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ABSTRACT

The aging population is rapidly growing within the United States and with
advanced age comes an increased likelihood for the need of assistance in
completing various activities of daily living. The caregiving literature has
thoroughly documented causes and manifestations of caregiver burnout, but
there is little mention of interventions for this population. This study utilized a
cross-sectional survey of current caregivers to identify sociodemographic factors
and descriptive characteristics related to how each respondent fulfills caregiver
duties. The survey also measured personal affect, as operationalized by the
Negative and Positive Affect Scale (NAPAS) and level of burnout, as measured
by the Zarit Burden Interview (ZBI). A one-way between groups ANOVA and
independent samples t-test was performed, which revealed no significant
relationship between sociodemographic or other risk factors and resulting affect
or level of burnout. A correlation analysis was utilized to examine the relationship
between affect and level of burnout. Although no significant relationship was
found between overall affect and level of burnout, a significant relationship was
found between scores on the positive NAPAS subscale and levels of burnout, as
well as scores on the negative subscale of the NAPAS and levels of reported
burnout. These findings indicate that social workers should continue to explore
how positive cognitions can help caregivers achieve resiliency in their role.
Limitations and implications for social work policy and practice are also

discussed.
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CHAPTER ONE

INTRODUCTION

Problem Formulation

Caregiving is a vital part of all cultures. This is not limited only to the care
of the young but to the elderly and disabled as well. In the United States, nearly
one in 10 adults between the age of 18 and 24 possesses a severe disability that
requires daily personal assistance (US Census Bureau, 2018). This figure
increases with age, with three in 10 adults between the ages of 65 and 69
requiring such assistance and over half of individuals over the age of 75. Of
important note is the fact that population numbers continue to rise. Between 2020
and 2030, the number of individuals over the age of 65 is projected to increase
by over 30% within the United States (US Census Bureau, 2017). Along with
expanding numbers, there has also been a shift away from traditional institutional
services for older adults and individuals with long-term disabilities toward
increased use of home and community-based services (Wysocki et al., 2015). In
this country there are now nearly 43.5 million people providing care to a friend or
family member over the age of 50 (Hong & Harrington, 2016). With the
understanding that this number will continue expanding, it is imperative that
attention is given to a common negative effect of caregiving, burnout.

As with any task that is done over an extended period, burnout is an
anticipated outcome for caregivers of individuals with chronic conditions

(Kokurcan, Yilmaz Ozpolat & Gogus, 2014). Although opinions differ on the
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definition and qualifications of burnout, recognition is primarily determined by
physical, psychological, emotional, social, or financial consequences (Gerain &
Zech, 2019). Manifestations of burnout can include physical injuries,
cardiovascular disease, chronic stress, social isolation and development of
mental health disorders, among others (Tabeleao, Tomasi & Avila Quevado,
2018). Caregivers carry significant responsibility, which also includes a
substantial time demand. On average, 13 days per month are spent completing
domestic related tasks for the person being cared for, such as housekeeping,
shopping, meal preparation, and laundry. An additional six days per month are
spent on personal care for the individual, such as bathing, dressing and feeding
(Alpert & Womble, 2015). As Alpert and Womble (2015) stated, unlike many
other jobs, however, friends and family members who take on the responsibility
of being an informal caregiver tend to receive very little training. This often leaves
caregivers in the difficult situation of adapting to the demands of an unfamiliar
role without clear expectations. This lack of defined boundaries can lead to
difficulty finding sustained fulfilment (Gerain & Zech, 2019).

Failing to address the ongoing issue of caregiver burnout may negate the
positive impact that caregivers can have on the population, such as allowing
individuals to reside in the least restrictive environment possible. Caregivers
have also proven to be cost effective, with informal caregiving in the United
States accounting for more than $600 billion in annual savings versus long-term
institutional care (Galiatsatos, 2017). This indicates that further exploration of

solutions to burnout has the potential to be beneficial to the country’s economy



as well provide a healthier, more empowering process for both the client and the
caregiver. Fortunately, there are signs that progress is being made.

In 2000, in response to the growing population of individuals who require a
caregiver, as well as increased recognition of caregiver burnout, amendments
were made to the National Family Caregiver Support Program (NFCSP), which
was originally enacted under the Older Americans Act (Feinberg, Wolkwitz &
Goldstein, 2006). These amendments mandate that all 50 states work with public
and nonprofit agencies in order to increase availability of services, ranging from
education, training, respite, and financial assistance, to older adults as well as
their caregivers. Through the NFCSP, California has now established a
Caregiver Resource Center (CRC), but conditional restrictions have been put in
place. Examples of these restrictions include making services available only to
individuals who are caring for a client with a brain impairment that occurred after
the age of 18 or a caregiver who is caring for a loved one over the age of 60 who
requires assistance with at least two activities of daily living (Inland Caregiver
Resource Center, 2019). Although there appear to be efforts toward expanding
resources, a noticeable inconsistency in utilization remains due to the obstacles
many individuals face when attempting to access these services (Feinberg,

Wolkwitz & Goldstein, 2006).

