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Abstract
Informal caregivers of a family member who has been dementia diagnosed play a
substantial personal, social, and economic role in the care of their family member.
However, this type of caregiving can have detrimental effects on a caregiver’s
psychological, financial, physical, social, and emotional well-being. This quantitative
study addressed possible relationships between caregiver burden and quality of life, and
caregiver burden and self-efficacy as measured by the Zarit Burden Interview, the World
Health Organization Quality of Life-BREF, and the Caregiver Self-Efficacy Scale. The
theory of transactional stress and the stress process model provided the theoretical
foundation. The participants of this study were 219 caregivers born between the years
1946 and 1964 who were caring at least 20 hours per week for their family member who
had been dementia diagnosed. Participants were recruited through social media. Multiple
linear regression analyses and correlation analyses were used to examine the possible
relationships between the variables. Findings showed a significant negative correlation
between caregiver burden and self-efficacy and a negative correlation between caregiver
burden and total quality of life. The findings of this study could be used for positive
social change by physicians, social workers, and therapists to help these caregivers with
the remediation of burden, quality of life, and stress, improving their lives and the lives of

those for which they care.
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Chapter 1: Introduction to the Study

Nearly 70% of dementia-diagnosed individuals receive in-home care provided by
family members (Fonareva & Oken, 2014). Taking care of a family member diagnosed
with dementia can be rewarding and has important benefits to society. Caregivers are
critical to the quality of life of the care recipients (Brodaty & Donkin, 2009). But family
caregivers of an older family member who has been diagnosed with dementia are often
called invisible second patients (Aneshensel et al., 1995; Brodaty & Donkin, 2009) due to
an increased risk of physical illness, diminished emotional well-being, increased social
isolation, and growing financial challenges. Even though the effects of being a family
caregiver are sometimes positive, they have been found to be generally negative, with
high rates of burden and psychological morbidity and financial hardship, poor physical
health, and social isolation (Alzheimer’s Association [AA], 2020; Brodaty & Donkin,
2009).

The three variables highlighted in this study were caregiver burden, caregiver
quality of life, and self-efficacy. Caregiver burden is a multidimensional response to the
negative appraisal and perceived stress resulting from taking care of an ill individual
(Kim et al., 2012). Caregiver burden describes the effects of being a family caregiver that
have been found to be generally negative (AA, 2018; Brodaty & Donkin, 2009; Schulz et
al., 1995). Quality of life is a broad multidimensional concept that usually includes
subjective evaluations of both positive and negative aspects of life when dealing with the
many facets of being a caregiver. Self-efficacy is the extent or strength of one’s belief in

their own ability to complete tasks and reach goals (T. M. Steffen et al., 2002). Two



facets of self-efficacy that were of interest in the present study included the ability to
control thoughts and the ability to manage behavioral problems of both the caregiver and
the patient. Both elements relate to the issues of caregivers’ burden, quality of life, and
stress as they provide for their family member. Bandura (1994) described positive self-
efficacy as the perseverance to complete an action, independent of the difficulties and
obstacles encountered during the process. Bandura and Locke (2003) suggested person
with stronger levels of self-efficacy may see challenges as opportunities to show their
management skills, and when unable to master a situation, they strive to control it. Baby
boomer caregivers’ self-efficacy is a variable who has been minimally studied as a
possible relationship between stress.

Few studies have examined whether the caregivers’ level of self-efficacy related
to the stress or burden levels of baby boomers caring for a family member who has been
dementia diagnosed (Marquez-Gonzales et al., 2009). In general, a higher level of self-
efficacy may predict a better quality of life for family caregivers of dementia-diagnosed
persons (Marquez-Gonzales et al., 2009; Schumacher et al., 2006). Thus, the present
study addressed the relationships between caregiver burden and the quality of life, and
caregiver burden and self-efficacy of baby boomer caregivers of a family member
diagnosed with dementia.

In this chapter, the background of the study and the problem statement are
examined. There is also a discussion on the purpose of the study and the research
questions (RQs) and hypotheses. The theoretical framework is also outlined, along with a

review of the nature of the study. Definitions are highlighted followed by the



assumptions, scope and delimitations, and limitations of the study. This chapter
concludes with a discussion of the study’s significance and a summary.
Background

Dementia describes a wide range of symptoms associated with a decline in
memory or other thinking skills severe enough to lower a person’s ability to perform
everyday activities (AA, 2020). AA reported that, as of 2020, 6 million people have been
diagnosed with Alzheimer’s disease and other dementias. In 2020 Alzheimer’s was also
the sixth leading cause of death (AA, 2020). In 2020, Alzheimer’s and other dementias
was predicted cost the United States $305 billion, and by 2050, these costs could rise as
high as $1.1 trillion dollars (AA, 2020). In 2019, 16.1 million family and friends gave
18.6 billion hours of unpaid care to those diagnosed with Alzheimer’s and other
dementias; the value of this care was $244 billion (AA, 2020).

Alzheimer’s disease and other dementias are not fatal; most patients live for more
than 5 years after diagnosis, many for 10 to 15 years if they were otherwise healthy (AA,
2018; AA, 2016). Due to the increase in longevity of these elders, the task of caregiving
can last for many years. When death does occur, the cause is usually due to complications
of mobility such as falls, pneumonia, urinary tract infections, pressure sores, or aspiration
(AA, 2018). The many years of caregiving can cause these caregivers both physical and
mental health issues in combination with, personal, financial, social, family and work-
related issues (Conde-Sala et al., 2014). Due to these issues, dementia caregivers had $9.7

billion in additional health care costs of their own in 2014 (AA, 2015).



Research on baby boomers caring for a family elder who had been dementia
diagnosed is important to ensure caregivers are both physically and psychologically
healthy enough to provide ongoing care for their family member. This study addressed
the gap in literature of baby boomers caring for their elders who had been dementia
diagnosed. It also documents the level of burden in these specific caregivers when
compared to their personal level of self-efficacy and quality of life. The volunteers for
this research were found through social media. There were two main research sites used
to find volunteers: (a) the Trial Match® program that was a part of the Alzheimer’s
Association International Research Center in Chicago, IL, and (b) the Alzheimer’s
Prevention Registry, established and led by the Banner Alzheimer’s Institute. Both sites
required an application filled out by the researcher and approved before the study could
be posted on their virtual volunteer site. Once the applications were approved, Trial
Match® and Alzheimer’s Prevention Registry both sent emails to volunteers of their
programs that matched the demographics of the study. The Survey Monkey links were
included in the emails sent to the volunteers. Only those volunteers of baby boomer age
who were caregivers of a family member who had been dementia-diagnosed, for at least
20 hours per week, were included in this process. After volunteers completed their
surveys, the data were downloaded and analyzed using IBM SPSS 26. to look for the
possible relationship of burden, quality of life, and self-efficacy.

The results of this study could enable doctors, therapists, the community and
families with insights on the empowerment of caregivers who care for themselves and are

able to lower their level of burden These caregivers realized how they can increase their



self-efficacy and their quality of life while lowering their level of burden and are able to
care for their family member longer before institutionalization.
Problem Statement

In 2018, AA documented that the current number of persons diagnosed with
Alzheimer’s disease and other dementias was 5.7 million. Alzheimer’s disease has also
been found to be the most diagnosed dementia and the sixth leading cause of death (AA,
2018). In addition to costs, dementia caregiving can negatively impact caregivers’ health,
employment, social life, family life, income, and financial security (AA, 2020). With the
older population living longer and families having fewer children who could become
caregivers, the task of caregiving can last for many years (Fingerman et al., 2012),
leading to baby boomers, born between 1946 and 1964, caring for their family members
diagnosed with dementia. The multidimensional intergenerational support model
addresses factors underlying baby boomers’ decisions about whether to help each of their
grown children or their aging parent (Fingerman & Birdett, 2011). This will be discussed
fully in Chapter 2.

There was a wealth of literature documenting available resources for reducing
burden and increasing the quality of life among caregivers of family members diagnosed
with dementia (Cheng et al., 2012; Stockwell-Smith, 2010; Whittier et al., 2005). But
research was lacking on studies of baby boomers caring for family members who had
been dementia diagnosed. In a study of nearly 10 million adult children over the age of
50 who were caring for their aging family member, the family caregivers were aging

themselves and providing care at a time when they needed to be planning, saving for their
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retirement, and enjoying their families (MetLife Mature Market Institute, 2011). This led
to lost wealth from stopping work to care for their family member as well as negative
impacts on health from years of caregiving (MetLife Mature Market Institute, 2011).
Thus, the present research emphasized the gap in literature related to the relationship of
baby boomer caregivers’ burden, quality of life and self-efficacy. Good health, including
lower levels of burden and higher levels of self-efficacy and quality of life of these
specific caregivers is essential to their mental, physical, social, and financial life and the
lives of individuals for whom they care. Findings from this study could promote the
development of interventions that could empower the caregivers by increasing their level
of self-efficacy and quality of life. This study could empower psychologists, doctors,
therapists, and social workers in their efforts to help baby boomer caregivers. These
interventions may enable caregivers to keep their family member home longer before
institutionalization (Gémez-Gallego et al., 2012).
Purpose of the Study

The purpose of this quantitative study was to investigate the level of caregiver
burden of baby boomers caring at least 20 hours per week for a family member who has
been dementia diagnosed. This investigation examined a possible correlation of caregiver
burden, quality of life, and self-efficacy. It was hypothesized there may be a relationship
between caregiver burden and self-efficacy, and caregiver burden and quality of life. The
current study may help psychologists, doctors, therapists, and social workers create

interventions including ways to empower these caregivers to keep their family member
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home with them longer before possible institutionalization (Gémez-Gallego et al., 2012;
Perren et al., 2006).
Research Questions and Hypotheses

RQ 1: Is caregiver burden related to self- efficacy?

Hol: In the population of baby boomer caregivers of dementia-diagnosed family
members, the correlation between caregiver burden and self-efficacy is zero.

Hal: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will be a correlation between caregiver burden and self-efficacy.

RQ 2: Is caregiver burden related to quality of life?

Ho2: In the population of baby boomer caregivers of dementia-diagnosed family
members, the correlation between caregiver burden and quality of life is zero.

Ha2: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will be a correlation between caregiver burden and quality of life.

RQ 3: Which is the best predictor of caregiver burden, self-efficacy, or quality of
life??

H3: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will not be a correlation between quality of life, self-efficacy, and
caregiver burden.

H.3: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will be a correlation between quality of life, self-efficacy, and caregiver

burden.



Theoretical Framework

The theory of transactional stress was the framework for the current studyj; it is
the basis for caregivers’ abilities to properly identify, categorize, and assess danger in
their life (Lazarus & Folkman, 1987; Merluzzi et al., 2011). A mistaken assessment of
environmental stressors could lead to psychological harm due to the aggregate effects of
these stressors (Merluzzi et al., 2011). The transactional model is a part of the cognitive
theory of stress that views the person and environment in a mutually reciprocal and
bidirectional relationship. This interpretation of stress focused on the transaction between
people and their external environment (Lazarus & Folkman, 1984). The stress process
model was also a part of this study. It provided a comprehensive understanding of the
developmental process and outcomes in caregiver burden (Pearlin et al., 1990).

The current study focused on the significance of caregiver burden, quality of life,
and self-efficacy in respect to transactional stress. This allowed insights into recognizing
the effects of efficacy retention and the caregivers’ stress appraisal. A fundamental
proposition of the transactional model is that the interaction of the person and
environment creates stress for the individual (Lazarus, 1966; Lazarus & Folkman, 1984).
In the current study, those cared for were part of the environment.

Nature of the Study

The present study used a quantitative research design that employed correlational
and multiple regression analyses. Quantitative research is consistent with understanding
the possible relationship of caregiver burden on the dependent variables: caregiver stress

and quality of life. The criterion variable (burden) with the predictor variables (self-



efficacy and quality of life) were used in multiple regression analyses. A correlational
design was used because the variables were not manipulated. I gathered information
about the relationships of the predictor and criterion variables to answer the research
questions. This research allowed the testing of theories by examining relationships
between the variables (Creswell, 2009).

