
Received: 3 May 2022 - Accepted: 20 May 2023

DOI: 10.1002/gps.5945

R E S E A RCH AR T I C L E

A predictive model of carer resilience in dementia family
caregiving: A structural equation modelling approach

Phuong Leung1 | Martin Orrell2 | Lauren Yates3 | Vasiliki Orgeta1

1Division of Psychiatry, University College

London, London, UK

2Institute of Mental Health, University of

Nottingham, Nottingham, UK

3Department of Clinical, Educational and

Health Psychology at University College

London, London, UK

Correspondence

Phuong Leung, Division of Psychiatry,

University College London, 6th Floor, Maple

House, 149 Tottenham Court Road, London

W1T 7NF, UK.

Email: Phuong.leung@ucl.ac.uk

Funding information

National Institute for Health Research

Abstract

Objectives: This study aimed to investigate the mediating effects of quality of the

caregiving relationship and other carer and person with dementia variables in

predicting carer resilience over time.

Method: Carers of people with mild and moderate dementia in community settings

completed baseline (n = 176 dyads) and six‐month follow‐up assessments (n = 139

dyads). Causal mediation analysis was conducted using Pearson Correlation and

Structural Equation Modelling (SEM) to examine longitudinal predictors of carer

resilience, and the effect of several mediating person with dementia, and carer

factors on carer resilience over time.

Results: At 6‐month follow‐up, higher levels of carer resilience were longitudinally
correlated with higher ratings of perceived relationship quality by people with de-

mentia (r = 0.53 p ≤ 0.01), and lower levels of emotional distress symptoms by

carer's (r = −0.59 p ≤ 0.01). Mediation analyses showed that people with dementia

perspectives of the quality of the caregiving relationship mediated the relationship

between carer distress specific to neuropsychiatric symptoms (β = −0.32, p ≤ 0.001)

and carer resilience (β = 0.53, p ≤ 0.001) over time. The final SEM provided a good

fit for the data (X2 = 0.12, p = 0.72, CFI = 1.00, NFI = 0.99, and Root Mean Square

Error of Approximation = 0.001).

Conclusion: Higher ratings of perceived relationship quality by people with de-

mentia, and lower levels of carer emotional distress predicted higher carer resil-

ience at follow‐up. People with dementia perspectives of the quality of the

caregiving relationship mediated the relationship between carer distress specific to

neuropsychiatric symptoms and carer resilience over time. Our findings indicate

that interventions aimed at strengthening the caregiving relationship might have a

protective long‐term effect for carer resilience in dementia caregiving.
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Key points

� Better relationship quality as perceived by people with dementia predicted higher carer

resilience over time.

� Higher levels of neuropsychiatric symptoms experienced by people with dementia predicted

lower levels of carer resilience over time.

� Carer's who experienced higher emotional distress and distress specific to neuropsychiatric

symptoms reported lower levels of resilience over time.

� People with dementia perspectives of the quality of the caregiving relationship mediated

the longitudinal relationship between carer distress specific to neuropsychiatric symptoms

and carer resilience.