Purpose of the Study

This research study aimed to identify services or interventions that can

minimize caregiver burnout. Population numbers are expanding and life
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expectancy is growing. Caregivers are going to be needed in greater numbers
and for longer durations of time. The recent amendments to the NFCSP are
evidence that caregiver burnout is a recognized social issue, but the
development of solutions is still in the early stages. This study attempted to build
on the current literature on caregiver burnout and examine paths to resiliency for
these individuals.

To complete this study, information about caregivers was collected in
order to identify the presence of potential risk factors as well as current levels of
burnout. This information was obtained directly from the caregivers themselves.
In order to properly evaluate the relationship between risk factors, burnout and
any other outside variable, a significant sample was required. Considering these
circumstances, a survey was recognized as the most efficient research method.
The survey provided demographic information to help identify risk factors and
also contained an instrument to measure current levels of burnout. A concise
survey limited the amount of time required of a caregiver to participate, which
allowed for a great number of respondents. Lastly, by utilizing valid and reliable
instruments within the survey to measure the necessary data the likelihood of

any researcher bias was minimized.

Significance of the Project for Social Work

The phase of the generalist intervention process informed by this study
was exploring, specifically examining caregiver demographics and levels of

burnout. The findings will allow social workers to be mindful of specific risk
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factors and identify potentially useful interventions. The significance of this
project for social work practice can be observed on both a macro and micro level.
From a macro standpoint, caregiver research is needed to continue
shaping policy that affects the availability of services. Many caregivers and the
circumstances of their clients range beyond the restrictive criteria that currently
exists for most services at both a county and state level. This study considered a
variety of caregiver circumstances in attempt to identify which factors are of the
most significance. Ultimately, this provided social workers with the knowledge to
advocate for policies that not only expand the number of available services for
this vulnerable population but for increased access to these services as well.
The findings of this study can also contribute to social work practice on a
micro level. The study has attempted to identify factors that must be considered
when working with clients who experience negative outcomes of the caregiving
process. With these results, future social workers can be better informed on how
to achieve resiliency within the caregiver population and ultimately provide a safe
environment for the aging population. With all of this in mind, this research paper
addresses the question- How can factors contributing to caregiver burnout be

mitigated?



CHAPTER TWO

LITERATURE REVIEW

Introduction

This chapter will serve as a review and evaluation of the current literature
on caregiver burnout. To begin, the potential consequences of taking on the role
of a caregiver will be documented in order to highlight the impact of this evolving
social problem. This will be followed by a discussion of recent research, including
the various impressions of the causes and extent of caregiver burnout, limitations
that have been found within these studies, and two popular models that have
been developed to describe this process. Lastly, the Broaden-and-Build Theory

of Positive Emotions will be presented, which will ultimately guide this study.

Challenges Facing Caregivers

The rise in population of older adults has been seen throughout the past
decade. As previously stated, between 2020 and 2030, the number of individuals
over the age of 65 within the United States is projected to increase by over 30%
(US Census Bureau, 2017). With this growth in the aging population, it is
important to note the change in how care is being delivered. Although formal care
has long been in place for the aging population, there has been a decrease in
utilization of these formal resources. Informal caregivers, primarily family and

close friends, have now assumed the majority of responsibility of care. In a



nationally represented sample, it was reported that 63.2% of the aging population
are receiving some form of residential care, with 85.9% of these individuals
receiving informal care from a close friend or relative (Coward, Cutler &
Mullens,1990). This shift has brought upon two vital implications affecting
caregivers, the financial impact as well as the impact on both mental and
physical health.

Financial Impact of Caregiving

Many studies assessing the impacts of caregiving have targeted financial
burden as a negative impact to caregiving (Bauer & Sousa-Poza, 2015). When
an individual assumes the responsibilities of a caregiver, they are ceding
opportunity costs in the work field whether they are employed or not at the time
of caregiving. The time an individual is engaging in caregiving can significantly
reduce the ability to obtain outside employment. If a caregiver does have the
resources and ability to balance employment and caregiving, the opportunity cost
can come in the form of work interferences. Work interferences include reduced
work hours, increased leave time taken, tardiness, and change in shifts, among
other disruptions (Colin Reid, Stajduhar & Chappell, 2010). These work
interruptions, in turn, also lead to the possibility of termination of employment due
to the adverse impact on work performance. The risk of termination is heightened
when the caregiver resides with their client and is influenced based on the
gender and ethnicity of the caregiver as well (Covinsky et al., 2001). The financial

implications that come with caregiving have also been seen to adversely impact



a caregiver’s self-esteem and overall mental health (Colin Reid, Stajduhar &
Chappel, 2010).

Impact on Caregiver Health

Also widely noted in recent literature are the adverse effects of caregiving
on an individual’s mental and physical health. It is reported that between 18% to
35% of caretakers perceive their health to be poor or deteriorating since
assuming the role of caregiving (Pinquart & Sorensen, 2007). The literature has
emphasized caregiver burden and has categorized the effects of caregiver
burden to be subjective to stress, depression, and self-assessed health or
anxiety. A caregiver’s physical health is negatively impacted due to the
psychological stress that increases one’s vulnerability to infectious agents,
putting caregivers at higher risk to suffer from poor health long-term (Pinquart &
Sorensen, 2007).