The volunteers for this research were found through social media. There were two
main research sites used to find volunteers: The TrialMatch® program and the
Alzheimer’s Prevention Registry established and led by the Banner Alzheimer’s Institute.
Both sites required an application be filled out and approved before this study was posted
on the individual virtual volunteer sites. TrialMatch® and Alzheimer’s Prevention
Registry sent emails to volunteers of their program that matched the demographics of the
study. The Survey Monkey link to the study were included in the emails sent to the
volunteers. The survey link included a demographic questionnaire, and questions from
three assessments: the Zarit Burden Interview (ZBI; Bédard et al., 2001), the World
Health Organization Quality of Life-BREF (WHOQOL-BREF), and the Caregiver Self-
Efficacy (CSE) Scale (A. M. Steffen et al., 2002). Demographics included were gender,
age, race, relationship of caregiver and those cared for, number of years caring for their
family member, highest level of education, and marital status. Consent forms were the
first page of the study. The survey also consisted of a total of 34 questions taken from the
assessments. Data were analyzed using SPSS 26.0 looking for the possible relationship of

burden, quality of life, and self-efficacy.
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Definitions of Terms

Alzheimer’s disease: A progressive brain disorder that gradually destroys a
person’s memory and ability to learn, reason, make judgments, communicate, and carry
out daily activities. As the disease progresses, individuals may also experience changes in
personality and behavior (e.g., anxiety, suspiciousness, agitation, delusions, or
hallucinations; AA, 2015).

Baby boomer: Refers to people born during the demographic post—-World War 11
era approximately between the years 1946 and 1964 (Vincent & Velkoff, 2010).

Caregiver: Refers to someone who cares for a person who is young, old, or sick
(Cambridge Dictionary, n.d.).

Caregiver burden: A multidimensional response to the negative appraisal and
perceived stress resulting from taking care of an ill individual (Kim et al., 2012).

Caregiver stress: A condition of exhaustion, anger, rage, or guilt that results from
unrelieved caring for a chronically ill dependent (Schulz & Beach, 1999).

Caregiving: Refers to attending to another individual’s health needs (AA, 2018).

Cognitive impairment: The impaired ability to think and make appropriate
judgments (Folstein et al., 1985).

Dementia: A broad category of brain diseases that cause a long term and often
gradual decrease in the ability to think and remember such that a person’s daily

functioning is affected (Folstein et al., 1985).
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Environmental factors: Internal or external stimuli that continually disrupt
homeostasis; an organism’s present condition is a state of constant flux moving about a
homeostatic point that is that organism’s optimal condition for living (Tung et al., 2005).

Family caregiver: Refers to the primary person assisting a family member
diagnosed with Alzheimer’s disease/dementia (Alzheimer’s & Dementia, 2020).

Perceived stress: A perception that the caregiving situation exceeds the caregiver
resources with which to cope (Chwalisz, 1992).

Quality of life: A broad multidimensional concept that usually includes subjective
evaluations of both positive and negative aspects of life (World Health Organization
[WHO] Quality of Life Assessment, 2012).

Self-efficacy: The extent or strength of one’s belief in one’s own ability to
complete tasks and reach goals (T. M. Steffen et al., 2002).

Social cognitive theory: Posits a person’s attitudes, abilities, and cognitive skills
compromise the self-system. Self-efficacy is an essential part of this system (Bandura,
1994).

Stress: The physiological response to an internal or external stimulus that triggers
the fight-or-flight response. It can be external and related to the environment (Kamiya et
al., 2014).

Stressors: Conditions and experiences that have the capacity to arouse states of
stress (Lazarus & Folkman, 1984).

Stress process model: Provides a comprehensive understanding of the

developmental process and outcomes in caregiver burden (Pearlin et al., 1990).
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Transactional model: A part of the cognitive theory of stress that views the
person and environment in a mutually reciprocal and bidirectional relationship. The
interpretation of stress that focuses on the transaction between people and their external
environment (Lazarus & Folkman, 1984).

Assumptions

It was assumed all participants answered assessment questions truthfully and to
the best of their ability. It was assumed the actual baby boomer caregiver answered the
questions. It is also assumed the assessment tools have accurately measured the burden,
quality of life and self-efficacy of the study participants.

Scope and Delimitations

This study was focused on the stress process related to caregivers of a family
member diagnosed with dementia and the varied stressors that may show a relationship
with caregivers’ level of burden, quality of life, and self-efficacy. Participants of this
study were baby boomers born between 1946 and 1964 living in the United States who
are caring for a family member who is dementia diagnosed. The two ways participants
were able to join the study was to be a volunteer of either the AA TrialMatch® program
or Banner Health’s Alzheimer’s Prevention Research program. The participants were
required to live in the United States with and caring for their family member at least 20
hours a week. Not included in the study were baby boomer caregivers who were not
participating in the Alzheimer’s International Research TrialMatch® program or Banner

Health’s Alzheimer’s Prevention Registry.
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Limitations

One limitation of this research was that the volunteers for this study who were
recruited from the databases of the Alzheimer’s International Research TrialMatch®
program and Banner Health’s Alzheimer’s Prevention Registry must be computer literate
to complete the study online. Another limitation is that the study sample may not have an
adequate number of male participants. Studies have shown women are more likely to be
caregivers of elder family members than men (Papastavrou et al., 2009).

Study Significance

The importance of the mental, physical, financial, social, and family health of a
baby boomer caring for a family member who has been dementia diagnosed is becoming
significant as the population ages. The caregivers’ burden, quality of life, and self-
efficacy can affect the quality of care provided to their family member and their own
personal health. Studies analyzing the relationship of burden, quality of life, and self-
efficacy have focused their attention on the relationship between stressors and distress.
Findings have shown the relationship between burden, quality of life, and self-efficacy,
and are key elements of the stress process (Romero-Moreno et al., 2011). These elements
include (a) the effect of burden for controlling upsetting thoughts on the relationship
between self-efficacy, caregivers’ distress, depression and anxiety, and (b) the effect of
self-efficacy for managing behavioral problems on the relationship between frequency of
behavioral problems and the effect of burden for controlling upsetting thoughts on the
relationship between self-efficacy, caregivers’ stress, depression, and anxiety (Romero-

Moreno et al., 2011).
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The current study could help psychologists, doctors, nurses, therapists, and social
workers by incorporating the findings and create interventions as a tool of empowerment
for these caregivers. Findings may enable caregivers to keep their family members home
with them longer before the need for institutionalization (see Gomez-Gallego et al., 2012;
Khan et al., 2007; Perren et al., 2006). This research may contribute to positive social
change by focusing on ways to improve and empower these caregivers’ level of self-
efficacy, lowering their level of burden, and improving their quality of life through
interventions.

Summary

Caregivers’ burden has been studied as a potential reconnection between stressors
and distress (Anthony-Bergstone et al., 1988). Studies have shown the effects this
variable has on dementia caregivers’ distress (Marquez-Gonzalez et al., 2009; Rabinowitz
et al., 2007; T. M. Steffen et al., 2002). However, this variable has not been examined in
the current context of baby boomers as caregivers. Caregivers born between 1946 and
1964 are experiencing their own aging issues and hardships in their own life and need
help to understand their options of caring for their family member and ways to empower
themselves. More studies on this topic need to delve into the possible relationship of
caregiver burden, self-efficacy, and quality of life to help the baby boomer caregivers
learn new ways to handle the burden of caregiving (Black et al., 2010). The potential
implications of these findings could lead to caregiver interventions, which could help

them (a) manage disruptive behaviors by learning to reduce their burden and (b) learn
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ways to control upsetting thoughts that could enhance their quality of life (Farina et al.,
2017; Marquez-Gonzalez et al., 2009; McCurry et al., 2005).

Chapter 1 included an introduction of the current research on baby boomer
caregivers’ burden and possible relationship to self-efficacy, and quality of life. Chapter 2
reviews the current research on baby boomers who are caregivers of a family member
diagnosed with dementia. It also provides previous research related to earlier studies of
these specific caregivers’ and the variables of caregiver burden, self-efficacy, quality of
life. A review of the strengths and limitations of the quantitative design were also
discussed in Chapter 2. Chapter 3 includes an explanation of the methodology for the

study’s design.
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Chapter 2: Literature Review

Caring for a family member who has been dementia diagnosed can be rewarding
for the caregiver, and it has important benefits to society. However, dementia caregiving
can create a negative impact on the caregivers’ health, employment, family life, and
financial security (AA, 2018; Conde-Sala et al., 2014; Coughlin, 2010; Garcia-Alberca et
al., 2012; Iavarone et al., 2014; Romero-Moreno et al., 2011; Romero-;). Although it has
important benefits to society it is also taxing on the health of the individual in the
caregiving role as they continue to feel an increase of stress and burden and a loss in their
quality of life. Family caregiving can be demanding with major stressors including
psychological, physical, and health issues born of financial insecurity, social isolation,
and delaying or completely stopping their personal or career goals to care for a family
member who has been dementia-diagnosed (Conde-Sala et al., 2014; Iavarone et al., 2014
Vitaliano et al., 2003; Vitaliano et al., 2004). But there is a lack of research on self-
efficacy, quality of life and the possible relationship of burden by baby boomers caring
for a family member who has been dementia diagnosed. The purpose of the current study
was to address this gap, exploring the caregiver dynamic of caregiver burden, quality of
life, and self-efficacy. The findings could promote the development of new interventions
to empower these family caregivers to take care of themselves during their years of
caregiving.

This chapter is an overview of literature on caregivers and more specifically baby
boomer caregivers of a family member who has been dementia diagnosed. The literature

review begins with an examination of the theoretical foundation used, which included
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transactional theory and the stress-process theory. The review culminates with a
discussion of the importance of empowering caregivers, their family, and society.
Literature Search Strategy

The literature for this study was found in peer-reviewed professional journals,
online reports on the aging population, and books on stress and caregivers. Seminal
literature was searched from 1970 to the present time. Peer-reviewed literature was
searched under 2011 to the present. Databases used were Google Scholar, NIH, EBSCO,
PsycINFO, PsycARTICLES, Mendeley, CINAHL Plus with Full Text, ProQuest
Dissertation and Thesis, AA Research database, and the O’Leara Library found at the
Central Florida Chapter of the American AA, and Banner Health’s Alzheimer’s
Prevention Registry database. Recent research was found by constantly watching for new
articles by the AA publications and new dissertations on the topic. Key words used for
the research include Alzheimer’s Association AND research, Caregiver, Family
Caregiving, Dementia, Baby Boomers, Family Caregivers, Alzheimer’s Disease, Self-
Efficacy, Self-Efficacy AND quality of life, self-efficacy AND caregiver stress, stress
AND quality of life, burden AND dementia caregiving, stress AND family caregiving,
aging, aged, transactional theory, transactional theory AND family caregiving AND
caregiver stress, caregivers AND financial stress, family caregivers AND quality of life,
family stress AND caregiving, coping, appraisal, and stress and emotion.

Theoretical Framework
Beginning in the 1960s and 1970s stress was thought to be a transactional

phenomenon that was dependent on the meaning of the stimulus to the perceiver
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(Lazarus, 1966). The transactional model of stress and coping is a parameter for assessing
the actual process of one’s ability to cope with stress-filled life events that are construed
as person—environment transactions (Lazarus & Cohen, 1977). Stressors are demands
made by the internal or external environment that creates an unbalance, which in turn
affects the physical and psychological well-being and requires action to restore balance
(Lazarus & Cohen, 1977; Tung et al., 2005). In other words, the interaction of the person
and environment creates stress for the individual (Lazarus, 1966; Lazarus & Folkman,
1984). Lazarus (1966) further postulated that stress is not a property of the person or of
the environment but arises when there is exposure to a specific kind of environment and a
person that leads to the threat of stress (see also Lazarus & Folkman, 1987).

The theory also describes how an individual evaluates and copes with a situation.
An individual’s primary appraisal refers to whether there is any personal stake in the
encounter and has been referred to as the motivational relevance of an encounter
(Lazarus, 1966). The primary appraisal process is an evaluation of the significance of an
encounter or transaction for a specific individual. As part of this process, there are three
types of evaluations (Lazarus & Cohen, 1977; Lazarus & Folkman, 1987; Lazarus et al.,
1985). First, an irrelevant encounter is one that has no personal significance for the
individual and is ignored. The second evaluation is a benign-positive encounter that is
considered beneficial and/or desirable. Third is a stressful encounter regarded as harmful,
threatening, or challenging (Lazarus & Folkman, 1987). Further, a stake in an encounter
generates the potential for emotion (Lazarus & Folkman, 1987). If individuals determine

they have a stake in the encounter, they will engage in a secondary appraisal to change
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conditions perceived to be undesirable. This appraisal focuses on the available coping
options for altering the perceived harm, threat, or challenge so a more positive
environment is created (Lazarus, 1984). Coping is expected to be consistent with a
determination of whether anything can be done to change the situation (Folkman &
Lazarus, 1985). For example, problem-focused coping is expected to be used in situations
appraised as unchangeable. Ultimately, the individual choice of a coping mechanism is
determined by their perceptions of personal control over the stressful situation (Folkman
& Lazarus, 1980). Personal control reflects an individual’s beliefs at a given point in time
in their ability to effect change in a desired direction on the environment (Greenberger &
Strasser, 1986). Coping outcomes at least partially depend on the goodness of the fit
between appraisal and coping (Lazarus & Folkman, 1984).