1 | INTRODUCTION

Most people with dementia live in the community supported by

family members, who provide many hours of informal care.1 Given

limited societal resources worldwide the amount of formal care is

unlikely to increase, therefore the care provided by families will

remain the most important source of care for people with dementia.1

As the condition progresses, people with dementia become more

dependent on their carers, which increases levels of carer burden and

can negatively influence the caregiving relationship.2 Influential

theoretical models of dementia caregiving such as the stress process

model proposed by Pearlin and colleagues3 posit that a wide range of

stressors influence carer outcomes. Primary stressors such as levels

of cognitive impairment, functional dependency, and neuropsychi-

atric symptoms experienced by people with dementia are strong

predictors of carer burden over time.4 On the other hand, secondary

stressors such as role strains are more likely to influence interper-

sonal factors such as the quality of the caregiving relationship.2,5

1.1 | Carer resilience

In recent years there has been a shift in caregiving research towards

exploring protective factors of carers' mental health, such as the use

of positive psychological resources.6 Growing evidence suggests that

positive adaptations assist carers to thrive despite the challenges of

providing care.7 For example, carers often develop specific coping

strategies that enhance their resilience and psychological adjustment

to the caregiving role,8 indicating that positive adaptations are key in

understanding caregiving experiences.9 A recent systematic review

examining the key factors influencing resilience in dementia care-

giving showed that carer resilience is best defined as a dynamic

process that allows carers to make positive adaptations and adjust-

ments, thereby reducing the negative effects of adverse situations.10

Despite however considerable empirical work in the area11,12

definitions of resilience can vary widely depending on the different

disciplinary perspectives adopted.13 Research in the 1980s for

example, conceptualised resilience as a relatively stable personality

trait (‘trait resilience’) assessed by self‐report questionnaires (e.g.,

RS‐2514) with more recent conceptualisations viewing resilience as

an outcome and a process, whereby resilience is best understood as a

multi‐faceted construct incorporating both psychosocial and physi-

ological responses.10,15,16

Carer resilience therefore often involves the dynamic interaction

of multiple protective and risk factors that change over time.17

Protective factors that may maintain carer resilience include good

physical health and access to social support,10 which may in turn

reduce the effect of risk factors such as the presence of cognitive

decline, or neuropsychiatric symptoms.18,19 Other protective factors

include positive interpersonal interactions and mutual understanding

in the caregiving relationship which can reduce role strain.20 Un-

derstanding therefore which interpersonal factors influence carer

resilience over time is key in understanding caregiving experiences

and informing the development of future interventions.

The quality of the caregiving relationship is an important

interpersonal variable that can affect carer outcomes, by influencing

communication and reciprocity in every‐day interactions.2 The

binding ties theory posits that the quality of the caregiving rela-

tionship can act as a mediator between cognitive and psychosocial

outcomes and carer well‐being.21 In line with this theory, studies

have shown that relationship closeness accounts for most of the

variance in the relationship between caregiver burden and carer

resilience.10,21,22 However, most of the research conducted to date

examining the effect of relationship closeness on carer outcomes

remains cross‐sectional, with currently no studies examining how

the caregiving relationship may influence carer resilience over

time.9,11

The primary aim of this study therefore was to employ a longi-

tudinal design in order to identify which person with dementia

(presence of neuropsychiatric symptoms, and cognitive decline) or

carer (emotional distress, physical health) factors predict carer

resilience. Our secondary aim was to investigate the effects of the

quality of caregiving relationship between person with dementia and

carer variables and carer resilience over time. Based on previous

research and theory, we hypothesised that both people with de-

mentia and carer factors will be significant predictors of carer resil-

ience over time and that higher perceived relationship quality will be

longitudinally correlated with higher levels of carer resilience.
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2 | METHOD

2.1 | Study design

The individual Cognitive Stimulation Therapy (iCST) multi‐centre trial
recruited a total of 360 dyads of people with dementia and their

carers via community mental health teams and memory clinics in

England and Wales. All care recipients had a diagnosis of mild or

moderate dementia with Mini Mental State Examination (MMSE)23

scores ≥10, based on Diagnostic and Statistical Manual of Mental

Health Disorder criteria,24 and lived in their own home.25 A longi-

tudinal causal mediation analysis was conducted using Pearson

Correlation at two‐time points; baseline and 6‐month follow up. We

used structural equation modelling (SEM) to examine predictors of

carer resilience and the effect of several mediating person with de-

mentia and carer factors on carer resilience over time (6‐month
follow up). In this longitudinal investigation we only included data of

people with dementia and carer's randomised in the treatment as

usual (TAU) group to ensure any effects observed were not related to

the intervention.

2.2 | Assessment measures

Assessments were conducted at baseline and 6 months.

Outcome measures for people with dementia:

1) Cognition measured by the Alzheimer's Disease Assessment Scale

– Cognitive Subscale (ADAS‐Cog): consisting of 11 tasks assessing
memory, language, praxis, attention, and other cognitive abilities.