Also emphasized is the importance of a caregiver’s self-esteem and view
of their role as a caregiver. Research has demonstrated that a higher level of
self-esteem has been attributed to combating symptoms of depression and
anxiety that are prevalent in the caregiving community (Aggar, 2011). Studies
further contend that how an individual chooses to address their stress and well-
being effects the individual’s capability to meet their own needs. If an individual is
able to successfully control the facets of their own environment and build their
self-esteem, the adverse effects on caregiving may be combated. However, due
to factors including loss of job, social support, and increased social isolation, a

caregiver’s self-esteem is put at risk.



Studies Focused on Caregiver Burnout

The first study on non-professional caregiver burnout took place in 1986,
examining spouses who were caring for a partner with a long-term disabling
condition (Ekberg, Griffith & Foxall, 1986; Gerain & Zech, 2018). Since then,
studies have evolved to recognize the various relationships that caregivers can
have with the care recipient, with the term informal caregiver frequently applied to
the individual providing care. Overwhelmingly, these studies highlight the
negative consequences caregivers experience, such as deteriorated physical
health, higher levels of stress and increased likelihood of mental health problems
(Lee & Singh, 2010; Ozkan Tuncay & Kars Fertelli, 2019). Understandably, this
has led researchers to attempt to identify risk factors for these negative
outcomes. Frequent risk factors reported include being of female sex, higher
number of hours spent with the care recipient, and lower levels of education
(Adelman et al., 2014).

Although caregiving is widely accepted as a threat to an individual’s
overall health and well-being, some researchers dispute the magnitude of the
proposed negative outcomes as well as the causes of such outcomes (Brown &
Brown, 2014; Lopez, Lopez-Arrieta & Crespo, 2005). Brown and Brown (2014)
examined recent research and proposed that negative associations of the
caregiver role are prominent because, often times, studies simply do not take into
consideration positive results of caregiving. This may be, in part, due to the lack

of a clear construct of a positive caregiving experience (Lopez, Lopez-Arrieta &
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Crespo, 2005). In addition, findings can be limited in the ability to demonstrate
cause and effect because differences between caregivers and non-caregivers
frequently exist prior to entering the caregiver role. For example, in several
studies Brown and Brown (2014) found that those who would go on to become
caregivers were already significantly older, had higher levels of depression and
were in poorer self-reported physical health than those who would remain
continuous non-caregivers. The external validity of caregiver research is also in
guestion, as studies commonly include only those caring for recipients with the
same diagnosis, rather than varied or even multiple health problems (Adelman et
al., 2014).

The two models primarily utilized throughout the research to discuss
caregiver burnout are the Stress Model and the Job Demands-Resources Model.
The Stress Model was developed early on to describe how the background &
demographics of a caregiver influence the coping skills used in response to
various stressors involved in caregiving (Pearlin, Mullan, Semple & Skaff, 1990).
When employed in research, however, adjustments to the model are often
included to improve external validity (Gerain & Zech 2018). This is due to the fact
that the original model was designed based on studies of specifically spousal
caregivers of individuals with Alzheimer’s disease who were primarily Anglo
American. This narrow consideration and the resulting variations in use have
created inconsistent findings.

The physical and time demands of caregiving often mirror those of a

standard occupation, resulting in adoption of an occupational model of burnout,
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The Job Demands-Resources Model (JD-R) (Gerain & Zech, 2018). This model
conceptualizes burnout as an imbalance between the demands of a position and
the resources available to an individual to meet those demands. This viewpoint
has led to increased recognition of need for specific resources for the caregiver.
An example of this type of caregiver resource includes recommendation for
professional consultation with the care recipient’s physician, where the caregiver
can be educated on the diagnoses of the recipient as well as expected
progression (Adelman et al., 2014; Ozkan Tuncay & Kars Fertelli, 2019). The
focus of JD-R and burnout has primarily been on outside interventions up until
this point, but there is evidence that the caregiver’s personal resources should be

considered (Searle & Lee, 2015).

Theories Guiding Conceptualization

Fredrickson (2001) described the role that positive emotions play in
achieving resiliency and overall well-being in the Broaden-and-Build Theory of
Positive Emotions. Positive affect within an individual leads to higher levels of
activity and engagement with one’s environment, which leads to a wider range of
experiences. Adaptation is increased as people become familiar with new
objects, people, and situations. An important distinction between negative
emotions and positive emotions is that negative emotions tend to lead to specific
actions (Fredrickson, 2001). For example, fear triggers an individual to flee or
retreat. Positive emotions have not shown to hold such specific reactions, but
instead have a wider thought-action repertoire. Positive emotions increase

cognition and are associated with openness, creativity, and efficiency, making
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them more valuable to an individual socially, intellectually and psychologically
(Fredrickson, 2001; Fredrickson & Joiner, 2002).

The Broaden-and-Build Theory posits that the intrinsic value of positive
emotions makes them more durable and enables the positive emotions to act as
an antidote to the effects of negative emotions (Fredrickson, 2001). Positive
emotions can facilitate a person in finding meaning even in the face of adversity,
ultimately increasing resiliency. Labeled as an upward spiral, this psychological
broadening continues to build as initial positive emotions lead to increased
meaning and resiliency, which in turn leads to additional positive emotions
(Fredrickson & Joiner 2002). The Broaden-and-Build Theory will be used to
examine whether positive affect of caregivers can be useful in mitigating common

risk factors of caregiver burnout.

