on the ZBI resulted in five factors: personal strain/
loss, uncertainty/inadequacy, social strain/embarrassment,
anger, and dependency. The average age of the caregiver
was 59.95 years (SD = 11.75) and the average age of the CR
was 83.44 years (SD = 7.88). Of the 169 caregivers, 82% were
women, 61.5% daughters/in-law or wives (12.9%), 34.3% were
solo caregivers; 16.8% little or no burden, 39.9% reported mild
to moderate burden, 35% moderate to severe burden, and
8.4% had severe burden. Dependency (22.4%) and personal
strain/loss (13.7%) had the highest proportions reported as
“often” to “nearly always.” The ZBI was predicted by only two
caregiver characteristics, indicating that it is not sensitive to
the experiences of different types of caregivers. Caregivers
experience different types of burden depending on their gender, kinship roles, and levels of involvement in the care of their
older relative. Solo caregiver status and age (younger) significantly predicted most if not all 5 burden types. Solo and young
caregivers experienced the highest levels of caregiver burden.
Social work practice must identify the caregiver’s life stage and
other and self-expectations in relation to dependency, personal loss, embarrassment, anger, or uncertainty.

Caregiver burden;
dependency; strain

Introduction
To ensure early intervention and collaboration with caregivers to increase the
quality of care of their older relatives, social workers must have skills in
assessing the types of stress that the caregivers experience. An understanding
of the caregiver experience will facilitate designing interventions targeting
different types of caregivers and their specific burden concerns (Ankri,
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Andrieu, Beaufils, Grand, & Henrard, 2005). The aim of this study was to
identify the types of caregiver stress and the caregiver and care management
characteristics that are associated with this stress.
Literature review
In the United States, one in four people will be aged 60 years and older by
2030 (U.S. Census Bureau, 2008). This forecast represents an overwhelming
number of people who will either be in the caretaker role or be the care
recipient (CR). Like today, most of the care will be provided by informal
unpaid caregivers. The number of informal unpaid caregivers is expected to
rise from 20 million in 2000 to 37 million in 2050 (Office of the Assistant
Secretary for Planning and Evaluation [ASPE], 2003).
The health and well-being of caregivers and their CRs are important areas
of concern for the social work profession. Caregiver stress has been linked
with caregiver depression, anxiety, psychiatric disorders, and poor mental
and physical health (Butterworth, Pymont, Rodgers, Windsor, & Anstey,
2010; Etters, Goodall, & Harrison, 2008; Lavela & Ather, 2010). De Frias,
Tuokko, and Rosenberg (2005) found that caregivers’ mental health status
had a greater effect on their negative perceptions of caregiving compared to
their physical health. In addition, caregivers with better mental health were
more likely than those with poor mental health to have higher self-esteem
and positive perceptions of caregiving.
Caregiver stress has also been linked to a deterioration in the quality of
care provided and health status of the care recipient. Several studies have
found evidence that care recipients experience positive health outcomes
when caregivers do not feel burdened or depressed (Liu et al., 2015; Perrin,
Heesacker, Stidham, Rittman, & Gonzalez-Rothi, 2008). Caregiver depression
can lead to a lack of “respectful care (e.g., considering care recipient’s
feelings, wishes, opinions and values)” and to harmful behavior, such as
“screaming and yelling and threatening with nursing home placement”
(Smith, Williamson, Miller, & Schulz, 2011, p. 589) or physical abuse
(MacNeil et al., 2010).
Caregiver burden, also called stress, distress, or strain, is a multidimensional concept and refers to the physical, psychological, or emotional, social,
and financial problems experienced by caregivers (Chou, 2000, p. 399; De
Frias et al., 2005). Researchers have used a variety of instruments to identify
and measure these dimensions. The Zarit Burden Interview (ZBI) is one of
the most commonly used instruments for measuring burden among caregivers of older persons (Knight, Fox, & Chou, 2000). The items have content
validity and take into account the impact of caregiving on personal health,
finances, social life, and interpersonal relationships (Ankri et al., 2005). The
items of the ZBI are scored and summed to arrive at an overall burden score.
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Critics have argued that a summated score cannot adequately represent the
multidimensional caregiver experience (Ankri et al., 2005).
Several studies have embarked on identifying types of caregiver burden
from the ZBI with somewhat inconsistent results (Knight et al., 2000). The
inconsistencies are due, in part, to differences in the factor analysis procedures and labels used to describe the latent factors. In addition, the last item
of the ZBI, a summative question, was inconsistently used. Some studies
excluded it from their analysis because of its large correlations with many
items (Knight et al.; Lai, 2007). Four studies, three of which used the 12-item
ZBI (Bédard et al., 2001; Hebert et al., 2000; O’Rourke & Tuokko, 2003) and
one of which used the full (22-item) version (Whitlatch, Zarit, & Von Eye,
1991), found two latent factors: personal strain/loss and role strain. Personal
strain/loss has been defined as “how personally stressful the experience is,”
and role strain has been defined as “stress due to conflict or overload”
(Whitlatch et al., p. 10).
More explicative are studies that have identified three or more factors.
Knight et al. (2000) developed a three-factor model using Confirmatory
Factor Analysis (CFA), based on 14 items: embarrassment/anger, patient’s
dependency, and self-criticism. Studies conducted with non-U.S. samples
found three or more factors suggesting a cultural influence on perceptions
of stress and familial responsibility (Etters et al., 2008). Ankri et al. (2005),
found three factors in a French sample: limitations on social and personal life
and loss of privacy; negative emotions (embarrassment, tenseness, strain and
anger), and guilt (p. 256). A CFA study conducted with Chinese-Canadian
caregivers found five factors: sacrifice and strain, inadequacy, embarrassment
and anger, and loss of control (Lai, 2007) whereas a study in Korea found five
factors that were (Ko, Yip, Liu, & Huang, 2008). These factors were: personal
strain/loss, privacy, conflict, uncertain attitude, and guilt. A comparison of
these factor structures is shown in Table 1.
Most of these studies on factor structures have focused on the psychometric properties of the ZBI in a specific context. Many of these studies did
not examine associations between caregiver and care management characteristics with the latent factors of the ZBI. However, several studies have shown
that different types of caregivers have specific burden concerns. For example,
male caregivers feel less certain about how to provide care, and they feel
more frustrated about lifestyle restrictions than wives who are more invested
in caregiving (Mui, 1995). Etters et al. (2008) reported that male caregivers
perceive a lack of social support and negative outlook as stressful. In contrast,
female caregivers increased their ties with family members, but were concerned about the deterioration of their health. Ankri et al. (2005) found that
spouses, compared to children, focused on their declining health, personal,
and social lives, whereas children who were not the main caregivers experienced guilt. These differences in caregiver experiences comprise an area of