Higher scores indicate greater severity of cognitive function.26

The ADAS‐Cog scale showed excellent internal consistency

(Cronbachα ≥0.95).
2) Depressive symptoms measured via self‐report by the 15‐item

Geriatric Depression Scale (GDS‐15), with higher scores indi-

cating greater severity of depressive symptoms.27 The GDS‐15
scale had good internal consistency (α ≥ 0.81).

3) Quality of Life (QoL) measured via self‐report by the QoL Alz-

heimer Disease Scale (QoL‐AD): rating a variety of life domains,
including the patient's physical health, mood, relationships, ac-

tivities, and ability to complete tasks.28 The QoL‐AD scale had

good internal consistency (α ≥ 0.81).

4) Neuropsychiatric symptoms assessed with the Neuropsychiatric

Inventory (NPI) measuring 12 behavioural domains, with higher

scores indicating greater severity of behavioural symptoms.29

This proxy measure of ratings of NPI demonstrated good internal

consistency (α ≥ 0.77).

5) Quality of the caregiving relationship measured via self‐report by
the Quality of Caregiver–Patient Relationship (QCPR),

comprising of two separate sub‐scales: warmth and absence of

conflict and criticism. Higher scores reflect better quality of the

caregiving relationship.30 The QCPR scale showed excellent in-

ternal consistency (α ≥ 0.88).

Outcome measures for carers:

1) Emotional distress assessed by the Hospital Anxiety and

Depression Scale (HADS) with higher scores indicating greater

severity of depression and anxiety symptoms.31 The HADS scale

showed very strong internal consistency (α ≥ 0.88).

2) Carer distress specific to neuropsychiatric symptoms assessed by

the NPI caregiver distress subscale. Higher scores indicate

greater levels of distress.29 The carer NPI distress scale had good

internal consistency (α ≥ 0.74).

3) Health‐related Quality of life and health status measured using

the three‐level response version of the European Quality of Life‐5
Dimensions (EQ‐5D) and health status EQ5D Visual analogue

Scale (VAS) with higher values indicating better quality of life and

health status.32 The EQ‐5D scales had good internal consistency

(α ≥ 0.72).

4) Resilience assessed by the Resilience Scale–14 (RS–14) with

higher scores reflecting higher levels of resilience.33 The resil-

ience scale showed excellent internal consistency (α ≥ 0.92).

5) Quality of the caregiving relationship measured by the QCPR.30

The QCPR scale showed very strong internal consistency

(α ≥ 0.89).

2.3 | Statistical analysis

Descriptive statistics for person with dementia and carer factors

were computed using SPSS v27, and Pearson correlation matrices

were used to measure the association between study variables.

Person with dementia specific independent variables included

cognition (ADAS‐Cog), depressive symptoms (GDS‐15), neuropsy-
chiatric symptoms (NPI), quality of life (QoL‐AD), and ratings of the
caregiving relationship quality (QCPR). Carer specific independent

variables were emotional distress (HADS), carer distress specific to

neuropsychiatric symptoms (NPI), health‐related quality of life (EQ‐
5D), health status (EQ5D‐VAS), and ratings of the caregiving rela-

tionship (QCPR).

We used structural equation modelling (SEM)34 to test several

hypotheses on the factors increasing or decreasing carer resilience

over time,3,26 and the Analysis of a Moment Structures (AMOS)

statistical programme version 22.00 to test for mediation effects

between the different study variables and carer resilience. In SEM,

hypothesised models are evaluated for goodness of fit, whereby a

good model presents with a nonsignificant chi‐square. In order to

assess the goodness of fit of our models we used the root means

square error (RMSEA),35,36 with RMSEA ≤0.05 referring to a good

fit to the model; normal fit index (NFI) ≥0.90 and comparative fit

index (CFI) ≥0.90.36 We employed comparisons of nested models to

achieve a good‐fitting model.37 Missing data were imputed only

once given the small number of missing values in the baseline

dataset. For the 6‐month follow up scores, repeated multiple im-

putations were performed, and results were pooled for each

outcome.38
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3 | RESULTS

A total of 356 caregiving dyads were recruited and 273 completed

the trial at 6‐month follow up. A total of 176 people with dementia

and their carer's in the TAU group participated in this study at

baseline, with 139 dyads completing the 6‐month follow up. Mean

age for care recipients was 78.02 (SD = 7.70), of which 82/176 (46%)