Summary

As recognition of caregiver burnout has grown, so has the amount of
research exploring this topic. There is still plenty to uncover, however, as this is
an issue that has only recently started to garner significant attention (Ekberg,
Griffith & Foxall, 1986; Gerain & Zech, 2018). This is due, in part, to the modern
approach to caregiving and the individuals who now primarily fulfill this role
(Coward, Cutler & Mullens,1990). The chief focus within the research has been
on identifying and measuring the negative consequences of caregiving, but a
consensus has still not been achieved (Brown & Brown, 2014; Lopez, Lopez-
Arrieta & Crespo, 2005). Moving forward, JD-R appears to be a useful model

through which caregiver’s can use personal resources to meet the demands that
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come with this responsibility. In conjunction with the Broaden-and-Build Theory of
Positive Emotions, this study examined whether a positive affect can be a

serviceable resource.

13



CHAPTER THREE

METHODS

Introduction

Throughout this chapter, detailed information will be provided that will
outline the research process. This will include a description of the design of the
study, with consideration of the strengths and limitations. The sampling
population will then be discussed from which the data will be collected. To further
contextualize the data, the independent variables, dependent variables, and
instruments relied upon throughout the research process to measure the
variables will be presented. This will be followed by the procedures used to
obtain this data, with documentation of the necessary measures to protect the
human subjects involved. A summary of the statistical data analysis performed

will conclude this chapter.

Study Design

The purpose of this study was to further explore interventions for caregiver
burnout. There is a foundation of literature documenting causes and
manifestations of burnout, but there is an evident need to expand on services
and tools that can be used when working with this population. This study utilized
a survey to gather data regarding demographic information, descriptive
characteristics of the caregiving relationship, personal affect and levels of
burnout directly from current caregivers. The survey was produced in electronic

format with use of the Qualtrics program and made available to participants
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online. As this study consisted of a single observation of the participants, the
research design utilized was a cross-sectional survey.

A strength of the design of this study was the ability to maintain anonymity
amongst the participants. This was conducive to gathering reliable responses
that were less susceptible to response bias. In addition, a survey was an efficient
manner to gather the considerable sample size needed to observe any
meaningful relationship between sociodemographic and caregiver circumstances
and resulting personal affect and burnout. Lastly, the digital version of the survey
utilized technology that was beneficial to collecting and organizing the
considerable amount of data for analysis.

Limitations of this study were found in the time constraints. Due to these
constraints, a cross-sectional survey was implemented that revealed limited
descriptive data which will need to be expanded in the future. Without a
longitudinal study consisting of multiple observations, there was also no
opportunity to demonstrate a cause and effect relationship. The survey was also
only completed by caregivers with availability and access to internet. Of
important note, caregivers in the most demanding of circumstances may have
been unable to be reached for participation. Lastly, the results are limited in
generalizability as respondents were primarily English-speaking residents of the

Inland Empire.

Sampling
This study utilized non-random sampling of caregivers primarily in the

County of San Bernardino, who either have direct ties to a local caregiver
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resource agency or individuals who are members of online caregiver forums.
Approval was requested from management at the local caregiver resource
agency to share a link to the survey with current caregivers by mass email. In
addition, researchers were permitted to attend online caregiver support groups of
the agency to promote participation in the study. Convenience sampling was
relied upon as well, as researchers also posted links to the survey on online
caregiver forums to raise awareness of the ongoing research. The study
consisted solely of an electronic survey with a sample of 135 participants. In
addition to convenience and availability sampling, researchers utilized snowball
sampling by encouraging participants to share the online link to the survey with

additional known caregivers.

Data Collection and Instruments

The survey (Appendix A) first established quantitative data regarding each
caregiver’'s demographic and circumstantial risk factors, which include longer
lengths of time spent in the caregiver role, as well as lower educational
attainment and lower levels of income. Quantitative data was also collected
regarding participants’ level of burnout and personal affect. The relationship of
interest within this study was the caregiver’s risk factors for burnout on the
resulting affect and levels of burnout. For these purposes, the independent
variables consisted of sociodemographic and circumstantial risk factors, while the
dependent variables were personal affect and level of burnout.

The most commonly used scale for measuring affect for research

purposes, and the one implemented within the survey, is the Negative and
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Positive Affect Scale (NAPAS) (Joshanloo, 2017). The NAPAS measures general
affect occurring within the past 30 days. The NAPAS consist of 12 questions,
with six questions per subscale. Using a Likert scale, questions 1-6 measured
negative affect whereas questions 7-12 measured positive affect. The Likert
scale ranges from 1 (none of the time) to 5 (all of the time). A participant’s
responses were totaled on the Likert scale for questions 1-6 and 7-12 separately.
Per the scale, if an individual had a higher score for questions 1-6 in comparison
to questions 7-12, the individual was identified to be presenting with a negative
affect. Inversely, if the scores for 7-12 were higher than that of 1-6, the individual
was presenting with a positive affect. The scale has been proven to be both a
valid and reliable tool of measurement. The scale has been found to have strong
criterion validity (a=.87) for positive affect and («=.91) for negative affect. The
scale has also yielded a strong internal consistency reliability with a Cronbach’s
alpha of 0.84 for positive affect and 0.91 for negative affect (Joshanloo, 2017).