Patient’s
Dependency

Knight et al., 2000

Stressed between caring for relative and family
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Embarrass-ment/
Anger
Feel angry at relative
Embarrass-ment/
Anger
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Embarrass-ment
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/Anger
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Patient’s
Dependency
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Embarrass-ment/
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Embarrass-ment/
Anger
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Anger
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Personal strain
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Guilt
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Personal strain
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Lai, 2007
Dependency
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Yoon & Robinson,
2005
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Privacy Conflict
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Ankri et al., 2005

Table 1. A comparison of caregiver burden dimensions from published studies and the current study.
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EFA, Oblimin

Factor Analysis Procedure

PCA, Varimax

Guilt
Guilt
Guilt
France

Guilt

Ankri et al., 2005

*Empty cells mean that the items were not included in any of the burden types.

Self-criticism
Self-criticism
USA

Knight et al., 2000
Embarrass-ment/
Anger

Uncertain what to do with relative
Should be doing more for your relative
Could be doing a better job
Country of Study

Zarit Burden Interview item
Wish you could leave care to someone else

Table 1. (Continued).
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Uncertain Attitude
Guilt
Guilt
Korea

Yoon & Robinson,
2005
Uncertain Attitude

Loss of control
Inadequacy
Inadequacy
Canada (Chinese
Canadians)
Max. likelihood Oblimin

Lai, 2007
Loss of control

PCA, Varimax

Uncertainty/Inadequacy
Uncertainty/Inadequacy
Uncertainty/Inadequacy
USA

Current study
Uncertainty/Inadequacy
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research that has not been well-examined and has inconsistent findings
concerning gender, kinship roles, and caregiver burden (Gallicchio, Siddiqi,
Langenberg, & Baumgarten, 2002).
The aim of this study is to identify caregiver and care management
characteristics that are associated with types of caregiver burden. An understanding of caregiver experience will facilitate designing interventions that
are targeted to the different types of caregivers and their specific burden
concerns (Ankri et al., 2005). The main research questions were:
(1) Are there different types of caregiver burden? and
(2) What caregiver and care management characteristics are associated
with each type?
The study outcomes were profiles of individuals at high risk for a specific
caregiver burden and resulted in information that may help design interventions for caregivers with different burdens.