were female. Mean age of carer's was 65.52 (SD = 13.18), with the

majority being female (126/176; 72%). People with dementia had a

mean MMSE score of 21.33 (SD = 4.12) at baseline, with the most

common diagnosis being that of Alzheimer's Disease (AD) (64%),

followed by vascular dementia (11%). Descriptive statistics of the

sample are presented in Table 1.

3.1 | Correlations between carer resilience, person
with dementia and carer variables

3.1.1 | Baseline

At baseline, there were no significant correlations between carer

resilience and either care recipient age (t = 1.15, p ≤ 0.25), carer

age (t = 0.46, p ≤ 0.65), person with dementia gender or carer

gender (t = 0.32, p ≤ 0.75; t = −0.26, p = ≤0.78). A statistically

significant positive correlations were found between carer resil-

ience and the quality of the caregiving relationship from people

with dementia perspectives (QCPR, r = 0.41 p ≤ 0.01) and people

with dementia QoL (QoL–AD r = 0.15, p ≤ 0.05). Higher levels of

depressive symptoms in people with dementia were correlated

with lower carer resilience (GDS r = −0.17 p ≤ 0.05). We found

no significant correlations between carer resilience and people

with dementia cognition levels and neuropsychiatric symptoms

(Table 2).

Higher levels of carer resilience however were correlated with

lower carer emotional distress (HADS; r = −0.46 p ≤ 0.01), and higher

ratings of carer health‐related QoL and overall health status (EQ5D;
r = 0.23 p ≤ 0.01 and EQ5D VAS r = 0.25 p ≤ 0.01). There were no

correlations between carer resilience and carer distress specific to

neuropsychiatric symptoms and the quality of the caregiving rela-

tionship from carers perspectives (Table 3).

3.1.2 | 6‐month follow‐up

At 6‐month follow‐up higher levels of carer resilience were longitu-
dinally correlated with higher ratings of perceived relationship

quality by people with dementia (QCPR; r = 0.53 p ≤ 0.01).

Higher levels of neuropsychiatric symptoms (NPI symptoms

r = −0.20 p ≤ 0.05) and depressive symptoms (GDS15 r = −0.20, p ≤
0.05) experienced by people with dementia were correlated with

lower levels of carer resilience. Higher ratings of QoL were corre-

lated with higher carer resilience (QoL‐AD r = 0.14 p = ≤0.05). No
significant correlation was found between carer resilience and people

with dementia cognition (Table 2).

Carer perspectives of better relationship quality predicted higher

carer resilience over time (QCPR r = 0.20, p = ≤0.01). Similarly to
baseline data higher carer resilience was significantly correlated with

better health‐related quality of life and overall health status in carers
(EQ5D r= 0.21 p≤ 0.01 and EQ5DVAS r= 0.20 p≤ 0.01). Lower levels

of carer resilience were correlated with higher emotional distress

(HADs total, r = −0.59, p ≤ 0.01), and higher carer distress specific to

neuropsychiatric symptoms (NPI‐distress, r= −0.20,p=0.01) (Table3).

TAB L E 1 Baseline characteristics of
people with dementia and their carers.