Lazarus also included a third cognitive appraisal that he labeled “reappraisal”
(Lazarus & Folkman, 1987). Reappraisal represents the feedback process wherein
changes in both primary and secondary appraisals are brought about by individual
reactions/coping and the environmental counter-reactions. According to Lazarus &
Folkman (1987), these reactions and counter-reactions are appraised by the individual,
which leads to reappraisals of the person—environment relationship.

A significant amount of research has supported the transactional model by
demonstrating how people evaluate what is happening in their environment (see Lazarus,
1966; Lazarus et al., 1985; Lazarus & Folkman, 1987; Merluzzi et al., 2011). This is done
with respect to their well-being, the how they cope with changes in their environment,

and whether psychological stress from the intensity of the stress (Lazarus, 1966).
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Findings show an erroneous assessment of the effects of the environment (those cared
for) stressors may precede psychological harm due to their aggregate affects and thus
influencing individual efficacy (Merluzzi et al., 2011). Nevertheless, even if these
theories are used, several issues may remain unresolved. For example, although problem-
focused strategies are used most often with caregiver-related stress (Folkman & Lazarus,
1984), some individuals consistently choose emotion-focused strategies. Some studies
also propose coping is characterized by high levels of consistency (MacNair & Elliott,
1992; MacNair et al., 2014), whereas others have found coping strategies of an individual
are characterized more by variability than consistency (i.e., the individual attempts to
match the specific coping strategy to the situation; Folkman & Lazarus, 1984). Newer
research has posited that the theory of transactional stress promotes guidance on the
significance of self-determination and transactional stress, which promotes insights into
recognizing the effects of efficacy retentions and the individuals’ stress process
(Katerndahl et al., 2002; Merluzzi et al., 2011).

The theory of transactional stress builds the basis for an individual’s ability to
properly identify, categorize, and evaluate danger in their own well-being. An erroneous
assessment of the effects of environmental stressors may precede psychological harm due
to their aggregate effects thus influencing individual efficacy (Merluzzi et al., 2011). This
research and application of the constructs of transactional stress and coping offer
guidance on the significance of self-determination and transactional stress. The stress-
process model of caregiving additionally posits that there are multiple levels of support

and stress at the individual, family, and community level with a focus on predicting
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mental health outcomes. The theories of transactional stress blend with the tenets of
caregiver burden, self-efficacy, and quality of life. These theories were used as a model
to study the topics of caregiver burden, quality of life, and self-efficacy.

None of the studies cited here adequately accounted for the impact of different
stressors on family caregivers of a family member who has been dementia-diagnosed.
These arise during a stressful encounter, and they are linked to different causal
dimensions (Conde-Sala et al., 2014; Iavarone et al., 2014). This failure to consider
specific emotions seems surprising, as individuals, when asked about situations
concerning caregiving that cause stress, invariably find it necessary to go beyond the
event and discuss the situation in terms of intensity, frequency, and meaning (Dewe,
1989).

Literature Review Related to Key Variables
Caregivers

The definition of caregiving takes many forms. Family caregivers can include
being a child’s primary caregiver, a caregiver of a younger adult (18-49), or those caring
for an older adult (50 and older; AA, 2015). A child’s primary caregiver is the adult who
assumes the most responsibility in caring for the health and well-being of a child (birth—
18 years). This is commonly thought to be the child’s parents, but it may be other adults,
such as grandparents, other relatives, or a legal guardian (AA, 2015). Many caregivers
help family members and friends every day who are older, sick, or disabled but do not

consider themselves caregivers. Caregiving can range from providing short-or long-term
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financial assistance to taking someone shopping or to doctor’s appointments or providing
comprehensive round-the-clock care.

Statistics related to caregiving When a family member becomes disabled and
needs care, one family member usually takes on the role of primary caregiver (Horowitz,
1985). That person most likely will be a parent or spouse, but in the case of elder
caregiving, the role of caregiver may be an adult child, most likely a daughter (Horowitz,
1985). More individuals care for their own adult child (32%) than any other relation
followed by a spouse or partner (17%; sibling or sibling-in-law, 13%; or a parent, 9%;
Hunt & Reinhard, 2015). Most needing care (75%) rely on unpaid assistance from
families, friends, and neighbors (Hunt & Reinhard, 2015). There are at least 5.6 million
adults in the United States who have given unpaid care to an adult family member or
friend between the age of 18 and 49 years of age (Hunt & Reinhard, 2015), and an
estimated 16.1 million American adults have served as an unpaid caregiver to someone
age 50 or older in the prior 12 months (AA, 2018). Those caring for someone 50 or older
are 50.3 years old, on average, and most are female (60%; AA, 2015). The majority
(86%) of 50 or older caregivers provide care for a relative and 47% care for a parent or
parent-in-law. One in 10 cares for a spouse. Twenty-five percent of those caring for
someone 50+ are providing care to those who are ages 85 or older, the oldest-old. On
average, 50+ caregivers’ recipients are 74.7 years old (Hunt & Reinhard, 2015).

Impact on caregivers An estimated 21% of households in the United States are
impacted by caregiving responsibilities (AA, 2018; Hunt & Reinhard, 2015). Half of the

caregivers in a study by the NAC who shared their health had gotten worse due to
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caregiving also said the decline in their health affected their ability to care (Hunt &
Reinhard, 2015). Results of research completed by the NAC also posited that unpaid
caregivers provide an estimated 90% of long-term care, and many of them did not go to
the doctor themselves because they put their family’s needs first (Hunt & Reinhard,
2015). More than half (51%) shared they do not have time to take care of themselves and
almost half (49%) said they are too tired to do so (Hunt & Reinhard, 2015). Research
over the past several decades has yielded a wealth of information on interventions to
support caregivers and improve their health and well-being (Burgio et al., 2009;
Mittelman et al., 2006).
Dementia

Family members who are dementia diagnosed have varied needs according to
which type of dementia has been diagnosed. Dementia is an overall term that describes a
wide range of symptoms associated with a decline in memory or other thinking skills
severe enough to lower a person’s ability to perform everyday activities (AA, 2020).
Alzheimer’s disease is the most common cause of dementia among older people (AA,
2020). Clinical records sometimes use the broader term dementia as the diagnosis rather
than the specific disorder. For this study, the use of the term Alzheimer’s disease will
encompass individuals with Alzheimer’s disease and other similar dementias.

There are nine examples of dementia given by the AA that lend understanding to
why the term “dementia” is not a specific disease. Alzheimer’s accounts for 60%—-80% of
the cases of dementia. Revised criteria for diagnosing Alzheimer’s were published in

2015 with the recommendation that Alzheimer’s disease be considered a slowly
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progressing brain disease that begins well before any symptoms emerge (AA, 2015).
Early symptoms include loss of short-term memory and names or events; later symptoms
include impaired communication, poor judgment, disorientation, confusion, behavior
changes, and difficulty speaking, swallowing, and walking (AA, 2015).

Vascular dementia is the second most common type of dementia, which can occur
after a stroke. This type of dementia is less common than Alzheimer’s and accounts for
about 10% of dementia cases (AA, 2015). Dementia with Lewy bodies displays a loss of
memory and thinking problems that are common in Alzheimer’s disease but are more
likely to show early symptoms such as sleep disturbances, well-formed visual
hallucinations, and muscle rigidity or other parkinsonian movement features (AA, 2015).
Mixed dementia has abnormalities linked to more than one type of dementia: most
commonly Alzheimer’s, vascular dementia, and possibly dementia with Lewy bodies
(AA, 2015). As Parkinson’s disease progresses, it results in dementia like Alzheimer’s or
dementia with Lewy bodies (AA, 2015).

Frontotemporal dementia includes dementias such as behavioral variant, primarily
progressive aphasia, Pick’s disease, and progressive supranuclear palsy (AA, 2015).
Creutzfeldt-Jacob disease is the most common human form of a group of rare, fatal brain
disorders affecting people and certain other mammals. Variant Creutzfeldt-Jacob disease
(“mad cow disease”) occurs in cattle, and it can be transmitted to people under certain
circumstances. It is a rapidly fatal disorder that impairs memory, coordination, and
behavior changes (AA, 2015). Normal pressure hydrocephalus is a type of dementia that

is caused by the buildup of fluid on the brain. It has symptoms of memory loss, difficulty
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walking, and inability to control urination (AA, 2015). Finally, Huntington’s disease is a
progressive brain disorder caused by a single defective gene on chromosome 4.
Symptoms of this disease are abnormal involuntary movements, a severe decline in
thinking and reasoning skills, and irritability, depression, and other mood changes (AA,
2015).

Alzheimer’s disease is the most common cause of dementia among older people.
Clinical records will sometimes use the broader term dementia as the diagnosis rather
than the specific disorder. For this report, use of the term Alzheimer’s will encompass
individuals with Alzheimer’s and other similar dementias (AA, 2020).

Family Caregiving

Caregiver demand is driven by the steady increase in the older adult population.
As the number of older Americans increase, so does the number of caregivers that will be
needed. (Talley & Crews, 2007). The 2020 Alzheimer’s Disease Facts and Figures
reported the population of Americans aged 65 and older is projected to grow from 56
million in 2020 to 88 million by 2050 (AA, 2020). The number of people 65 years old
and older is projected to rise by 101% between 2000 and 2030, at a rate of 2.3% each
year (AA, 2020). This causes a huge gap in the number of family members available to
care for their elders. With the aged population living longer, research is lacking on baby
boomers caring for a family member who has been dementia-diagnosed. The focus of this
study was baby boomers caring for a family member who has been dementia-diagnosed.

More specifically, this research will ask the question: Does caregiver burden relate to



26

self-efficacy or the quality of life of a baby boomer caring for a family member who has
been dementia-diagnosed?

The MetLife Mature Market Institute (2011) study of caregiving costs to working
caregivers was produced in partnership with the NAC, the Center for Long Term Care
Research, and the Policy at New York Medical College. Baby boomers over the age of 50
were part of the MetLife study that examined many aspects of health, financial, and
family issues due to caring for their aging family member. The study noted family
caregivers are themselves aging and providing care at a time when they need to be
planning, saving for their retirement, and enjoying their families (MetLife Mature Market
Institute, 2011). Findings document financial burden and lost wealth due to early
retirement of these family caregivers due to time involved with caring for their family
member. The study also documented the negative impact on the health of these caregivers
due to their years of caregiving (MetLife Mature Market Institute, 2011). In the present
study, it is hypothesized the previously mentioned strains on these caregivers may cause
increased burden and a loss to their quality of life (Zarit et al., 1980).