Method
Sampling and recruitment

The convenience sample was comprised of 169 caregivers who were recruited
from a variety of community settings that cater to caregivers in a New
England metropolitan area. Questionnaires were distributed to senior housing, senior centers, a geriatric assessment clinic, adult day services, and at
several community meetings. Advertisements and news features about the
study were publicized in church bulletins, a hospital’s employee newsletter,
and three local newspapers. The sample size afforded sufficient power (80%)
to detect a small R2 (.1) with as many as 10 independent variables in
regression analysis (Cohen & Cohen, 1983, p. 421). This study was approved
by the respective Institutional Review Boards of a tertiary care hospital and a
university’s aging center that jointly conducted the study with an adult day
center.

Measures
Dependent variable: Zarit Burden Interview
Respondents completed the 22-item ZBI (Zarit & Zarit, 1987), which
included questions about the impact of providing care on their personal
health, finances, social life, and interpersonal relationships. The 22 items
were rated on a five-item Likert Scale response ranging from 0 (never) to 4
(nearly always). Scores between 0–20 points represent little or no burden,
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21–40 points, mild to moderate burden, 41–60 points, moderate to severe
burden, and 61–88, severe burden (Cummings et al., 2002).
Independent variables
The independent variables were as follows:

Demographic characteristics. These characteristics included caregiver and
CR’s gender and age, and caregiver employment status (e.g., full-time and
part-time employment and no employment).
Nature of care. Kinship role responses were dichotomized as: spouse is the
caregiver versus others; and child/children in-law are caregivers versus
others. The category “others” includes relatives such as nephews/nieces,
siblings, and friends. The burden of care was indicated by solo care or shared
care with others. Sharing of care with others was dichotomized into spouse
versus others, children versus others, and siblings versus others. Frequency of
care was defined as care provided several days per week/everyday versus
other. The variable “living arrangements” was defined as the CR lived with
the caregiver versus had other living arrangements (e.g., lived independently,
with other relatives, or in a nursing home).

Statistical analyses

One-way analysis of variance (ANOVA) and linear regression were conducted to examine the relationships between the dependent variables and
the independent variables. Similar analyses were conducted for female caregivers only. The sample size of male respondents was too small for statistical
analysis. Only significant findings were reported.

Results
Descriptive analyses
Caregiver and CR demographics
Table 2 shows the demographic and care management characteristics of the
respondents. Of the 169 caregivers, 82% were women. The average age of the
caregiver was 59.95 years (SD = 11.75) and the average age of the CR was
83.44 years (SD = 7.88). About 25% of the caregivers were 65 years old or
older. Among those employed (61.3%), 77.7% were in full-time employment.
Employed caregivers (part or full-time) were younger on average by 12 years
than unemployed caregivers (Welch F(1.83.76) = 44.46, p < .001).
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Table 2. Demographic and care management characteristics of caregiver-respondents (N = 169).
Characteristics
Sex (female)
Race/Ethnicity
White
Minority (African American/Hispanic)
No response/refuse
Full- or part-time employed
Kinship roles of caregiver
Daughters/In-laws
Wives
Sons
Husbands
Relatives outside nuclear family
Siblings
Solo caregivers
Shared care with others (n = 109)
With spouse
With sibling
With children
With others
Residential arrangements
With caregiver
Lived independently
Nursing home
Assisted living facility
Other relative
Frequency of care
Every day
Several times a week
Once a week or less
Provided care to others (n = 96)
Children
Spouse
Children and spouse
Others

Percent of total
82
69.2
4.7
26.1
61.3
61.5
12.9
7.7
6.5
7.7
3.4
34.3
59.3
53.3
33.3
8.2
54.2
30.7
10.8
3.6
0.6
63.1
21.4
15.5
45.8
39.6
2.1
12.5