Characteristic

People with dementia Carers

Mean [SD] Mean [SD]

Total n/N (%) Total n/N (%)

Age 78.02 [7.70] 65.52 [13.18]

Gender

Female 82/176 (46) 126/176 (72)

Male 94/176 (54) 50/176 (28)

Ethnicity

White 167/176 (95) 165/176 (94)

Marital status

Married/cohabiting/civil partnership 127/176 (72) 148/176 (84)

Living situation

Living with spouse/partner and other family/other 127/176 (72) 143/176 (81)

Highest level of education

School leaver (14–18 years of age) 110/176 (62.5) 103/176 (59)

Mini Mental State Examination 21.33 [4.12]

Abbreviations: (%), percentage; .n/N, numbers/Number; SD, standard deviation.
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3.2 | Structural equation modelling

SEM was conducted using the 6‐month follow‐up data which

included a pathway of Model A comprising behaviour neuropsychi-

atric symptoms (NPI) experienced by people with dementia and their

depressive symptoms (GDS–15) as the independent variable. Person

with dementia and carer perspectives of the quality of caregiving

relationship as mediators, and carer resilience as the dependent

variable. Ratings of cognition (ADAS‐cog) for people with dementia

and QoL‐AD were excluded from this model, as these variables were

not significantly correlated with carer resilience or r ≤ �0.20. Ana-
lyses showed that Model A demonstrated a poor fit for the data with

X2 = 15.22, degrees of freedom (DoF) = 3 p = 0.002, NFI = 0.87,

CFI = 0.88 and RMSEA = 0.17 (Figure 1).

Model B included carer health‐related quality of life (EQ5D),

carer health status (EQ‐5D‐VAS), carer emotional distress (HADS),
and carer distress specific to neuropsychiatric symptoms (NPI) as

independent variables, person with dementia and carer perspectives

of the quality of the caregiving relationship as mediators, and carer

resilience as the dependent variable. Similarly, to Model A, Model B

also showed a poor fit for the data with X2 = 40.01, DoF = 5

p = 0.001, CFI = 0.87 and NFI = 0.87, and RMSEA = 0.23

(Figure 2).

Therefore, model C was developed by using a comparison of

nested models by removing non‐significant variables after model A
was nested with model B to achieve a good fit for the final model. The

‘reduced model’ C showed that ratings of perceived relationship

quality by the person with dementia mediated the relationship be-

tween carer distress specific to neuropsychiatric symptoms (NPI) and

carer resilience, resulting in a good fit for the data with X2 = 0.13,

DoF = 1, p = 0.72, CFI = 0.99 NFI = 1.00, and RMSEA = 0.001. At 6‐
month follow up, person with dementia perspectives of the quality of

the caregiving relationship had a direct effect on carer resilience

(β = 0.53, p ≤ 0.001) and appeared to mediate the effect of carer

distress specific to neuropsychiatric symptoms on carer resilience

(β = −0.32, p ≤ 0.001). (Figure 3).

TAB L E 2 Correlations of carer
resilience and people with dementia
cognitive and psychosocial variables at

baseline and 6‐month follow up.

People with dementia measures

Baseline 6‐month follow up

r Mean (SD) r Mean (SD)

RS‐14 1.00 83.63 (10.4) 1.00 81.83 (12.90)

QoL‐AD 0.15* 37.96 (6.04) 0.14* 37.71 (5.91)

ADAS‐Cog −0.08 19.79 (8.03) −0.02 20.39 (9.91)

NPI symptoms −0.09 10.99 (11.98) −0.20** 11.59 (12.80)

GDS‐15 −0.17* 3.16 (3.15) −0.20** 2.85 (2.67)

QCPR 0.41** 56.72 (8.73) 0.53** 55.55 (10.25)

Abbreviations: ADAS‐Cog, Alzheimer’s Disease Assessment Scale – Cognitive Subscale; GDS‐15,
Geriatric Depression Scale‐15; NPI, Neuropsychiatric Inventory symptoms; QCPR, Quality of
Caregiver–Patient Relationship; QoL‐AD, Quality of Life in Alzheimer’s Disease Scale; r, correlation;
RS‐14, Resilience Scale‐14; SD, standard deviation.
**Correlation is significant at the 0.01 level (2‐tailed), *Correlation is significant at the 0.05 level
(2‐tailed).

TAB L E 3 Correlations of carer

resilience and carer psychosocial
variables at baseline and 6‐month follow
up.