The present study is important to our society and its economy. The healthier the
family caregivers are, the longer they will be able to care for their family member before
institutionalization in a long-term care setting. In 2019, the estimated economic value of
the care provided by family members to those with a dementia diagnosis was $244 billion
(AA, 2020). The $244 billion represents 18.6 billion hours of unpaid care given by the
family caregiver (AA, 2020). The ongoing need for family caregivers will continue to

grow as the aging population lives longer.
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Variables in this study include caregiver burden, quality of life, and self-efficacy.
An erroneous assessment of the effects of environmental (i.e., those being cared for)
stressors may precede psychological harm to the caregiver due to the aggregate effects
that may influence individual efficacy (Merluzzi et al., 2011; Thomas et al., 2006). This
research and application of the constructs of transactional stress and coping offers
guidance toward understanding the significance of burden, self-determination,
transactional stress, self-efficacy, and the quality of life. This study promotes insight into
the burden of having a possible relationship with the quality of life and self-efficacy of
caregivers of a family member who is dementia-diagnosed.
Baby Boomer Caregivers

A new generation has become dementia caregivers—the baby boomers. A baby
boomer is defined as anyone born post World War II. The name comes from the baby
boom between the years of 1946 and 1964 (U.S. Census Bureau, 2012). More babies
were born in 1946 than ever before: 3.4 million, 20% more than in 1945. In 1947, another
3.8 million babies were born; 3.9 million were born in 1952; and more than 4 million
were born every year from 1954 to 1964 (Jordan & Cory, 2010). At that point, there were
76.4 million baby boomers in the United States, which made up 40% of the nation’s
population (Jordan & Cory, 2010). In 2019, the 2020 Alzheimer’s Disease Facts and
Figures report noted there were more than 16.1 million American’s providing unpaid care
for people with Alzheimer’s (AA, 2020). Baby boomer caregivers of a family member
who has been dementia-diagnosed are a rapidly growing population. There has been little

research on this specific caregiver group, about caregiver burden being related to self-
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efficacy, or about caregiver burden being related to quality of life. Researchers posit
many baby boomers born between 1946 and 1964 turned 65 years old in 2011 (American
Psychological Association, 2012; U.S. Census Bureau, 2012). Based on the U.S.
Department of Health and Human Services’ Administration on Aging, in 2030 the
number of Americans aged 65 or older is expected to double to 72 million (American
Psychological Association, 2012). A Pew Research survey documented 14% of adults in
their 50s and 60s have already cared for an aging parent or other elderly family member.
Nearly 70% say it is very (48%) or somewhat (20%) likely they will become a caregiver
of a family member in the future (Parker & Patten, 2013).

There are many differences in the last few decades of caregiving. Elders are living
longer, families are having fewer children who could become caregivers, and
intergenerational relationships have changed (Fingerman et al., 2012). These baby
boomers are also known as the “sandwich generation” and are much more involved with
their own children and grandchildren, both financially and emotionally. The previous
generations were much more involved with their aging parents. The multidimensional
intergenerational support model addresses factors underlying baby boomers’ decisions to
help each of their grown children or their aging family member (Fingerman & Birdett,
2011). This is also different from previous generations of caregivers because the increase
in longevity of this aging generation can cause a need for family members caring for
multiple family members; aging family members and spouses (Parker & Patten, 2013).
Research conducted on this specific group of caregivers (baby boomers caring for family

members) has been difficult to find. The study will add to the minimal amount of



29

previously published research on the topic of possible relationship of caregiver burden
and self-efficacy, and caregiver burden and quality of life of baby boomers caring for a
family member who is dementia-diagnosed.

It is well known that a chronically disabled family member may disorganize the
life of the baby boomer caregiver and their entire family. This can change the family’s
overall lifestyle and disrupt the established balance within the family (Glozman, 2004).
As the primary caregiver is needed more and more by their disabled family member, the
caregiver may not be able to continue working, which changes their personal work and
social status. He or she loses relationships that had been previously formed; often the
carers find it necessary to stop working completely due to the total dependence of the
disabled family member. When this happens, it may increase the importance of
intrafamily relationships. According to Glozman (2004), this change of lifestyle can lead
to the reassignment of family members, which inevitably influences the nature of
interpersonal perceptions between family members. These interpersonal perceptions in
the family may contribute or interfere with the ongoing care of their elder family
member.

Caregiver Burden

Caregiver burden is defined as a multidimensional response to the negative
appraisal and perceived stress resulting from taking care of an ill individual (Kim et al.,
2011). Many of the early studies on caregiving focused on the actual burdens of
caregiving. As a result, it is now well established that providing care to a disabled relative

creates emotional, physical, and financial strains (Horowitz, 1985). Bandura (2006)
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reported caregiver stress is caused by various types of stress related to financial, physical,
emotional, and social limitations. Caregiver burden speaks to the stress a person
experiences due to the responsibilities of being a family caregiver (Shankar et al., 2014).
This chronic stress can have a negative impact on the caregiver’s psychological, physical,
social, work, family, and personal finances. Burden may be presented as anxiety,
depression, anxiety, guilt, or frustration. It may come from failing to complete the
important tasks of caregiving (Brownie et al., 2014; Iavarone, 2014; Naden et al., 2013).
Caregiver physical or mental health may decline due to caregiver burden (Brownie et al.,
2014; Conde-Sala et al., 2014; Naden et al., 2013; Reed et al., 2014; Shankar et al.,
2014). If the caregiver’s overall health declines, it can limit the quality of life experienced
by the patient and the caregiver, due to their not caring for themselves (Shankar et al.,
2014). Many different characteristics of caregivers have been used to explain their ability
or inability to cope with stress of being a caregiver. Some of these characteristics include
employment, education, gender, race, and support from friends and family. Most
caregivers experience some level of chronic stress, also referred to as caregiver burden
(Iavarone et al., 2014). In caregivers of patients with Alzheimer’s disease, chronic stress
often appears as depression, clinical anxiety, and a major decline in physical health
(Iavarone et al., 2014).

Assessing the long- term financial impact of caregiving for family members is
very important because this can jeopardize the caregiver’s future financial security. The
MetLife Mature Market Institute (2011) study of caregiving costs to working caregivers

found evidence caregivers experience considerable health issues because of their focus on
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caring for family members. They surmise adult children 50 years or older who are both
working and caring for a parent are more likely to have fair or poor health compared to
those who do not care for a parent (MetLife Mature Market Institute, 2011; Townsend et
al., 1989). The study’s findings on losses in total wages, Social Security, and private
pensions due to leaving the labor force early because of caregiving average $303,880 for
a typical caregiver (MetLife Mature Market Institute, 2011). The total amount lost is
$2,947,636,000,000, or nearly $3 trillion, when this average loss is multiplied by the 9.7
million people 50 or older who are caring for their family member (MetLife Mature
Market Institute, 2011); these numbers may be much higher by now.

The financial impact on family members needs to be addressed before they make
a drastic change in their lives. Those who quit their jobs, decrease their hours of work
back to part-time, or take a lower paying job because of the flexibility needed for
caregiving will have a greater financial loss than those who are not caring for their family
member (MetLife Mature Market Institute, 2011). Family caregivers also need to stay
vigilant concerning their own well-being while focused on the needs of their family
members.
Self-Efficacy

Self-efficacy is the individual’s belief in his or her ability to complete a specific
difficult task and to allow their motivation, cognitive resources, and a course of action to
meet the demands of a challenging situation (Bandura, 1977). However, self-efficacy is
not a global entity, and it may vary across activity domains and task demands (Bandura,

2002). Findings note perceived self-efficacy refers to the belief that one can cope
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adequately with specific caregiving issues that most likely will arise (Bandura, 2002).
Mittelman et al. (2006) wrote that improving a caregiver’s well-being delays nursing
home placement of patients who have been dementia-diagnosed.

There is little research on the relationship between self-efficacy for dementia-
related tasks of the caregivers and symptoms of burden and quality of life in caregivers
(Gallagher et al., 2011; Kamiya et al., 2014; Vellone et al., 2008). Gallagher et al. (2011)
noted further longitudinal studies are warranted to investigate whether self-efficacy might
be considered a target in future studies of interventions to lessen the symptoms of burden
and depression in dementia caregivers. Once a caregiver’s level of self-efficacy has been
appraised it may be beneficial to train these caregivers to manage their upsetting thoughts
(Bodner & Kiecolt-Glaser, 1994; Marquez-Gonzales et al., 2007), use new behavior
techniques for managing disruptive behavior, or to enlighten these caregivers of
alternative strategies to help them be more efficient as a caregiver (Clarke et al., 2015).

The concept of self-efficacy lies at the center of Bandura’s (1977) social cognitive
theory; he posited a person’s abilities, attitudes, and cognitive skills comprise what is
known as the self-system (Marquez-Gonzales et al., 2009). This system dictates how one
perceives a situation and how they behave in response to these situations. Self-efficacy is
an essential component of this self-system (Marquez-Gonzales et al., 2007). According to
Bandura’s early works, self-efficacy is a psychological construct that plays a crucial role
in the mediation and moderation of health-related behavior in general. According to
Bandura, self-efficacy is seen as a belief in one’s capabilities to organize and execute a

course of action required to manage prospective predicaments. Bandura and other
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researchers posit self-efficacy can have an impact on everything from psychological
states to behavior and motivation (Bandura, 1977; Marquez-Gonzales et al., 2007).
Everyone can identify goals they want to accomplish, things they would like to change,
and things they would like to achieve. Bandura theorizes an individual’s self-efficacy
plays a major role in how goals, tasks, and challenges are approached.

There are major differences in those with a strong sense of self-efficacy and those
showing a weak sense of self-efficacy (Bandura, 1977, 1994). Other researchers
suggested people with a strong sense of self-efficacy see challenging problems as tasks to
be mastered, develop deeper interest in the endeavors in which they participate, form a
stronger sense of commitment to their interests, and recover quickly from setbacks and
challenges of life as a caregiver. Research shows people with a weak sense of self-
efficacy avoid challenging tasks and believe difficult tasks and situations are beyond their
capabilities. These weak-sensed caregivers focus on personal failings and negative
outcomes; quickly losing confidence in their personal abilities (Bandura, 1994).
Considering caregivers of a family member who has been dementia-diagnosed, together
with Bandura’s works, confirm the use of this variable in the investigation of self-
efficacy as possibly relating to quality of life and of caregiver burden (Bandura, 1994).
The current study explored the dynamic of a) caregiver burden and quality of life and b)
caregiver burden and self-efficacy. It examined those aspects of baby boomers who are

caring for a dementia-diagnosed family member.
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Caregiver Quality of Life

Quality of life is defined by the WHO (1998) as the “Individual’s perception of
their position in life in the context of the culture and value systems in which they live in
relation to their goals, expectations, standards and concerns” (WHO, 1998). This concept
includes insights about the physical health, psychological state, level of independence,
social relationships, personal beliefs, and relationship with the environment in which
people live (de Olivera et al., 2015; WHO, 1998). This is a broad and multidimensional
idea (Bosboom et al., 2012; WHO, 1998). The WHOQOL-BREF can be used to
understand how quality of life may be affected over time by disease, disability, or
disorder while caregiving (Frisch et al., 1992). This is a self-administered assessment
tool. The WHOQOL-BREF is an abbreviated version of the WHOQOL-100; it has 26
questions and will provide a quality-of-life profile that documents four main Domain
scores—Domain 1, physical health; Domain 2, psychological; Domain 3, social
relationships; and Domain 4, environment. This assessment tool is a broad and
comprehensive assessment. It is a standard means of assessment for interventions in both
health and social care. It looks at dimensions that may indicate how life conditions may
affect one’s self-perception of their life quality and how these dimensions reflect how the
stress and burden generated by caring may affect family caregivers’ self-perception of
their mental health, physical health, and social life. A measure using the WHOQOL-
BREF showed “.an extensive understanding of the impact of caring on a caregiver’’ (de

Olivera et al., 2015, p. 19; WHO, 1998).



35

Summary

This research study is unique in that it looks at a specific group of family
caregivers; adult children of the person who has been dementia-diagnosed. These adult
children have been born between 1946 and 1964 and are known as baby boomers (Jordan
& Cory, 2010).

This work delves into the possible relationships of caregiver burden and self-
efficacy, and caregiver burden and quality of life of these baby boomers. There is a
distinct gap in the literature about this specific population. By understanding levels of
self-efficacy, caregiver burden, and quality of life primary physicians, social workers,
gerontologists, and psychologists can develop treatment plans to help empower these
caregivers. In their activities and roles, family caregivers experience considerable burden,
stress, and disruption of their own well-being and social activities. Research showed they
were at risk for emotional and physical health problems.

A study by the American Medical Association noted highly strained family
caregivers are at risk for premature mortality (Beach et al., 2005). Others found that risk
also includes coronary heart disease and stroke, particularly under conditions of high
strain (Haley et al., 1987; Haley & Pardo, 1989; Schulz & Beach, 1999). The results of
this study provided insight into how stress affects those caring for a family member who
has been dementia-diagnosed and how their personal level of self-efficacy could help or
hinder said stress. The results aided in the development of new ways to empower these

caregivers to take care of themselves during times of stress.
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Helping family caregivers is important to society and its economy because a
healthy caregiver can provide a longer period of care for their family member (AA,
2020). In 2019, the estimated economic value of the care provided by family caregivers
of people with Alzheimer’s and other dementias was $244 billion (AA, 2020). This
number represents 18.6 billion hours of unpaid care (AA, 2020). The need for home-
based caregivers will continue to grow as the aging population continues to live longer.