Kinship roles
Most caregivers were daughters or daughters-in-law (61.5%) or wives (12.9%).
Solo caregivers made up 34.3% of the respondents. Spouses (64.7%) were
mostly solo caregivers, whereas most children/in-law and other caregivers
(73%) shared caregiving with others (X2(2, N = 167) = 16.93, p < .001).
Among respondents who shared care with others, sharing of care was most
common with a spouse (59.3%) or a sibling (53.3%).
Living arrangement and frequency of care
Slightly over half (54.2%) of the CRs lived with the caregiver, and 30.7% lived
independently. On average, care has been provided for 5.8 (SD 6.11) years
(i.e., from a few months to 55 years) with a median of 4 years. The majority
of the respondents (63.1%) provided care every day.
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Care for other relatives
Slightly over half of the caregivers (56.8%) also provided care to other
relatives. Those who provided care to other relatives were significantly
younger (by eight years) than those who did not (F(1.165) = 20.43, p < .001).
Caregiver burden
Principal Components Analysis with a varimax rotation was conducted on 20
items of the ZBI. The summative question—“Overall, how burdened did you
feel caring for your relative?” was excluded and two highly correlated items
(r (168) = .76, p < .001): “Feel you should be doing more for your relative?”
and “Feel you could be doing a better job caring for your relative?” were
combined to reduce the potential for multicollinearity. The Kaiser-MeierOlkin measure of sampling adequacy, determinant of the R-matrix (.000683),
Barlett Test for Sphericity, and normal probability plots indicated adequate
justification for factor analysis (Field, 2005).
Five factors with eigen values greater than 1 accounted for 64.4% of the
variance. The underlying theme of the first factor (six items) is personal
strain/loss, for example, “Do you feel your health has suffered because of
your involvement with your relative?” (Q10), “Do you feel you have lost
control of your life since your relative’s illness?” (Q17) (Cronbach alpha .83).
The second factor (six items) concerned feelings of uncertainty/inadequacy,
for example, “Do you feel uncertain about what to do about your relative?
(Q19), “Are you afraid of what the future holds for your relative?,” and “Do
you feel you are unable to care for your relative much longer?” (Q7)
(Cronbach alpha .73). The third factor (five items) concerned feelings of
social strain/embarrassment, for example, “Do you feel uncomfortable having
friends over because of your relative?” (Q13) and “Do you feel that your
social life has suffered because you are caring for your relative?” (Q12)
(Cronbach alpha .76). The fourth factor (three items) referred to feelings of
anger, for example, “Do you feel that your relative asks for more help than
he/she needs?” (Q1) and “Do you feel angry when you are around your
relative?” (Q5) (Cronbach alpha .75). The final factor, dependency, had only
two items: “Do you feel your relative is dependent on you?” (Q8) and “Do
you feel that your relative seems to expect you to take care of him/her as if
you were the only one he/she could depend on?” (Q14) (Cronbach alpha .57).
The average ZBI score (22 items) was 37.29 (SD 15.3, range, 5–75)
(Cronbach alpha = .87). Of the respondents, 16.8% little or no burden,
39.9% reported mild to moderate burden, 35%, moderate to severe burden,
and 8.4% had severe burden. Table 3 shows the mean frequency ratings of
the five types of caregiver burden. With the exception of dependency, the
mean scores were below 2 (i.e., “rarely to sometimes”). Dependency (22.4%)
and personal strain/loss (13.7%) had the highest proportions, reported as
“often” to “nearly always.”
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Table 3. One-way ANOVA, means, and standard deviations of types of caregiver burden by
caregiver and care management characteristics.

Mean (SD)
Often/Nearly
Always (%)1
Solo caregiver
No
Yes
Frequency of care
(several times per
week or every
day)
- No
- Yes
Living arrangements
Lived
independently/
with other
relatives/nursing
home
Lived with caregiver
Shared care with
spouse
-No
-Yes
Shared care with
children
No
Yes
Shared care with
siblings
- No
- Yes

Zarit Burden
Interview
Personal
22 items
strain/loss
37.29 (15.3)
1.95 (1)
—
13.7

Uncertainty/ Social strain/
Inadequacy Embarrassment Anger Dependency
1.15 (.69)
1.36 (.91)
1.36 (.82) 2.43 (.96)
0
4.4
4.2
22.4

33.48 (13.4)
43.73 (15.99)