The scale most frequently utilized to operationalize burnout throughout the
caregiver literature is the 22-item Zarit Burden Interview (ZBI) (Bedard et al.,
2001; Zarit, Orr & Zarit, 1985). In an effort to minimize the number of questions
required of the scale for research purposes, Bedard et al. (2001) developed a
shorter 12-item version, which was adopted within the survey. This shortened
version consists of 12 questions aimed at identifying an individual’s frequency of
negative associations with the caregiver role, utilizing a Likert scale ranging from
0 (never) to 4 (nearly always). A cumulative score of 17 or higher indicates

significant burnout. For the sake of uniformity, this study maintained the NAPAS
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Likert scale of 1 (none of the time) to 5 (all of the time), which then required a
score of 29 or higher to qualify as significant burnout. The researchers were
confident in employing this shortened version, as it has been found to have both
strong internal consistency reliability, with a Cronbach’s alpha of 0.88, as well as
concurrent validity, with an alpha varying between 0.92 and 0.97 (Bedard et al.,

2001).

Procedures

With use of the Qualtrics program, the survey was designed and
administered electronically in both English and Spanish. In order to inform the
target population of the study, the caregiver resource agency facilitated mass
distribution of links to both the English and Spanish versions of the survey
through email to all associated current caregivers. Researchers were also
granted brief access to online caregiver support groups held by the caregiver
resource agency in order to encourage participation. Lastly, links to both surveys
were posted to various online caregiver support groups along with a brief
description of the ongoing research. Resulting data was securely stored and
accessible only by the researchers involved. The researchers gathered

responses to the survey from September 2020 to December 2020.

Protection of Human Subjects

Anonymity of all participants was maintained throughout the research
process, as no identifying information was collected within the survey. This

helped ensure integrity in regards to confidentiality. Prior to completion of the
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survey, all participants read and agreed to an informed consent form (Appendix
B), documenting their agreement and willingness to participate. The informed
consent form was also designed to prevent any minors from participating in the
research process. Data gathered throughout the process was stored within the
Quialtrics program and accessible only by logins held by the involved
researchers. After one year following the completion of the research process, all

data will be deleted from the USB drive and Qualtrics program.

Data Analysis

Sociodemographic information provided descriptive and inferential
statistics that allowed the researchers to observe the demographic and
circumstantial make-up of the sample population as well as better understand
which demographic factors are predictors of burnout. These demographic and
circumstantial risk factors acted as independent variables, with affect and level of
burnout as the dependent variables. A one-way between groups ANOVA was
conducted to examine how demographic and descriptive characteristics of the
caregiving role impact personal affect and level of burnout. An independent
samples t-test was also utilized to explore how use of informal and formal
resources influence personal affect and level of burnout. Lastly, a Pearson
correlation coefficient was obtained to determine how closely positive and

negative affect align with levels of burnout.
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Summary

A survey was produced that allowed for collection of vital
sociodemographic information as well as operationalization of burnout, with use
of a shortened version of the ZBI, and personal affect, through the widely trusted
NAPAS. This survey was distributed to caregivers associated with a local
caregiver resource agency and members of online forums through convenience
and snowball sampling methods. After obtaining a significant sample size, a one-
way between groups ANOVA and independent samples t-test were conducted to
observe the impact of sociodemographic and circumstantial factors on resulting
affect and levels of burnout. A correlation analysis was also utilized to observe

the relationship between affect and level of burnout.
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CHAPTER FOUR

RESULTS

Introduction

This chapter will begin by presenting the sociodemographic characteristics
of those who responded to the survey. This will depict the diversity of participants
in terms of age, gender, marital status, race, level of education, and income. In
addition, a descriptive analysis of the sample will examine the number of
individuals each respondent provides care for, the type of impairment requiring
care, consecutive years spent as a caregiver, hours per week spent in the
caregiving role, and whether or not participants receive assistance through any
type of outside informal or formal resource. A statistical analysis of the sample
will then be provided to determine if there is a relationship between any aspects

of the caregiver and resulting affect or level of burnout.

Sociodemographic Characteristics

Table 1 provides the ages and self-identified genders of respondents.
From this table, it is evident that the sample primarily consisted of older
individuals, with 43.8% (n=46) of respondents aged 65 years or older. The mean
age was 63 years (SD= 12.75), with a range from 21-83 years old. In addition,

respondents were also primarily female, with 79.5% (n= 93) identifying as such.
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Table 1
Sociodemographic Characteristics of the Sample: Age and Gender

n %
Age
18-24 2 1.9
25-34 4 3.8
35-44 4 3.8
45-54 14 13.4
55-64 35 33.3
65 and older 46 43.8
Gender
Female 93 79.5
Male 24 20.5

Table 2 presents the breakdown of the sample by ethnicity. Anglo
Americans were the most represented ethnicity within the sample at 31.9% (n=
37), followed by Latinos at 30.2% (n= 35). Asian/Pacific Islander at 6% (n=7)

and Native Americans at .9% (n=1) were the least represented groups.