Chapter 2 included a review of the current research on baby boomer caregivers of
family members diagnosed with dementia. It looked specifically at their level of
caregiver burden, quality of life, and self-efficacy. Chapter 3 reviews the strengths and
limitations of the quantitative design; it also includes an explanation of the methodology

for the study’s design.
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Chapter 3: Research Method

The purpose of this quantitative study was to investigate the level of caregiver
burden of baby boomers caring for a family member who has been dementia diagnosed
and to examine a possible relationship of (a) caregiver burden and quality of life and (b)
caregiver burden and self-efficacy. It was hypothesized there may be a relationship
between caregiver burden and quality of life and caregiver burden and self- efficacy. This
study may help psychologists, doctors, therapists, and social workers create interventions
and ways to empower these caregivers. This may enable caregivers to keep their family
member home with them longer before possible institutionalization (Gémez-Gallego
2012; Perren et al., 20006).

This chapter reviews the research design, provides a description of the population
and the sample, and outline the instruments and measures used in the study. These
instruments included the WHOQOL-BREF (WHO, 1998), the ZBI (Bédard et al., 2001;
Zarit et al., 1980), and the CSE Scale (T. M. Steffen et al., 2002). These were included in
the survey to explore the strength of perceived self-efficacy, competence, and relatedness
as predictors of family caregivers’ quality of life and caregiver burden of those familial
caregivers who were caring for their loved one. The demographic questionnaire and
consent forms were also included. Following this is a description of the procedures,
hypotheses, and data analyses. Finally, participants’ rights and ethical considerations are

discussed.
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Research Design and Rationale
Research Design

The present study used a quantitative research design that employed correlational
and multiple regression analyses. The criterion variable (caregiver burden) with the
predictor variables (self-efficacy and quality of life) were used in multiple regression
analyses and correlation analyses. A correlational design was used because the variables
were not manipulated; I gathered information about the relationships of the predictor and
criterion variables. According to Burns and Grove (2011), “The independent variables
that are most effective in prediction are highly correlated with the dependent variable, but
they are not highly correlated with other independent variables in the study” (p. 266).

According to Creswell (2009) all research designs are influenced by threats to
validity: internal or external. Internal validity described the ability of the study to identify
if a moderating relationship existed between one or more independent variables and one
or more dependent variables. External validity is the generalizability of the findings of a
piece of research (Creswell, 2009).

The variables considered in this study included caregiver burden, self-efficacy,
and quality of life, taking into consideration that the most predictive independent
variables are correlated with the dependent variable but not the other independent
variables (Burns & Grove, 2011). The instruments included the ZBI (Bédard et al., 2001;
Zarit et al., 1980), the WHOQOL-BREF (WHO, 1998); and the CSE Scale (A. M.

Steffen et al., 2002), a demographic questionnaire, and a consent form. Bivariate
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correlations of the criterion variable (burden) and the predictor variables (self-efficacy
and quality of life) using multiple regression analysis were conducted.
Rationale for Using a Quantitative Design

Quantitative research is consistent with understanding a possible relationship of
burden, self-efficacy, and quality of life. This research will advance the body of
knowledge and serve to inform the physicians, social workers, and family members of the
caregiver of a possible need of an intervention to help these specific caregivers to
continue caring for their family member. The implications for positive social change
include knowledge useful for families, therapists, social workers, gerontologists, family
physicians, mental health counselors, and others who are searching for direction in
empowering family caregivers of a dementia-diagnosed family member. Long-term
results could include less institutionalization of family members (Lau et al., 2008),
reduced cost to the community, and more positive coping mechanisms for the caregivers
of their family member (Gaugler et al., 2007; Judge et al., 2011).

The design of this study provided for examination of quality of life and caregiver
burden and quality of life and self-efficacy of baby boomer caregivers caring for a family
member who has been dementia diagnosed. Demographic and quantitative data were
obtained from participant responses to the ZBI (Bédard et al., 2001; Zarit et al., 1980),
WHOQOL-BREF (WHO, 1998), and the CSE Scale (A. M. Steffen et al., 2002), and the
demographic questionnaire. For RQs 1 and 2, the Pearson’s correlational coefficient were
used to measure the strength of a relationship between the two independent variables

(quality of life and self-efficacy) and one dependent variable (caregiver burden). Multiple
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regression was used for RQ 3 to analyze a possible relationship between the predictors
and an outcome. Appropriate instruments were used to assess levels of caregiver burden,
caregiver self-efficacy, and caregiver quality of life. There was a minimum of time and
resource constraints.
Methodology

Population

The target population for this study was baby boomer caregivers of a family
member who was dementia diagnosed. As of 2017, AA (2018) reported there were 16.1
million family caregivers of demented family members in the United States. Participants
of this study were baby boomers born between 1946 and 1964 living in the United States
and are caring for a family member who has been dementia diagnosed for at least 20
hours per week. The first set of volunteers were from the Alzheimer’s International
Research TrialMatch® program. The second set of volunteers were from Banner Health’s
Alzheimer’s Prevention Registry.
Sampling and Sampling Procedures

For participants to qualify to be part of this research they needed to be a volunteer
for either the Alzheimer’s International Research TrialMatch® program or Banner
Health’s Alzheimer’s Prevention Registry. The volunteers of both programs were made
up of families and caregivers of those diagnosed with dementia. To qualify to be a part of
the study they were all baby boomer caregivers, born between 1946 and 1964, and cared

for a family member who was dementia diagnosed at least at least 20 hours per week.
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As I was a doctoral candidate, this study qualified to be a part of both research
programs. Once institutional review board (IRB) approval of this study was in place, the
study description and link to the Survey Monkey survey was sent to the researchers at
both Alzheimer’s International Research TrialMatch® and Banner Health’s Alzheimer’s
Prevention Registry. Both research sites posted the link to the Survey Monkey survey on
their site. The TrialMatch® researchers and Banner Health’s Alzheimer’s Prevention
Registry created an email list of volunteers who matched the demographics of the study.
They both sent emails to qualified volunteers, the link to the survey was included in those
letters. Once the volunteers received their email from TrialMatch® and Alzheimer’s
Prevention Registry, they were able to join the study by opening the link in their email to
the study on Survey Monkey. The volunteers then completed the 34 questions from the
three assessment tools (ZBI, WHOQOL-BREF, and CSE Scale) and the demographic
survey.

Reliability of a study’s findings was determined by power, effect, size, and
significance level of the statistical analyses (Soper, 2013). Power is the probability of
rejecting the null hypothesis when it is false. Effect size defines the strength of the
relationship. Significance level defines the probability of rejecting the null hypothesis.
This online study involved 219 participants who were baby boomers and a primary
caregiver of a dementia-diagnosed family member. Using multiple regression and
correlation, one criterion variable and two predictor variables, an anticipated effect size

of .15, power level of .8 and probability of .05, the results of the statistical calculator was
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a minimum of 76 participants. One hundred participants were requested from each of the
two sites to allow for participants dropping out of the study and incomplete data.
Procedures for Recruitment, Participation, and Data Collection

Once this study was approved, the IRB number was added to the TrialMatch®
application and the application for Banner Health’s Alzheimer’s Prevention Registry.
When those applications were approved, the description of the study and the link to the
study on Survey Monkey were sent to the research department of both the TrialMatch®
program and Banner Health’s Alzheimer’s Prevention Registry. The researchers from
both research sites matched qualifying candidates from their database of volunteers using
the demographic questionnaire. Demographics included baby boomers (those born
between 1946 and 1964) who were currently the primary caregiver of a family member
who had been dementia diagnosed and caring for their family member at least 20 hours
per week.

Both research sites informed their volunteers they had matched the demographics
of a new study that was listed on their site (TrialMatch® or Alzheimer’s Prevention
Registry). The volunteers were given a link in the email that took them directly to the
Survey Monkey survey that contained three assessments, the demographic questionnaire,
and the consent form. On the consent form there is a section, Obtaining Your Consent
that reads, “If you feel you understand the study well enough to decide about it, please
indicate your consent by pressing Next to begin the surveys.” Questions from the
assessments and demographic questionnaire were included in the Survey Monkey

surveys. Participants exited the Survey Monkey program once they completed the survey.
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There were no follow-up procedures. At the end of data collection, data from the study
were downloaded from Survey Monkey into SPSS 26.0. Then the appropriate statistical
procedures were run using SPSS 26.0.

A pilot study was also conducted to make sure the volunteers taking the surveys
understood all the directions and questions being asked. In a follow-up phone call, the six
participants of the pilot study were asked how long it took them to complete the survey
and if they had issues understanding any of the questions. Volunteers for the pilot study
were people from my social network. The demographic group for the pilot study was the
same demographic group as the final study, baby boomers born between 1946 and 1964
and caring for a family member who had been dementia diagnosed for at least 20 hours a
week. The pilot study findings were not part of the final research project.
Instrumentation and Operationalization of Constructs

The Survey Monkey survey was used for the main study. It included a
demographic section and recognized tests of caregiver burden, self-efficacy, and
caregiver quality of life. The demographic questions were presented at the beginning of
the main survey and asked for information about gender, age, self-rated health, and
relationship to the care receiver. The WHOQOL-BREF (WHO, 1998), the ZBI (Bédard
et al., 2001; Zarit et al., 1980), the CSE Scale (A. M. Steffen et al., 2002), the
demographic questionnaire, and a consent form were placed after the foregoing

demographic and health questions.
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Zarit Burden Interview

The ZBI (Bédard et al., 2001; Zarit et al., 1980; ) provides a single summary
measure of the caregiver’s appraisal of the impact of caregiving has on their lives. The
ZBl is a 22-item self-report, Likert-style scale that [ used to measure perceived caregiver
stress or burden (Zarit et al., 1980). All questions are answered as never (0), rarely (1),
sometimes (2), quite frequently (3), or nearly always (4). An example of a question asked
is: “Do you feel: Strained when you are around your relative?” (Bédard et al., 2001; Zarit
et al., 1980).

This tool was originally developed to compute the subjective burden associated
with taking on responsibilities of caregivers of persons that had been dementia-diagnosed
(Bachner & O’Rourke, 2007; Gallagher et al., 2011; Vitaliano, 1991; Zarit et al., 1980).
This scale covers areas most mentioned by caregivers as problematic. These areas include
caregivers’ health status, psychological wellbeing, social life, finances, and the
relationship shared by the caregiver and the person with dementia. Responses range from
never (0) to nearly always (4). Total score ranges from 0—88 with higher scores
designating higher perceived burden. The questions are worded subjectively, focusing on
the affective response of the caregiver (Papastavrou et al., 2009). Associations of patient
and caregiver burden scale scores will be analyzed using Pearson correlations.

Caregiver Self-Efficacy

The CSE Scale (A. M. Steffen et al., 2002; see Appendix A) allowed caregivers to

rate their confidence in dealing effectively with caregiving situations such as knowing

when to ask for help with a problem. One example of a question from this survey is:
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“How confident are you that you could ask a friend or family member to stay with (your
loved one) for a day when you need to see the doctor yourself?” (Score between 0 and
100). This scale measures the subjective feelings correlated with the burden of caregiving
and in past studies has demonstrated good reliability and validity and high internal
consistency (Cronbach’s alpha of .82), with 2-week test-retest reliability moderate and in
the acceptable range .70 (A. M. Steffen et al., 2002). Each item on the scale asked the
caregiver to assess their confidence level for being able to perform a behaviorally specific
task.

The scale was divided into three domains of caregiving self-efficacy: (a) self-care
and obtaining respite, (b) responding to disruptive patient behaviors, and (c) controlling
upsetting thoughts activated by caregiving activities. The self-care and obtaining respite
subscale measures caregivers’ self-efficacy about the ability to ask for assistance (e.g.,
“How confident are you that you can ask a friend/family member to stay with your family
member for a day when you need to see a doctor?””; A. M. Steffen et al., 2002). The
responding to disruptive patient subscale assessed the caregivers’ self-efficacy in respect
to the ability to respond to the patient’s disruptive behaviors effectively (e.g., “When
your family member asks you four times in the first hour after lunch when lunch is, how
confident are you that you can answer them without raising your voice?”’; A. M. Steffen,
2002). The controlling of upsetting thoughts activated by caregiving activities scale
measures caregivers’ self-efficacy about negative or upsetting thoughts concerned with
caregiving (e.g., “How confident are you that you can control worrying about future

problems that may come up with your family member?” (A M. Steffen et al., 2002). In
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the Gilliam & Steffen (2006) study, the scale was normally distributed with high internal

consistency (Cronbach’s alpha = .88; Gilliam & Steffen, 2006). Other studies reported
good internal consistency as well. Rabinowitz et al., 2007 reported a = .84, .89, and .89
for obtaining respite, responding to disruptive behavior, and controlling upsetting
thoughts, respectively.