1.73 (.92)
2.34 (1.03)

—
—

1.17 (.80)
1.68 (1.01)

1.19 (.72)
1.66 (.89)

2.22 (.94)
2.81 (.91)

35.91 (15.54)
38.38 (14.99)

1.41 (1.06)
2.06 (.96)

—
—

.98 (.74)
1.44 (.93)

1.57 (.90)
2.6 (.88)

—

—

1.08 (.78)

—
—
—
—

—

—

1.59 (.96)

—

2.65 (.83)

—
—

—
—

1.31 (.61)
.92 (.68)

—
—

—
—

—
—

—
—

—
—

.94 (.69)
1.21 (.63)

—
—

—
—

2.37 (.92)
1.94 (.91)
—

—
—

—
—

1.23 (.64)
.71 (.59)

—
—

1.29 (.77)
.89 (.54)

—
—

1.32 (.72)

1 (.64)

2.14 (1.04)

1

Three or higher in a scale of zero to five.

Bivariate analyses
Zarit Burden Interview (22 items)
Only two independent variables had significant relationships with the ZBI.
Solo caregivers had a higher average ZBI score than those who shared
caregiving with others F(1,165) = 19.31, p < .001). Caregivers who provided
care several times per week/everyday had a higher average score than those
provided care less frequently F(1,167) = 4.67, p = .032).
Personal strain/loss
Solo caregiver status, and frequency of care were associated with personal
strain/loss. Solo caregivers (F(1,156) = 13.77, p < .001) and those who
provided care several days a week/everyday (F(1,159) = 9.74, p = .002) had
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higher mean scores compared to caregivers who shared care with others or
provided care less frequently.
Uncertainty/inadequacy
The older the caregiver, the less frequently s/he experienced uncertainty/
inadequacy (r (159) =—.21, p = .008). Caregivers whose CRs lived independently or with others had higher average uncertainty/inadequacy scores
compared to caregivers who lived with their CRs (F(1,159) = 8.70, p = .004).
Among caregivers who shared care with someone (n = 109), those who
shared care with a spouse (F(1.87) = 7.63. p = .007), or siblings (F(1,74 = 11.82,
p = .001) had lower average scores than those who did not share care with
them. In contrast, caregivers who shared care with their children had a higher
mean score than those who did not (F(1,88 = 3.84, p = .05).
Social strain/embarrassment
On average, solo caregivers (F(1,158) = 12.22, p = .001), the provision of care
several days per week/everyday (F(1,158) = 5.95, p = .016), and living with
their CRs (F(1,158) = 13.3 p < .001) had higher means than those who did
not on these aspects.
Anger
Solo caregivers had a higher average score on this scale than caregivers who
shared care with others (F(1,161) = 12.98, p < .001). Caregivers who shared
care with their siblings (Welch F(1,64.55) = 7.31, p = .009) had a lower
average score than caregivers who shared care with others.
Dependency
The more years a CR has been cared for, the more frequent a caregiver
experienced feelings of dependency (r(153) = .16, p = .03). On average, solo
caregivers significantly scored higher than non-solo caregivers on this scale
(F(1,157) = 13.78, p < .001). The provision of care several days per week/
everyday had a significantly higher average score than fewer days per week
(F(1,159) = 30.13, p < .001). Among caregivers who shared care with others
(n = 109), the average dependency score was lower among those who shared
care with children (F(1,86) = 5.09, p = .027) compared to those who did not.
Frequency of care was significantly associated with dependency
(F(1,159) = 30.13, p < .001). The average score of caregivers who provided
care several days per week/every day was significantly higher than the average
score of caregivers who provided care less frequently. The living arrangement
of the CR was associated with dependency (F(1,159) = 11.78, p = .001). On
average, higher scores were reported when the CR lived with the caregiver
compared to other living arrangements. When only women were in the
sample, those who did not provide care for other relatives (M = 2.59,
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Table 4. Regression coefficients for types of caregiver burden.
ZBI: 22 Personal
Predictors
items strain/loss
Caregiver age
−.26**
−.43***
Caregiver sex
.05
.06
Solo caregiver
.33***
.31***
CR lived with caregiver
.05
−.07
Provided care several
.13
.26**
times a week or more
Caregiver: child
−-.07
−.26**
Cared for others
−-.12
−.13
Adj R
.14***
.24***
Df
7,154
7,145
F
4.88***
7.89***