Table 2
Sociodemographic Characteristics of the Sample: Ethnicity

n %
African American 15 12.9
Latino 35 30.2
Anglo American 37 31.9
Asian/Pacific Islander 7 6.0
Native American 1 .9
Other 21 18.1

Table 3 displays the marital status of the sample, along with the highest
level of education attained and annual household income. The majority of the

sample were currently married, with 71.6% (n= 83) indicating so. Only 9.5% (n=
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11) of respondents reported as having never wed. When examining education
level attainment, 40.2% (n= 47) had attended at least some college, while 21.4%
(n= 25) had graduated college and 22.2% (n= 26) had gone on to graduate or
professional school. Annual household income level was the final
sociodemographic factor recorded. Within the sample, the highest represented
income was between $25,000 and $49,999 at 46.9% (n= 53). Only 12.4% (n= 14)
of respondents reported a household income greater than $100,000 per year,

while 9.7% (n= 11) reported a household income of less than $25,000.

Table 3
Sociodemographic Characteristics of the Sample: Marital Status, Education, and
Income

n %
Marital Status
Never Married 11 9.5
Married 83 71.6
Divorced/Widowed 18 15.5
Cohabitating 4 3.4
Highest Level of Education
Less Than High School 1 9
High School Graduate 18 15.4
Some College a7 40.2
College Graduate 25 21.4
Graduate/Professional School 26 22.2
Income
$0-$19,999 11 9.7
$20,000-$49,999 53 46.9
$50,000-$74,999 27 23.9
$75,000-$99,999 8 7.1
$100,000+ 14 12.4
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Descriptive Analysis

Table 4 provides the number of individuals that respondents were
currently providing care for, along with the types of impairments. The vast
majority were providing care to only one individual, with 82.1% (n= 96) indicating
s0. Most respondents also reported that care was being provided to individuals

with both a physical and cognitive impairment at 64% (n= 73).

Table 4
Descriptive Characteristics of the Sample: Number of Individuals Providing Care
For and Type of Impairment

n %

Number of Individuals

1 Individual 96 82.1
2 Individuals 15 12.8
3 Individuals+ 6 5.1
Type of Impairment

Physical Impairment 17 14.9
Cognitive Impairment 24 21.1
Both Physical and Cognitive 73 64.0

Table 5 presents the sample in terms of consecutive years spent as a
caregiver and the number of hours per day spent on caregiving duties. Most
respondents were relatively new to caregiving, as 55.8% (n= 58) indicated from
less than one year to five years of experience. Only 21.2% (n= 22) had spent
more than 10 years as a caregiver, with 13.5% (n= 14) having between 11 and
15 years of experience and 7.7% (n= 8) indicating more than 16 years of
experience. The mean was 7.13 years spent as a caregiver. Daily time spent on

caregiving duties was varied within the sample, with 33.3% (n= 32) providing less
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than one hour to five hours of care, 24% (n= 23) providing between six and
eleven hours of care, and 20.8% (n= 20) providing between 12 and 23 hours of
care. There were 21.9% (n= 21) of respondents who indicated providing care 24

hours per day.

Table 5
Descriptive Characteristics of the Sample: Consecutive Years as Caregiver and
Hours Per Day Providing Care

n %
Consecutive Years as Caregiver
>1-5 years 58 55.8
6-10 years 24 23
11-15 years 14 135
16+ years 8 7.7
Hour Per Day Providing Care
>1-5 hours 32 33.3
6-11 hours 23 24
12-23 hours 20 20.8
24 hours 21 21.9

Table 6 reveals the use of informal and formal resources within the
sample. Informal resources, such as the help of another family member, friend,
or neighbor, was reported to be used by 29.9% (n= 35) of respondents. The use
of formal resources, such as respite services or assistance from a paid chore

worker, was reported to be used by 23.7 % of respondents (n= 28).
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Table 6
Descriptive Characteristics of the Sample: Use of Informal and Formal Resources

n %
Use of Informal Resources
Yes 35 29.9
No 82 70.1
Use of Formal Resources
Yes 28 23.7
No 90 76.3

Statistical Analysis

A one-way between-groups ANOVA was conducted to explore the impact
of a variety of sociodemographic and descriptive characteristics on level of
burnout, as measured by scores on the shortened version of the ZBI. There was
not a significant difference in level of burnout based on ethnicity F(2, 84)= 1.89,
p=.16. Only African American, Anglo American and Latino were included as
there were not enough respondents in other categories. There was also not a
significant difference in level of burnout based on marital status F(3, 111)= 1.37,
p= .26, income F(4, 111)= 1.46, p= .22, number of individuals providing care for
F(2, 113)= .55, p= .58, or type of impairment F(2, 110)= 2.09, p=.13.