Role strain and personal strain Cronbach’s alphas were reported to be .89 and .77
respectively. This scale is the shortened version that only had 12 items in the
questionnaire. This scale asked questions about the stressful feelings due to caregiving. It
takes about 5 minutes to complete (Bédard et al., 2001). Associations of patient and
caregiver self-efficacy scale scores will be analyzed using Pearson correlations.

World Health Organization Quality of Life-BREF

The WHOQOL-BREF (WHO, 1998) scale can be used to understand the four
domains of the quality of life: (a) physical health, (b) psychological, (¢) social
relationships, and (d) environment. An example of a question from this survey is: “How
would you rate your quality of life? Very poor (1), Poor (2), Neither poor not good (3),
Good (4), Very good (5)” (WHO, 1998).

The WHOQOL-BREF was used in a study measuring quality of life in health-care
staff (Gholami et al., 2013). Responses are provided on a 1-5 scale. Results showed a
good internal consistency (a =.93) for WHOQOL-BREF. Applying Cronbach’s alpha
coefficient to examine the internal consistency of WHOQOL-BREF scale (26 items) and
the four domains of it. The four domains and their corresponding alpha coefficients are

(a) physical health domain (.81), (b) psychological health domain (.81), (¢) social



47

relationship domain (.65), and (d) environmental health domain (.77; Gholami et al.,
2013). According to Gholami et al. (2013), there are “statistically significant correlations
between all domains” (p. 811).

Another example of an assessment used to study quality of life is the Caregiver
Quality of Life (Vickery et al., 2009). This scale has been used to understand the effects
of disease, disability, or disorder while caregiving over time. It was developed as a
primary evaluation of quality-of-life measure targeted at dementia caregivers (Vickery et
at., 2009).

Responses are provided on a 1-5 scale (not at all bothered =1; extremely bothered
= 5). Internal consistency reliability was > .78 for all scales; test-retest reliability
(interclass correlation) estimates exceeded .70 for the 10 subscales; (1) Assistance with
instrumental activities of daily living, (2) Assistance with activities of daily living, (3)
Role limitations due to caregiving, (4) Personal time, (5) Family interaction, (6) Demands
of caregiving, (7) Worry, (8) Spirituality and faith, (9) Benefits of caregiving, and (10)
Caregiver feelings (Vickery et al., 2009). Cronbach’s alpha was used to estimate internal
consistency for each multi-item scale (Vickery et al., 2009). Cronbach’s alpha ranged
from .78 to .94; interclass correlation coefficients for test-retest reliability ranged from
.53 (limitations of caregiving) to .89 (benefits of caregiving; Vickery et al., 2009).

Data Analysis Plan

The software used for analysis was IBM SPSS 26.0. The data cleaning and

screening process, according to Pallant (2016), begins by checking the data for any errors

and this will involve several steps to be taken. First, errors were checked by looking for
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scores that appeared to be out of range appropriate to the study or were missing. Then it

was necessary to find exactly where in the data file this error occurred and correct the

data (Pallant, 2016). In the case of missing data, those participants were removed.

Research Questions and Hypotheses

RQI: Is caregiver burden related to self- efficacy?

HO1: In the population of baby boomer caregivers of dementia-diagnosed family
members, the correlation between caregiver burden and self-efficacy is zero.

HA1: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will be a correlation between caregiver burden and self-efficacy.

RQ2: Is caregiver burden related to quality of life?

HO1: In the population of baby boomer caregivers of dementia-diagnosed family
members, the correlation between caregiver burden and quality of life is zero.

HAZ2: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will be a correlation between caregiver burden and quality of life.

RQ3: Which is the best predictor of caregiver burden: self-efficacy or quality of life?

HO1: In the population of baby boomer caregivers of dementia-diagnosed family
members, the correlation between caregiver burden and self-efficacy is zero.

HA1: In the population of baby boomer caregivers of dementia-diagnosed family
members, caregiver burden will correlate to self- efficacy.

HO02: In the population of baby boomer caregivers of dementia-diagnosed family

members, the correlation between caregiver burden and quality of life is zero.
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HAZ2: In the population of baby boomer caregivers of dementia-diagnosed family
members, there is a correlation between caregiver burden, self-efficacy and
quality of life.

HO3: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will not be a correlation between caregiver burden, self-efficacy
and quality of life.

HAZ3: In the population of baby boomer caregivers of dementia-diagnosed family
members, there will be a correlation between caregiver burden, self-efficacy and
quality of life.

Descriptive and inferential statistics were used in data analysis. The analysis of
the sample characteristics included frequencies, percentages, means, medians, modes,
standard deviations, and ranges appropriate to the type of variable. The study used
bivariate correlation analysis to measure the extent of the relationship between study
variables (i.e., caregiver burden and self-efficacy and caregiver burden and quality of
life). This procedure was appropriate because it provided the following information about
the data: the nature of the linear relationship (positive or negative) between the two
variables and the information relating to the strength or magnitude of the linear
relationship. The strength of the relationship can vary, ranging from —1 (which indicates a
perfect negative correlation) to a +1 (which indicates a perfect positive correlation; Burns
& Grove, 2011).

Multiple regression analysis and correlation analyses were used to provide

information as to how each independent variable (caregiver stress and caregiver self-
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efficacy) related to the dependent variable (caregiver burden). The goal was to find the
best predictors of burden among functional status, behavioral problems, duration of care,
caregiving self-efficacy, quality of life and selected caregiver demographic variables
(age, self-related health status, relationship to care-receiver) in the total sample of
Alzheimer’s caregivers. Multiple regression analysis recognizes multiple factors may
impact an observed process, and it measures the relative effect of each factor (Pallant,
2016).

Variables in this study were measured as they exist, with no control or
manipulation applied. Even though no effort was made to imply causation, an
identification of a strong relationship between study variables could lay the foundation
for further study of the relationships, thereby possibly establishing causal links. Given the
number of subscales and analyses, the Bonferroni correction was applied (number of
analyses divided by the alpha of .05).

Threats to Validity

The vast amount of diversity (culture, ethnicity, social economic status [SES],
religion) can and did exist within the targeted population of this research study. Limitless
diversity is a factor that was considered as one of the limitations of this study. The
researchers from the Alzheimer’s TrialMatch® program, and Banner Health’s
Alzheimer’s Prevention Registry matched the demographics of this study with those in
their database of volunteers. Specific and stringent guidelines were employed to identify
qualified participants, but an enormous amount of diversity may still exist among the

qualified and selected participants (the population). Additionally, the purposeful sample
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only came from those participants in the Alzheimer’s International Research
TrialMatch® program and Banner Health’s Alzheimer’s Prevention Registry that was
limited to computer literate individuals, which may or may not also be a limitation and/or
threat to validity. Unfortunately, this was a sampling method in which not all subjects
that made up the population of interest have an equal chance of being included in the
research study; such was the case in this study. Therefore, the possibility of limitation
exists due to the variability in numbers of the targeted population that are part of the
Alzheimer’s International Research TrialMatch® program and Banner Health’s
Alzheimer’s Prevention Registry.

Ethical Considerations

This research project did not specifically ask for nor require any participant to
divulge any protected health information that is defined as protected by HIPAA (Health
Insurance Portability and Accountability Act) of 1996. Therefore, information and data
collected was limited to the requirements of the study; the WHOQOL-BREF (WHO,
1998), the ZBI (Bédard et al., 2001; Zarit et al., 1980), the CSE Scale (A. M. Steffen et
al., 2002), a demographic questionnaire, and a consent form. Participants’ specific health-
related information or status was not directly solicited.

The possibility existed that participants may self-disclose health-related
information during the testing because all surveys used were delivered in a virtual format.
Participants were given a link to the survey by the researchers in the Alzheimer’s
International Research TrialMatch® program and Banner Health’s Alzheimer’s

Prevention Registry. Participants saw a consent form when they opened the survey and
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were able to press “next” if they agreed to participate; this was done to protect
participants’ identities.

During this study, interactions with participants were minimal as the survey was
the Survey Monkey. The participants were invited by researchers from both research sites
to join the study and were emailed a link to the survey.

Data Security

As for any concerns about the security of Survey Monkey, this site was used due
the security it provides to protect participants’ anonymity and its extensive security
procedures. Confidentiality is part of this security. Survey Monkey information was
included to clarify steps taken for the security of participants’ identity. The following is
paraphrased from the Survey Monkey academic site, and it addresses the topic of secure
transmission and database security:

Survey Monkey has criteria for academic studies that meet IRB approved and

includes an SSL encryption feature. This feature protects sensitive data and

protects the participant’s information as it moves along communication pathways
between the respondent’s computer and Survey monkey servers. The Database
and Server Security for Survey Monkey has physical and environmental controls
in place to protect data. Survey Monkey will not use the information collected in
the surveys in any way, shape, or form. In addition, any other material provided to

Survey Monkey (including images, email addresses, and so forth) will be held in

the strictest confidence (www.surveymonkey.com).
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Summary

With the aged population living longer, research was lacking about adult children
that were caring for a family member who had been dementia-diagnosed. The focus of
this study was adult children caring for a family member who had been dementia-
diagnosed. The MetLife Mature Market Institute (2011) study of caregiving costs to
working caregivers was produced in partnership with the National Alliance of Caregiving
(NAC), the Center for Long Term Care Research, and the Policy at New York Medical
College. They examined the nearly 10 million adult children over the age of 50 who were
caring for their aging family member (MetLife Mature Market Institute, 2011).

This present study is important to our society and its economy because healthier
caregivers can care longer for their family members before turning to an institution. In
2019, the estimated economic value of the care provided by family members to those
with a dementia diagnosis was $244 billion (AA, 2020). This number represents 18.6
billion hours of care (AA, 2020). The ongoing need for family caregivers continues to
grow as the aging population lives longer.

Findings from this study could empower researchers and practitioners to identify
and develop resources for caregiving families that could promote a higher quality of life
and a lower level of caregiver burden. As families continue caring for their elders, they
will continue to assume more and more responsibility in dealing with their family
member’s debilitating physical and cognitive decline. Consequently, the physical and
psychological health and well-being of caregivers will be an ongoing social priority (AA,

2020, Farina et al., 2017; Gallagher et al., 2011).
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This chapter provided a description of the quantitative study, participants of the
study, data analysis, and collection procedures. Chapter 3 also included potential threats
to validity and methods that were used to strengthen the integrity of the data. The chapter
concludes with the ethical concerns and methods to reduce them. Chapter 4 presents the

results obtained from applying this methodology.
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Chapter 4: Results

The purpose of this quantitative study was to investigate the level of caregiver
burden of baby boomers caring for a family member who had been dementia diagnosed
and to examine a possible correlation of caregiver burden, quality of life, and self-
efficacy using multiple regression and correlation analysis. RQ 1 addressed whether
caregiver burden was related to self-efficacy in the population of baby boomer caregivers
of dementia-diagnosed family members. RQ 2 addressed whether caregiver burden was
related to quality of life in the population of baby boomer caregivers of a dementia-
diagnosed family member. RQ 3 addressed which was the better predictor of caregiver
burden; self-efficacy or quality of life in the population of baby boomer caregivers of
dementia-diagnosed family members. This chapter begins with data collection
information and any pertinent changes from Chapter 3. Next, the baseline descriptive and
demographics of the sample are reported. Lastly, survey results are presented.

Data Collection

Data collection took place over 7 months. Initial efforts to recruit participants
during the first 3 months generated 18 results from the Alzheimer’s TrialMatch®
program. During the next 4 months there were four more completed surveys from the
Alzheimer’s TrialMatch® program. They were only able to complete one mailout before
the program was stopped due to a new program design taking place in the Alzheimer’s
TrialMatch® program. More sites were approved by the university’s IRB to use the
following: social media internet sites, Facebook, the large online university’s participant

pool, and Banner Health’s Alzheimer’s Prevention Registry. The Alzheimer’s Prevention
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Registry was found while searching social media sites that focused on Alzheimer’s
disease. Again, data collection was completed within a 7-month period with results from
both the Alzheimer’s TrialMatch® program (n = 22) and Banner Health’s Alzheimer’s
Prevention Registry (n = 269). In accordance with the IRB, this research did not use
snowball sampling or any other direct contact methods to recruit participants.