Uncertainty/
Inadequacy
−.34***
−.02
.18*
−.15
−.07
−.16
−.09
.10**
7,146
3.53**

Social strain/
Embarrassment Anger Dependency
−.18*
.05
−.31***
.04
.10
−.10
.24**
.33***
.22**
.33***
−.05
.10
.04
−.08
.33***
.04
−.02
.16***
7,145
5.05***

.06
−.03
.07*
7,150
2.57*

−.24**
−.16*
.28***
7,146
9.45

***p < .001, **p < .01. *p < .05.

SD = .92) had a higher average score than those who cared for other family
members (M = 2.22, SD = .96; (F(1,127) = 4.66, p = .033).
Multivariate analysis

Multiple linear regression was conducted to determine the relative importance of caregiver characteristics (i.e., age, sex, kinship role) and care management characteristics (solo caregiver status, living arrangements, care of
other family members, frequency of care) on the five types of caregiver
burden. All regression models were significant at p < .05. The adjusted R2
ranged from .07 (Anger) to .28 (Dependency) (Table 4).
ZBI (22 items)
Fourteen percent of the variance in ZBI was explained by the model.
Caregiver age (younger) (β = –.26, t(153) = −2.71, p = .007) and (solo)
caregiver status (β = .31, t(13) = 4.24, p < .001) were significantly associated
with the ZBI.
Personal strain/loss
Younger caregiver age (β = –.43, t(144) = −4.6, p < .001), solo caregiver status
(β = .31, t(144) = 4.09, p < .001), providing care several days per week/everyday
(β = .26, t(144) = 3.24, p = .002), and (not) children of CRs (β = –.26,
t(144) = −3.04, p = .003) significantly predicted (more frequent) feelings of
this type of caregiver burden. Of the predictors, caregiver age had the largest beta
coefficient. The model explained 24% of the variance of personal strain/loss.
Uncertainty/inadequacy
Younger age (β = –.34, t(145) = −3.32, p < .001) and solo caregiver status
(β = . 18, t(145) = 2.29, p = .024) significantly predicted more frequent
feelings of this type of caregiver burden. Of the predictors, age had the largest
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beta coefficient. Ten percent of the variance in uncertainty/inadequacy was
explained by the model.
Social strain/embarrassment
Younger age (β = –.18, t (144) = −1.95, p = .054), solo caregiver status
(β = .24, t(144) = 3.06, p = .003), and living with the CR (β = .33, t(144) = 3.58,
p < .001) significantly predicted more frequent feelings of this type of
caregiver burden. Of the predictors, living with the CR had the largest beta
coefficient. Sixteen percent of the variance in Social Strain/Embarrassment
was explained by the model.
Anger
Only solo caregiver status (β = .33, t(149) = 4, p < .001) significantly
predicted more frequent feelings of this type of caregiver burden. Seven
percent of the variance in anger was explained by the model.
Dependency
Younger age (β = –.31, t(145) = −3.46, p = .001), solo caregiver status
(β = .22, t(145) = 2.96, p = .004), providing care several days per week/
every day (β = .33, t(145) = 4.24, p < .001), (not) children of CR (β = –.24,
t(145) = −2.81, p = .006), and (not) caring for others (β = –.16, t(145) = −2.2,
p = .03) significantly predicted more frequent feelings of this type of caregiver burden. Frequency of care and caregiver age had the largest beta
coefficients. Twenty-eight percent of the variance in dependency was
explained by the model.