Carer measures

Baseline 6‐month follow up

r Mean (SD) r Mean (SD)

RS‐14 1.00 83.63 (10.40) 1.00 81.83 (12.90)

EQ5D 0.23** 0.81 (0.21) 0.21** 0.75 (0.25)

Health Status EQ5D VAS 0.25** 76.24 (19.28) 0.20** 76.58 (16.40)

HADS emotional distress −0.46** 10.02 (6.67) −0.59** 11.16 (7.59)

NPI carer distress −0.04 3.23 (2.59) −0.20** 3.25 (2.41)

QCPR 0.11 58.21 (6.63) 0.20** 57.76 (6.77)

Abbreviations: EQ‐5D, European Quality of Life 5 Dimensions; Health Status EQ5D VAS, EQ5D

Visual analogue Scale; HADS, Hospital Anxiety and Depression Scale Emotional distress; NPI,

Neuropsychiatric Inventory carer distress; QCPR, Quality of Caregiver–Patient Relationship; RS‐14,
Resilience Scale‐14; r, correlation; SD, standard deviation.
**Correlation is significant at the 0.01 level (2‐tailed), *Correlation is significant at the 0.05 level
(2‐tailed).
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F I GUR E 1 Carer resilience and people with dementia variables at 6‐month follow up (Model A). Chi‐square X2=15.22, DoF=3, p=0.002.
NFI=0.87, CFI=0.88, RMSEA=0.17.

F I GUR E 2 Carer resilience and carer variables at 6‐month follow up (Model B). X2 = 40.01, DoF = 5, p = 0.001. NFI = 0.87, CFI = 0.87,
RMSEA = 0.23.
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4 | DISCUSSION

The current study is one of the few longitudinal studies investigating

the relationship between carer resilience and the influence of specific

person with dementia and carer factors over time. Our results

showed that carer resilience is longitudinally correlated with better

person with dementia and carer outcomes, building further on its

positive role in the context of dementia caregiving.3 Higher levels of

carer resilience were longitudinally correlated with lower levels of

neuropsychiatric symptoms experienced by people with dementia

and higher ratings of their perspectives of the quality of the care-

giving relationship. These findings indicate that carer resilience was

influenced by people with dementia psychosocial variables.19 A

similar pattern of results was also observed for carer outcomes

whereby higher resilience reported by carers was predictive of better

health overall, and lower levels of emotional distress. These findings

therefore collectively highlight the important protective role of carer

resilience for both person with dementia and carer outcomes. Results

have also contributed towards our understanding of the effects of

specific person with dementia and carer factors on carer resilience

over time.

An original finding of our study was that ratings of perceived

quality of the caregiving relationship by people with dementia had a

direct longitudinal effect on carer resilience. Our results therefore

suggest that the development of carer resilience interventions may

play an important role in strengthening the caregiving relationship by

fostering for example, supportive relationships.19 Understanding

further how people with dementia perspectives of relationship

quality influences carer resilience would help facilitate the develop-

ment of more targeted interventions. A further important contribu-

tion of our study is the finding that as dementia progressed over

6 months, the correlations between person with dementia and carer

perspectives of the quality of the caregiving relationship and carer

resilience were strengthened, demonstrating that study design in-

fluences the relationship between carer resilience and person with

dementia and carer outcomes.

Consistent with existing theories of dementia caregiving,

neuropsychiatric symptoms, and carer distress specific to these

symptoms lowered carer resilience over time. These findings are

consistent with previous studies showing that carers who generally

experience higher emotional distress associated with caregiving

report lower levels of resilience.19 An important implication of our

findings is that supporting carers to manage these stressful symp-

toms, is likely to assist them with developing more resilient coping

skills which may decrease or prevent adverse outcomes long‐term.
Age, gender, and cognitionwere not longitudinally correlatedwith

carer resilience and, contrary to our hypothesis, carer perspectives of

the caregiving relationship did not influence carer resilience over time

in our final model. This may be partly explained by an already strained

caregiving relationship as the condition progresses which may directly

impact on relationship closeness and relationship reciprocity for

carers. For example, in the context of lack of reciprocity, carers often

seek support and closeness from other sources, such as family mem-

bers, friends, and their wider social support network.39,40

Our final full mediation model demonstrated a one direction path

whereby carer distress specific to neuropsychiatric symptoms indi-

rectly influenced carer resilience through ratings of relationship

quality by the person with dementia. This finding has important

clinical implications as it suggests that direct support with dealing

with distressing neuropsychiatric symptoms and supporting carers

and people with dementia to maintain a caring and positive rela-

tionship in the context of distressing situations can maintain carer

resilience over time.