Alzheimer’s TrialMatch® emailed the survey for this study to 300 of their
volunteers, at first there were a total of 18 responses. There were four more responses
from the Alzheimer’s TrialMatch® program during the last 4 months totaling 22
responses. Banner Health’s Alzheimer’s Prevention Registry emailed the survey to over
10,000 of their volunteers with 269 responses. After selecting only data from those
completed surveys with total responses that met the research criteria, had no missing
answers, were born between 1946 and 1964, and were caring for their family member
who had been dementia diagnosed for at least 20 hours per week, the sample was n =
219. The G*Power analysis indicated the need for 76 participants.

Data Cleaning and Assumption Testing

Initially, a total of 269 caregivers began the survey. Selecting only respondents
who had either zero missing answers (7 = 227) or only one missing answer (n = 22), this
reduced the sample to n = 249. Missing answers were either estimated/imputed using the
grand mean (for a continuous variable) or the grand mode for a nominal/categorical
variable. The selection criteria for the study were “to be a baby boomer caregiver, born

between 1946 and 1964, be caring for a family member who had been dementia-
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diagnosed, and caring for their dementia-diagnosed family member at least 20 hours per

week.” Applying those criteria further reduced the sample to n=219.

According to Laerd Statistics (2020), there are eight assumptions that need to be

met for multiple regression:

1.

2.

7.

8.

Dependent variable is a continuous scale.

Two or more independent variables.

Independent observations

Linear relationship between the dependent variable and each nondichotomous
independent variable both individually and collectively.

Homoscedasticity

No multicollinearity

No significant outliers, high leverage points or highly influential points.

Normally distributed residual scores.

Assumptions 1 (continuous dependent variable), 2 (2 or more independent variables), and

3 (independent observations) were met based on the design of the study. Assumptions 4

(linear relationships) and 5 (homoscedasticity) were met based on inspection of the

scatterplot of studentized residuals against the unstandardized predicted values and the

inspection of the partial regression plots. Assumption 6 (no multicollinearity) was met by

inspection of the variance inflation factor statistics in the regression model. Assumption 7

(no outliers or other influential points) were met after identifying no problematic case

wise diagnostics, no high Cook’s or leverage values, nor any studentized deleted

residuals greater than + 3 standard deviations. Assumption 8 (normally distributed
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residuals) was met based on the inspection of the residual histogram and the P-P plot. The
results of the assumption testing taken together, along with the multiple regression model
being robust to violations of assumptions in large samples (N = 219), the assumptions for
multiple regression were adequately met (Laerd Statistics, 2020).

Results

RQ 1: Is caregiver burden related to self- efficacy? To address this RQ,
correlations were conducted, Table 4 displays the relevant Pearson correlation. Inspection
of the table found a significant negative correlation between caregiver burden and self-
efficacy (r =—.50, p <. 001). This finding provided support to reject the null hypothesis
(see Table 4).

RQ 2: Is caregiver burden related to quality of life? To address this RQ,
correlations were conducted, Table 4 displays the relevant Pearson correlation. Inspection
of the table found a significant negative correlation between caregiver burden and total
quality of life (r = —.58, p <.001). This finding provided support to reject the null
hypothesis (see Table 4).

RQ 3: Which is the best predictor of caregiver burden: self-efficacy or quality of
life? To address this question, Table 5 displays the prediction of caregiver burden based
on self-efficacy and the four quality of life variables. The overall model was significant
(F[5,213} =34.19, p = .001) and accounted for 44.5% of the variance to caregiver
burden. Inspection of the table found higher levels of caregiver burden were related to:
(a) lower self-efficacy scores (f =—.29, p = .001); (b) lower psychological quality of life

scores (B =-.35, p=.001; and (c) lower social quality of life scores (B =-.16, p =.02)
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Inspection of the partial correlations for the model (7ab.c ) which is the correlation for the
predictor and the criterion variable with the effects of the other predictors removed found
self-efficacy (7av.c) = —.32) to have the strongest relationship followed by psychological
(rab.c) = —28) and social quality of life (rab.c=—.16; see Table 5).

Table 1 displays the frequency counts for selected variables (Caregiver Age: M =
65.66, SD = 5.17; Patient Age: M =79.65, SD = 10.01; see Table 1). Table 2 displays the
psychometric characteristics for the seven scale scores. To determine the bivariate
relationships between the seven demographics and caregiver burden. Table 3 displays the
relevant Pearson correlations. To answer RQs 1 through 3, Table 4 displays the relevant
Pearson correlations. Table 5 displays the multiple regression prediction of caregiver

burden based on self-efficacy.
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Frequency for Selected Variables

60

Variable n (%)

Caregiver Gender

Male 36 (16.4)
Female 183 (83.6)
Caregiver Age

56 to 59 years 36 (16.4)
60 to 69 years 119 (54.3)
70 to 74 years 64 (29.2)
Relationship to Patient

Spouse 107 (48.9)
Child 95 (43.4)
Other 17 (7.8)
Age of Patient

51 to 59 years 6(2.7)
60 to 79 years 103 (47.0)
80 to 89 years 68 (31.1)
90 to 104 years 42 (19.2)
Hours per week

20-39 hours/week 41 (18.7)
40-79 hours/week 35 (16.0)
Over 80 hours a week 143 (65.3)
Caregiver Education

High school 16 (7.3)
Some college 48 (21.9)
College 68 (31.1)
Graduate school 55(25.1)
Professional degree (e.g., PhD, MD) 32 (14.6)
Marital Status

Married/partnered 162 (74.0)
Single (never married) 20 (9.1)
Divorced 22 (10.0)
Other 15 (6.9)
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Table 2 displays the psychometric characteristics for the seven scale scores.
Cronbach alpha reliability coefficients ranged in size from o = .66 to a = .93 with the
median sized alpha being o = .84. All but one of the scales (social quality of life, a = .66)
had acceptable levels of internal reliability (Crosby et al., 2006). However, because the
Cronbach alpha reliability coefficient (o = .66) was close to the desired threshold (o >
.70), there were only three items in the scale that typically lowers the reliability
coefficient, this is an established instrument, and the current sample size is large (n =
219), that reliability coefficient was not deemed to be a problem (Crosby et al., 2006; see
Table 2).

Table 2

Psychometric Characteristics for the Seven Scale Scores

Scale Items M SD Low High o

Self-Efficacy 10 60.98 20.94 4.80 99.60 .87
Total QOL 26 3.55 0.58 1.73 4.85 .93
Physical QOL 3.69 0.67 1.86 5.00 .81
Psychological QOL 6 3.34 0.70 1.33 4.83 .84
Social QOL 3 3.03 0.83 1.00 5.00 .66
Environmental QOL 8 3.82 0.61 1.7 5.00 .84
Caregiver Burden 22 2.72 0.60 1.36 4.41 .89

Note. n=219; QOL = Quality of Life.

Table 3 displays Pearson correlations for the seven demographic variables with
caregiver burden. This table was provided to determine whether any demographic
variables might be important covariates for the multiple regression model. Inspection of
the table found none of the seven demographic variables to be significantly related to

caregiver burden at the p < .05 level (see Table 3).
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A further examination of the mean burden scores for the nominal independent
variables was performed. Males had a burden score of M = 2.60, and the women had a
mean score of M =2.75 (p = .19). Spouses had a burden score of M =2.71, and
nonspouses had a mean score of M =2.73 (p = .85). Married caregivers had a burden
score of M = 2.74; the nonmarried caregivers had a mean score of M =2.66 (p = .36).
Table 3

Pearson Correlations for the Seven Demographic Variables with Caregiver Burden

Variable Caregiver burden
Caregiver Gender .09
Caregiver Age -.10
Spouse -.01
Age of Patient .01
Hours per week -.03
Caregiver Education .00
Married b .06

Note. n = 219; no correlation was significant at the p <.05 level.

Table 4 displays the relevant Pearson correlations and coefficients of
determination. Inspection of the table found significant negative correlations between
caregiver burden and self-efficacy (» = -.50, r2 = 25.0%, p < .001) and between caregiver
burden and total quality of life (» = -.58, 2 = 33.6%, p < .001). Given that total quality of
life accounted for more variance in caregiver burden, this finding provided support to
reject the null hypothesis (see Table 4).

Table 4

Pearson Correlations for Self-Efficacy and Quality of Life Scales with Caregiver Burden

Variable Caregiver burden r 12
Self-Efficacy -.50 25.0
Total QOL -.58 33.6
Physical QOL -41 16.8

Psychological QOL -.59 34.8
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Social QOL -51 26.0
Environmental QOL -.44 19.4
Note. n = 219; all correlations were significant at the p <.001 level.

Table 5 displays the prediction of caregiver burden based on self-efficacy and the
four quality of life variables. The overall model was significant (<[5, 213] =34.19, p =
.001) and accounted for 44.5% of the variance in caregiver burden. Inspection of the table
found higher levels of caregiver burden were related to: (a) lower self-efficacy scores (3
=-.29, p=.001); (b) lower psychological quality of life scores (p =-.35, p =.001); and
(c) lower social quality of life scores (B =—-.16, p =.02). Inspection of the partial
correlations for the model (7ab.c) which is the correlation for the predictor and the criterion
variable with the effects of the other predictors removed found self-efficacy (7ab.c =—.32)
to have the strongest relationship followed by psychological quality of life (7ap.c = —.28)
and social quality of life (7ab.c =—.16; see Table 5)

A further examination of the mean burden scores for the nominal independent
variables was performed. Males had a burden score of M = 2.60, and females had a mean
score of M =2.75 (p = .19). Spouses had a burden score of M = 2.71; nonspouses had a
mean score of M =2.73 (p = .85). Married caregivers had a burden score of M =2.74,
and the nonmarried caregivers had a mean score of M = 2.66 (p = .36; see Table 5).

Table S

Prediction of Caregiver Burden Based on Self-Efficacy and Quality of Life Variables

Variable B SE B p Lower Upper ra.c VIF
Intercept 4.68 0.21 .001 4.27 5.09
Self-Efficacy -0.01 0.00 -29 .001 -0.01 0.00 -32 1.27
Physical QOL -0.02 0.06 -.02 74 -0.15 0.11 -02  2.00
Psychological QOL -0.29 0.07 -35 .001  -0.43 -0.16  -28 2.6l
Social QOL -0.12 0.05 -.16 .02 -0.21  -0.02 -16 1.83

Environmental QOL  -0.01 0.07 -.01 .87 -0.15 0.13 -01  2.07
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Note. n =219; full model: F (5, 213) = 34.19, p = .001. R2 = .445. Durbin-Watson — 1.88; r*®.c =

partial correlation for the predictor and the criterion variable with the effects of the other
predictors removed.
Summary

In summary, this study used survey data from 219 caregivers who were volunteers
of the Alzheimer’s TrialMatch® program, and Banner Health Alzheimer’s Prevention
Registry to investigate the level of caregiver burden of baby boomers caring for a family
member that had been dementia-diagnosed and to examine a possible correlation of
caregiver burden and quality of life and caregiver burden and self-efficacy. RQ 1
(caregiver burden and self-efficacy) was supported (see Table 4). RQ 2 (caregiver burden
and quality of life) was supported (see Table 4). RQ 3 (best predictor of caregiver
burden) was supported (see Table 5).