Discussion
This study examined the factors and circumstances that predispose caregivers
to different types of caregiver burden. The factor structure generated by this
study resembles the five factor models found in other studies. Five factor
models, because they provide more detail about the nature of caregiver
burden, offer social workers a more detailed road map for preparing care
management plans.
Most caregivers in the present study were women, spouses, or daughters/
in-law of the CRs, and aged 50 years or older. Most were employed and
caring for other family members (e.g., a spouse and a child or children)
(National Alliance for Caregiving, 2003). The largest group of the caregivers
were classified as carrying moderate to severe burden. The five types of
burden identified in this study were not equally taxing. Personal strain/loss
and dependency had the highest proportions of respondents reporting that
they felt these burdens “often” to “nearly always.” Personal loss (e.g., loss of
social interactions, career, and control over life events) occurs when a
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caregiver’s present needs and future expectations are given less consideration
than the needs of the care recipient. This denial leads to perceptions of loss of
well-being, worry, and emotional distress (Loos & Bowd, 1997). Croog,
Burleson, Sudilovsky, and Baume (2006) found that the loss of social interactions had the strongest effect on caregiver depression and anxiety.
The present study challenged the notion that caregiver burden is a unidimensional concept. Five different types were identified, each with its own
set of predictors. The ZBI was predicted by only two caregiver characteristics,
indicating that it is not sensitive to the experiences of different types of
caregivers. Approaching caregiver burden as a multidimensional concept
facilitates the development of more efficient ways of assisting the most “at
risk” caregivers (i.e., young and solo caregivers) with interventions aimed
specifically at addressing the components of stress that they are experiencing.
The caregivers, who differed by age, relationship to the CR, and caregiving
arrangements, experienced different types of caregiver burden. We expected
that solo caregivers reporting the frequent provision of care, sharing a
residence with the CR, caring for other relatives, and full- or part-time
employment were likely to report higher scores on the ZBI and subtypes of
caregiver burden as compared to the respondents who did not have these
characteristics. Our results point to solo caregivers as those at the highest
risk. This status was associated with the 22-item ZBI and the five types of
caregiver burden in a multivariate analysis. Thus, as a first step in care
management, social workers should determine the extent of the client’s
involvement in caring for an older relative, and assess not only the client’s
stress level but also the type of stress that he or she is experiencing (Rowe &
Rizzo, 2013). Case workers should be alert to signs of distress relating to
feelings of inadequacy and uncertainty, anger, shame and embarrassment,
feelings of dependency and guilt, and personal loss, and incorporate these
concerns when preparing a care management plan.
Solo caregiver status was the only factor associated with anger. Anger has
been associated with depression, anxiety and caregiver stress, often from CRs’
problem behaviors, (Croog et al., 2006) as well as with low perceptions of
self-efficacy among caregivers (Crespo & Fernández-Lansac, 2014). Feelings
of anger often prevent caregivers from collaborating with their case workers
in preparing a viable care management plan (Rowe & Rizzo, 2013).
Furthermore, anger could lead to harmful caregiving behaviors and further
loss of morale (Croog et al., 2006). A priority concern in a care management
plan should be providing strong positive support to caregivers, especially to
those who are experiencing anger as well as psychoeducational skill-based
interventions focusing on anger management (Gallagher-Thompson & Coon,
2007).
In the multivariate analysis, providing care several times or more a week
and sharing residence with the CR were associated with significantly higher
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social strain/embarrassment scores. Individuals caring for someone with a
mental illness such as dementia, may feel the stigma that is often associated
with mental illness. To avoid shame and embarrassment, caregivers may
become withdrawn from friends and family, and may subsequently feel
alienated and lose self-esteem (McCann, Lubman, & Clark, 2011). In these
circumstances, social workers have an obligation to minimize the stigma of
mental illness and to provide the caregivers with support, to enable them to
recover their sense of self-worth and access the services that they need
(McCann et al., 2011; Price, 2008).
Some caregiver management characteristics had an inverse effect on
uncertainty/inadequacy. In bivariate analyses, caregivers who were less
involved (i.e., they provided care less than six days a week or less or who
did not share residence with their CR) reported higher uncertainty/inadequacy scores. Feelings of inadequacy have been associated with feelings of
shame and embarrassment (Martin, Gilbert, Mcewan, & Irons, 2006). These
feelings of inadequacy may be relieved by providing more information about
caregiving, the disease process, and links to caregiving resources, including
both professional and self-help support groups.
Two items of the uncertainty/inadequacy scale—“wish could leave care to
somebody else” and “feel unable to provide care much longer” may reflect a
feeling of entrapment and a desire to give up caregiving. Uncertainty,
especially when it is not managed, also contributes to feelings of loss of
control (Wright, Afari, & Zautra, 2009), and low self-esteem and self-efficacy