Our observed interdependencies between carer distress specific

to neuropsychiatric symptoms and person with dementia ratings of

perceived relationship quality suggest that carer's reporting high

levels of distress specific to neuropsychiatric symptoms in the

context of low levels of relationship closeness may benefit from in-

terventions strengthening interpersonal skills and reducing behav-

ioural and psychological symptoms.40 Our results, therefore, can

inform the development of future interventions aimed at enhancing

interpersonal variables such as communication and reciprocity within

the context of the caregiving relationship.

5 | STRENGTHS AND LIMITATIONS

To the best of our knowledge, this study is the first longitudinal study

to investigate direct and indirect effects of several person with de-

mentia and carer factors including relationship closeness on carer

F I GUR E 3 Carer resilience and people with dementia and carer variables at 6‐month follow up (Model C). X2 = 0.13, DoF = 1, p = 0.72.
CFI = 1.00, NFI = 0.99, RMSEA = 0.001.
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resilience over time. Our study is novel in highlighting the important

role of the perspectives of people with dementia on relationship

quality. Investing in interventions that maximise and strengthen the

caregiving relationship may protect carers' psychological health long‐
term.21 Using a longitudinal design enabled us to measure changes in

both person with dementia and carer variables over time. Similarly,

the use of SEM allowed us to test for several hypotheses and re-

lationships amongst several variables simultaneously.

Despite these significant strengths however, our study has several

limitations. Although our sample is broadly representative of people

living with mild and moderate dementia in community settings, it was

relatively small, and our findings may not apply to people with

advanced dementia and those living in long‐term care. Ethnicity and

culture can have a great impact on carers' strain and resilience10; this

means that our study is limited in terms of generalising results across

all cultures and ethnicities, as 95% of our sample was white. The 6‐
month follow up of our study may not have been long enough to

detect significant changes of progression of dementia over time which

may have influenced both person with dementia and carer variables.

Future large scale prospective studies on carer resilience are therefore

needed with larger samples that would allow further testing of our

results. Resilience is a dynamic process which fluctuates as people

respond and adapt to a variety of adverse events overtime. This means

that the scale used in our study may have not captured the consider-

able physical, psychological, and wider social changes which are likely

to influence carer resilience over time.10 Future research should

examine the effects of social support, coping, and mastery and how

these may influence ratings of carer resilience over time.

6 | CLINICAL IMPLICATIONS AND FUTURE
RESEARCH

From a clinical perspective, our study shows that interventions that

foster positive perspectives of the quality of the caregiving rela-

tionship are likely to protect carer resilience long‐term. Therefore,
interventions specifically designed to enhance the quality of the

caregiving relationship from the perspectives of people with de-

mentia may be key in reducing carer distress and improving carer

resilience. Theoretically, our results show that carer resilience is a

highly complex construct with several different factors influencing

levels of resilience over time. Future research should aim towards

understanding which aspects of the caregiving relationship are

contributing most in terms of influencing changes on carer resilience.

7 | CONCLUSION

Our study indicates that carer resilience is directly influenced by

ratings of relationship quality by people with dementia highlighting

the important role of interpersonal factors in predicting carer out-

comes. Our findings contribute to current theories highlighting the

effects of interpersonal factors on predicting carer mental health and

our understanding of caregiving as an interpersonal stress process.

Tailoring future interventions to support carer resilience by specif-

ically strengthening the caregiving relationship may help protect

family carers and people with dementia from adverse outcomes.
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