A one-way between groups ANOVA was also conducted to examine
whether these same characteristics had any impact on affect, as measured by
the NAPAS. There was a significant difference in affect based on ethnicity F(2,
83)=8.04, p= .001. There was not a significant difference found in affect and
marital status F(3, 111)=1.99, p= .12, income F(4, 107)= 1.95, p= .11, number of
individuals being cared for F(2, 113)= 3.04, p=.052, or type of impairment F(2,
110)= .5, p= .61.
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In order to compare level of burnout and affect across gender, as well as
those who do and do not utilize informal or formal resources, an independent
samples t-test was conducted. There was no significant difference found in level
of burnout for females (M= 18.75, SD= 10.24) and males (M= 16.33, SD= 9.03;
t(114)=-1.05, p= .29, two-tailed). There was also no significant difference found
in affect for females (M= 30.24, SD= 4.01) and males (M= 28.92, SD= 9.03;
t(114)=-1.89, p= .13, two-tailed). There was no significant difference in level of
burnout for those who received assistance from an informal resource (SD= 17.6,
SD= 10.67) and those who did not (M= 18.38, SD= 9.74; t(114)= -.386, p= .7,
two-tailed). There was also not a significant difference in affect for those who
received assistance from an informal resource (M= 29.74, SD= 3.94) and those
who did not (M= 30, SD= 3.78; t(114)= -.33, p= .74, two-tailed). Lastly, there was
no significant difference in level of burnout for those who received assistance
through a formal resource (M= 20.48, SD= 10.88) and those who did not (M=
17.53, SD=9.65; t(115)= 1.35, p= .18, two-tailed). There was also no significant
difference in affect for those who received assistance from a formal resource (M=
30.41, SD= 4.35) and those who did not (M= 29.8, SD= 3.64; t(115)= .73, p= .47,
two-tailed).

A correlation analysis was used to explore the relationship between the
number of consecutive years spent as a caregiver and resulting affect and level
of burnout. This was also used to investigate the relationship between number of
daily hours spent performing caregiving duties and resulting affect and level of

burnout. A Pearson correlation coefficient found no significant relationship
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between number of years spent as a caregiver and affect, r= -.15, n= 104, p=.14.
A Pearson correlation coefficient also found no significant relationship between
number of years spent as a caregiver and level of burnout, r= .12, n= 103, p=.22.
A Pearson correlation coefficient found no significant relationship between the
number of daily hours spent performing caregiving duties and affect, r= -.14, n=
95, p=.18. A Pearson correlation coefficient also found no significant relationship
between the number of daily hours spent performing caregiving duties and level
of burnout, r= .14, n= 95, p=.18.

A correlation analysis was also utilized to examine the relationship
between respondents’ affect and level of burnout, and these findings are
presented in Table 7. A Pearson correlation coefficient found no significant
relationship between overall affect and level of burnout, r= .02, n= 116, p=.8.
Interestingly, however, a Pearson correlation coefficient did find a significant
relationship between scores on the positive subscale of the NAPAS and level of
burnout, r=-.63, n= 116, p=.00. A Pearson correlation coefficient also found a
significant relationship between scores on the negative subscale of the NAPAS
and level of burnout, r= .7, n= 116, p=.00. This indicates that the more intensely
a respondent identified with perceived positive aspects of the caregiving role, the
lower the level of burnout was likely to be, and the more intensely the respondent
identified with negative perceived aspects of the caregiving role, the higher the

level of burnout was likely to be.
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Table 7
Pearson Correlation Coefficients for ZARIT, NAPAS, Positive NAPAS Subscale,

and Negative NAPAS Subscale

M SD 1 2 3 4
1. ZARIT 18.21 9.98
2. NAPAS 29.94 3.8 .02
3. Pos. NAPAS Subscale 16.45 5.15 -.63* 46*
4. Neg. NAPAS Subscale  13.49 4.78 T 3% -71*%

*p<.01
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CHAPTER FIVE

DISCUSSION

Introduction

This chapter will discuss the findings discovered through the study and its
implications to social work practice. The chapter will also discuss any limitations
that were present in this study and suggestions for future studies regarding
caregiver affect and burnout as well as the impact this data could have on

practice and policy.

Discussion

Literature highlights the increased risk of negative impact on caregiver
health as a result of caregiving. Literature has also identified several risk factors
that lead to negative experiences and deterioration in health for caregivers. Risk
factors emphasized throughout the literature are being of female sex, higher
number of hours spent with the care recipient, and lower levels of education
(Adelman et al., 2014). These risk factors were addressed throughout the study
within the portion of varying demographic questions.

The results of the study revealed no significant relationship between
overall reported affect and reported level of burnout, as well as no significant
impact on caregiver affect and reported level of burnout based on
sociodemographic factors or descriptive characteristics. With regards to
sociodemographic factors that were examined in accordance to reported level of

burnout, there were no significant differences found based on gender, ethnicity,
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marital status, or income. When examining these same factors with reported
caregiver affect, the data indicates that there was also no significant relationship
observed. In addition, no significant relationship was found between overall affect
or level of burnout based on descriptive characteristics, such as number of
individuals providing care for, type of impairment, years spent as a caregiver, or
number of daily hours performing caregiver duties.

The results, however, did demonstrate a significant relationship between
higher scores on the negative subscale of the NAPAS and increased levels of
reported burnout, along with higher scores on the positive NAPAS subscale and
decreased levels of reported burnout. What can be drawn from these findings are
that participants who reported a more positive affect and perception of their

caregiving role also reported lower levers of burnout.

Limitations

A number of limitations were present in the study. One of the limitations,
was the inability for the survey to encompass a diverse group of caregivers. The
study was primarily comprised of individuals who had ties with a local caregiver
resource agency in San Bernardino County and were already receiving a form of
formal or informal services through the agency. This may have had an impact
participant’s reported level of affect and burnout and these limitations could have
been addressed by having a more diverse group of caregivers, such as those
residing in neighboring counties of Los Angeles County and Riverside County.