(Pearlin, Mullan, Semple, & Skaff, 1990). These feelings must be addressed
because they have been associated with institutional placement and caregiver
depression and anxiety (Aneshensel, Pearlin, & Schuler, 1993; Croog et al.,
2006; Martin et al., 2006).
The effects of two care management characteristics—frequency of care and
caring for other relatives—were limited to dependency. The burden of
dependency was the most frequently mentioned type of burden in the
study. Andrieu et al. (2007) found that the caregivers caring for a very
dependent relative complained more about the loss of their social life and
had diminished quality of life compared to the non-caregivers. Moreover,
their levels of depression were positively correlated with the degree of functional disability of the CR. Thus, at the outset of the care management plan
process, social workers should conduct an assessment of the number of hours
of care provided to the CR and to other family members, such as a spouse
and children, who depend on the caregiver. To address the dependency
burden, social workers should provide information about the pros and
cons of alternative ways of alleviating this burden temporarily through
assistance with reorganizing daily routines, respite care, or in-home care,
or permanently, through placement in institutional care (Garcés, Carretero,
Ródenas, & Vivancos, 2010; Kramer, 2000).
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The multivariate analysis also revealed that the younger caregivers felt
caregiver burden (i.e., ZBI and five subtypes) more frequently than the
older caregivers did. The relationship between age and ZBI is consistent
with the findings of Chumbler, Grimm, Cody, and Beck (2003). Younger
caregivers are more likely than older caregivers to have to juggle caring
for multiple relatives and employment. One explanation could be a generational difference in the collection of lived experiences, and the current
and future expectations for oneself. For example, older caregivers who
have already completed a career or raised a family may experience less
burden than those who expect to begin or continue a career, or to raise a
family. Such competing needs influence both the current view of the self
and expectations for the future. In terms of burden, stress relating to
unfulfilled goals or placing on hold anticipated events (e.g., marriage,
family, or career) may influence self-image and hopefulness about the
future.
One potential intervention would be assistance programs geared at the
working “sandwich generation” caregiver who cares for both aging parents
and children. These caregivers are often at risk for a decrease in work
productivity, an increase in absenteeism, and an increase in the need for
medical care (Mazanec, Daly, Douglas, & Lipson, 2011). Therefore, social
workers should advocate for proactive employee assistance programs specifically designed for caregivers of older persons. This can be done on a caseby-case basis, as well as part of ongoing political action in the larger community. It is an important issue to address in order to reduce adverse
outcomes in this population (Dellmann-Jenkins, Bennett, & Brahce, 1994).
These findings suggest that social work interventions that build self-efficacy
and provide information to help reduce uncertainty, especially regarding the
ebb and flow of chronic illnesses and access to services, could be beneficial to
younger caregivers and to those less involved in caregiving. Moreover, social
workers could build a therapeutic rapport with the family and help improve
communication among those who jointly care for a CR.
Limitations of the study
A limitation of this study is that the results were obtained from a convenience sample, and hence they are not generalizable. The sample also lacked
diversity, as the numbers of male caregivers and caregivers from minority
groups were small. The levels of caregiver burden and coping strategies have
been found to differ for men and women (DeVries, Hamilton, Lovett, &
Gallagher-Thompson, 1997) and for ethnic groups (Pinquart & Sörensen,
2005). Additional research will be necessary to further examine the ZBI
factor structure among different gender and racial/ethnic groups.
Additional research is also needed to examine more closely the different
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dimensions of caregiver burden, especially with regard to shame and embarrassment, and to identify their causal connections to their predictors and
health outcomes (Martin et al., 2006; McCann et al., 2011).
Conclusion
The social work profession should consider caregiver burden as a multidimensional concept and caregivers as a heterogeneous group when developing therapeutic interventions. The present study identified five types of
burden: personal strain/loss, uncertainty/inadequacy, social strain/embarrassment, anger, and dependency. Caregivers experience different types of burden depending on their gender, kinship roles, and levels of involvement in
the care of their older relative. Moreover, this study revealed that solo
caregivers and younger caregivers, who are more likely to be working and
caring for multiple family members, experience the highest levels of caregiver
burden. The implications for social work practice, then, relate to the importance of identifying the caregiver’s life stage and expectations for him- or
herself, as well as the relationship between the caregiver’s attitudes toward
caregiving and the CR in relation to personal loss, embarrassment, anger, or
uncertainty. The findings of this study can guide social workers in coordinating a comprehensive assessment that will integrate biological, social, psychological, environmental, and economic concerns, so that they meet the specific
needs of the caregivers in their care.
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