An additional limitation present was the delivery method of the survey and

the lack of options to conduct the survey through different methods. The study
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was conducted solely online via email and a convenience sample was used. Only
individuals who had access to technology and had an active email with the local
caregiver resource agency were able to participate in the research. There was an
inability to reach clients who did not have an email account due to lack of in-
person gatherings per COVID-19 state and agency regulations. The lack of a
methodological procedure attributes to the lack of representation of the general
population and due the lack of non-probability sampling, there is the possibility of
biases as well as an increase likelihood of outliers (Etikan, Musa & Alkassim,
2016).

Another limitation was the lack of responses from Spanish speaking
caregivers in comparison to responses from English speaking caregivers. There
was a significantly low level of Spanish speaking responses which may be
attributed to the delivery of the survey or the number of individuals who receive
formal resources from the caregiver resource agency who speak the language.
There was an inability to present the research study in Spanish speaking online
caregiver support groups which could have increased the number of
respondents.

A final limitation to highlight is environment in which the study took place,
during the COVID19 pandemic. The role and time caregivers were available to
their loved ones may have shifted due to different stay at home orders that were
enforced at the time of the survey. Also due to the pandemic there was
limitations with promoting the survey with the local caregiver resource agency.

The survey could only be promoted at official caregiver support groups via zoom.

32



Implication for Social Work Policy and Practice

A method of reaching minorities and having an increase in minority
participation must be developed in order to account for the diversity of
caregivers. There is an overall lack of representation of minorities in research
studies and in data collection throughout the United States (Sheikh, 2005). There
is also a lack of community engagement and advocacy within the minority
populations. In order to reach a broader range of representation and develop a
greater scope of caregiver needs there must be more formal invitations and
recruitment for minorities to increase participation.

The findings indicate that it is worth continuing to investigate how
caregiver resources impact overall perceptions of the caregiver role and levels of
burnout. Harnessing the influence of positive affect may be a path to mitigating
burnout but will require further exploration. Social workers should continue to
advocate for access to services and advocate for policy that supports and grants
funding for caregiver resource centers. Increased psychoeducation for novice
informal caregivers is also necessary to facilitate preparedness and increase
self-perceived competence (Tabeleao, Tomasi & Avila Quevado, 2018). Further
research is needed, as the study was unable to confirm or eliminate factors that

were hypothesized to influence caregiver burnout and overall affect.

Conclusion

This study was conducted in order to observe risk factors of caregiver
burnout and explore possible solutions to mitigate the occurrence of burnout. The

study did not find a significant correlation between that of overall caregiver affect
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and burnout. The study also did not confirm which sociodemographic
characteristics most contribute to higher levels of reported burnout. Considering
the limitations and growth that this area of social work will experience, this is an

issue that deserves further attention.
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APPENDIX A

CAREGIVER SURVEY
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For the following questions, please provide or circle your response:

1. What is your current age?

years

2. What is your identified gender?

1. Male 2. Female 3. Decline to answer

3. What is your ethnicity?
1. African American 2. Latino 3. Anglo American

4. Asian/Pacific Islander 5. Native American 6. Other

4. What is your marital status?

1. Never married 2. Married 3. Divorced/Widowed 4. Cohabitating

5. What is your highest level of education achieved?
1. Less than high school 2. High school graduate 3. Some college

4. College graduate 5. Graduate or professional school

6. What is your annual household income?
1. $0-$19,999 2. $20,000-$49,999 3. $50,000-$74,999

4. $75,000-$99,999 5. $100,000+

7. How many individuals do you currently provide care for?

1. 1 individual 2. 2 individuals 3. 3 individuals
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8. For the individual(s) you provide care for, please select the type of impairment that
requires assistance.

1. Physical impairment- i.e., limited mobility, incontinence, limited use of
extremities

2. Cognitive impairment- i.e., developmental delay,
memory/orientation/judgment impairment

3. Both physical and cognitive impairments

9. Currently, how many consecutive years have you spent as a caregiver?

years

10. On average, how many hours per day do you spend assisting the individual(s) you
provide care for?

years

11. Do you receive respite or assistance in caring for your loved one through an informal
resource, such as a family member, friend or neighbor?

1. Yes 2. No

12. If yes, how many hours per week do you typically receive this type of assistance?

hours

13. Do you receive respite or assistance in caring for your loved one through a formal
resource, such as a paid chore worker or adult day program?

1. Yes 2.No
14. If yes, how many hours per week do you typically receive this type of assistance?

hours
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We would now like to ask a few questions about how you feel about yourself.
Please circle the appropriate response below.

For this section:

1 = None of the time
2 = A little of the time
3 = Some of the time
4 = Most of the time
5 = All the time

During the past 30 days, how much of the time do you feel....

1. so sad nothing could cheer you up? 1 2 3
2. nervous? 1 2 3
3. restless or fidgety? 1 2 3
4. hopeless? 1 2 3
5. that everything was an effort? 1 2 3
6. worthless? 1 2 3
7. cheerful? 1 2 3
8. In good spirits? 1 2 3
9. extremely happy? 1 2 3
10. calm and