Chapter 5 will provide a discussion of the strengths and limitations of this study.
Results and findings will be described with reference to the theoretical frameworks of the
theory of transactional stress that was the framework for the current study; it is the basis
for caregivers’ abilities to properly identify, categorize, and assess danger in their life
(Lazarus & Folkman, 1987; Merluzzi et al., 2011). A mistaken assessment of
environmental stressors could lead to psychological harm due to the aggregate effects of
these stressors (Merluzzi et al., 2011). The current study, with its use of the theory of
transactional stress, offered guidance on the significance of caregiver burden, quality of

life, and self-efficacy in respect to transactional stress. In the final chapter, findings were



compared to the literature, conclusions and implications are drawn, and a series of

recommendations are suggested.
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Chapter 5: Discussion, Conclusions, and Recommendations
The purpose of the current quantitative study was to investigate the level of

caregiver burden of baby boomers caring for a family member that had been dementia-
diagnosed. In this investigation, I examined relationships among caregiver burden,
quality-of-life, and self-efficacy. A correlational design was used because the variables
were not manipulated; I gathered information about the relationships among predictor
and criterion variables. The following RQs guided this study:

1. Is caregiver burden related to self-efficacy?

2. Is caregiver burden related to the quality of life?

3. Which is the best predictor of caregiver burden, quality of life or self-efficacy?
To answer these RQs, I calculated bivariate correlations of the criterion variable (burden)
and the predictor variables (self-efficacy and quality of life) using multiple regression
analysis. For RQ 1, I found a significant negative correlation between caregiver burden
and self-efficacy; as self-efficacy increased, the burden level decreased. For RQ 2, I
found a significant negative correlation between caregiver burden and quality of life; with
a higher level of quality of life, the burden levels were lower. For RQ 3, the overall
model was significant and accounted for half of the variance in caregiver burden. I found
higher levels of caregiver burden were related to (a) lower self-efficacy scores, (b) lower
psychological quality of life scores, and (c) lower social quality of life scores. With the
effects of the other predictors removed, I examined the partial correlations for the model,
correlation for the predictor, and the criterion variable and found self-efficacy to have the

strongest relationship, followed by psychological quality of life and social quality of life.
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In this chapter, I review the results of the analyses presented in Chapter 4. |
discuss a summary and interpretation of the findings, practical implications of the results,
and links to social change. I also identify possible limitations of the study and make
suggestions for future research in conjunction with the discussion of each hypothesis.
Finally, I present a summary of the importance of social change for family caregivers of
an elder family member who has been dementia diagnosed.

Interpretation of the Findings

The purpose of this quantitative study was to investigate the level of caregiver
burden among baby boomers caring for a family member who had been dementia
diagnosed and to examine a possible relationship between the level of caregiver burden
with the caregivers’ quality of life and self-efficacy. Survey responses from 219 family
caregivers were analyzed. The transactional model of stress and coping was used as the
basis for assessing participants’ ability to cope with stress-filled life events (Lazarus &
Cohen, 1977; Savla et al., 2021). A fundamental proposition of the transactional model is
that it is the interaction of the person and environment that creates stress for the
individual (Lazarus, 1966; Lazarus & Folkman, 1984; Savla et al, 2021). The
transactional model also depicts coping as a choice that is affected by the primary and
secondary appraisals. Coping is predictable and consistent with a determination of what
can be done to change the situation (Folkman & Lazarus, 1985; Savla et al., 2021). For
example, problem-focused coping is expected to be used in situations appraised as
unchangeable. The individual’s choice of a coping mechanism is determined by their

perceptions of personal control over the stressful situation (Folkman & Lazarus, 1980;
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Savla et al., 2021). Personal control reflects an individual’s beliefs, at a given point in
time, in their ability to effect change in a desired direction on the environment
(Greenberger & Strasser, 1986). Coping outcomes at least partially depend on the
goodness of the fit between appraisal and coping (Folkman & Lazarus, 1984).

The present research and application of the constructs of transactional stress and
coping offer guidance on the significance of self-determination and transactional stress.
This allows insights into recognizing the properties of efficacy retention and individuals’
stress appraisal. While researching the stress-process model of caregiving, it became
clear that there were multiple levels of support and stress at the individual, family, and
community level when predicting mental health outcomes. In this study, the theories of
transactional stress merged well with the tenets of caregiver burden, self-efficacy, and
quality of life (Folkman & Lazarus, 1984; Savla et al, 2021).

An early investigation of research on the three variables used in this research—
self-efficacy, caregiver burden, and quality of life—resulted in multiple articles using one
or two of these variables but not the three specific variables I used. For example, Khan et
al. (2007) demonstrated that self-efficacy could help family caregivers of older adults
who had been diagnosed with Alzheimer’s disease and other types of cognitive
impairment experience lower burden and depression symptoms of severity. Khan et al.
redefined the definition of self-efficacy in reference to caregivers of older adults with a
dementia diagnoses and other types of cognitive impairment. According to Kahn et al.,
self-efficacy was found to be the family caregivers’ confidence in their ability to manage

behavior and other stressors, control upsetting thoughts, acquire medical information,
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manage medical issues, obtain self-care across community supports, and maintain a good
relationship with a relative, friend, or neighbor of an older adult with cognitive
impairment. However, a different point of view was expressed by Park et al. (2019) who
noted that caregiver self-efficacy had shown promise in improving the quality of life of
these family caregivers. Additional articles were found in reference to self-efficacy and
caregivers of family members who had been dementia-diagnosed (Gonyea et al., 2005;
Parker et al, 2017; Salamizadeh et al., 2017). Gonyea et al. (0025) found that caregiver
interventions aimed to reduce burden may benefit from the inclusion of specific strategies
to increase self-efficacy and decrease depressive symptoms self-efficacy. For instance,
online group supports for these caregivers has shown a positive effect on social support
and self-efficacy (Parker et al., 2017). Spiritual care can also enhance the self-efficacy of
family caregivers of people who suffer from Alzheimer’s disease (Salamizadeh et al.,
2017).

The results of my research show that self-efficacy appears to protect against
burden in caregivers of the dementia diagnosed (Gallagher et al., 2011; Savla et al.,
2021). The overall model was significant and accounted for half of the variance to
caregiver burden. Higher levels of caregiver burden were related to (a) lower self-
efficacy scores, (b) lower psychological scores, and (c) lower social quality of life scores.
With other predictors removed, I examined the partial correlations for the model,
correlation for the predictor, and the criterion variable and found self-efficacy to have the

strongest relationship followed by psychological quality of life and social quality of life.
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I used multiple regression analysis to examine the bivariate correlations of the
criterion variable (burden) and the predictor variables (self-efficacy and quality of life). I
found a significant negative correlation between caregiver burden and self-efficacy; as
self-efficacy increased, the burden level decreased. The findings show that with a higher
level of quality of life, the burden levels were lower. Higher levels of caregiver burden
were related to (a) lower self-efficacy scores, (b) lower psychological quality of life
scores, and (c) lower social quality of life scores. Such findings have not been previously
reported.

Limitations of the Study

A limitation of this research was that volunteer participants were recruited from
the databases of the Alzheimer’s International Research TrialMatch® program and
Banner Health’s Alzheimer’s Prevention Registry. The positive aspect of this approach
was that all the volunteers from these programs were caregivers of their family member
who had been diagnosed with some form of Alzheimer’s disease, and they were computer
literate, which was a requirement for this study. There are many other caregivers who are
not part of these programs, so further studies could include other volunteers in the future.
Another limitation of the study was that there were only a few male participants. This
was not surprising because women are more likely to be caregivers of elder family
members than men (Papastavrou et al., 2009).

Threats to Validity
A vast amount of diversity (e.g., culture, ethnicity, social economic status) could

have existed within the targeted population of this research study. One diversity
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recognized was that more female caregivers (n = 183, 83.6%) took the survey than male
caregivers (n = 36, 16.4%; see Table 1 in Chapter 4). Researchers from the Alzheimer’s
TrialMatch® program and Banner Health’s Alzheimer’s Prevention Registry matched the
demographics of this study with those in their volunteer database. Specific and stringent
guidelines were employed to identify qualified participants. The sample came from those
participants in the Alzheimer’s International Research TrialMatch® program and Banner
Health’s Alzheimer’s Prevention Registry and was limited to computer-literate
individuals, which may or may not be a limitation and/or threat to validity. Unfortunately,
I used a sampling method in which not all subjects comprising the population of interest
had an equal chance of being included in the research study. Therefore, the possibility of
limitation exists due to the variability in numbers of the targeted population being part of
the Alzheimer’s International Research TrialMatch® program and Banner Health’s
Alzheimer’s Prevention Registry.
Recommendations

The findings from the current study may help future researchers conduct research
on ways to improve quality of life and self-efficacy of family caregivers. The results may
help health professionals and support groups plan and develop better programs to
empower caregivers to lower their level of caregiver burden and increase their quality of
life and self-efficacy as they care for their family member who was diagnosed with
Alzheimer’s disease.

Future research on this topic could investigate new ways to introduce family

caregivers to specific interventions created for this population. These learning
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interventions could help local, state, and national programs that are part of a caregivers’
network decrease the need for institutionalization of family members, which could reduce
the cost of care to the community and provide positive coping mechanisms for caregivers
(Brodaty & Donkin, 2009; Dawson & Bangerter, 2020, Whitlatch at al., 2018). As the
older population increases, this information will be valuable as more people take on the
challenge of family caregiving (Dawson & Bangerter, 2020; Haley et al., 1987; Whitlatch
et al., 2018).

A longitudinal study could be conducted to better predict changes in family
caregivers’ burden, quality of life, and self-efficacy, considering the study factors. Some
recommendations for studies using similar variables to those of this study could include
those found in an early investigation of the three variables used in this research: self-
efficacy, caregiver burden, and quality of life. Future researchers could include different
demographics such as varied races, other age groups, same sex couples, males only, or
different age groups of the caregivers of a family member who has been dementia-
diagnosed.

Implications
Positive Social Change

The implications for positive social change from the results of this study could
include knowledge useful for doctors, nurses, therapists, families, social workers,
gerontologists, family physicians, mental health counselors, expressive arts therapists,
and others who have searched for a direction to empower themselves and the caregivers

of a dementia-diagnosed family member with insights into healthier ways of living their
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lives. Opportunities created for their specific needs could empower baby boomer
caregivers to learn how to care for themselves, lower their levels of burden, and increase
their levels of self-efficacy and quality of life. Such opportunities would enable them to
stay healthier during their years of caregiving and could also help keep their family
member home longer before institutionalization.

Teaching new approaches for these caregivers to communicate with their loved
ones and with doctors, mental health therapists, expressive arts therapists, social workers,
and additional caregivers—will allow everyone involved to work together as a team to
care for their family member. They would then have the information available to share
with others at the local, state, and national level (Dawson & Bangerter, 2020, Whitlatch
et al., 2018). Sharing this information would also encourage those searching for a path to
empower family caregivers of a dementia-diagnosed family member (Brodaty & Duncan,
2009; Dawson & Bangerter, 2020; Whitlatch et al, 2018). Long-term results could
include (a) less institutionalization of family members (Lau et al., 2008), (b) a reduced
cost to the community, and (c) more positive coping mechanisms for caregivers of their
family member (Brodaty & Duncan, 2009; Dawson & Bangerter, 2020; Gaugler et al.,
2007; Judge et al., 2011).

Savla et al. (2021) used the theory of transactional stress in studying individuals’
abilities to properly identify, categorize, and evaluate danger in their own well-being. An
erroneous assessment of the effects of environmental stressors could precede
psychological harm due to their aggregate effects, thus influencing their individual

efficacy (Merluzzi et al, 2011; Savla et al., 2021). The present research and application of
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the constructs of transactional stress and coping offer guidance on the significance of
self-determination and transactional stress, which allows insights into recognizing the
properties of efficacy retention and the individuals’ stress appraisal.

The implications for social change from this study are found in the evidence
provided by the research: elevated levels of burden among family caregivers. A
curriculum of multiple sessions could be written by an expressive arts therapist to
incorporate some of the milieu of variables found to cause this caregiver burden and to
encourage caregivers to create an image in some fashion.

Since social change is broadly described as both a process and a product, the
product in this example of a social change experience could be the development of a
multiple-session curriculum by an expressive arts therapist. These sessions could be used
with caregivers virtually, either individually or in a group session. The medium used for
this curriculum could be painting, drawing, writing, or even manipulating clay with
which caregivers create an image of frustrating things their family member has done on a
continual basis. The process would involve the expressive arts therapist working with
family caregivers as they create this image. These experiences may lead to healthier
caregivers, more positive appraisals of the caregiving experience, and, ultimately, a
reduced desire to institutionalize, which could ease financial burdens on families and
society.

There are opportunities at the local, state, national, and international levels to
address the educational and psychosocial needs of persons living with dementia and their

caregivers (Whitlatch et al., 2018). These opportunities include sharing knowledge useful
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for families, therapists, social workers, gerontologists, family physicians, mental health
counselors, expressive arts therapists, and others who are searching for a direction to
improve the health of family caregivers of a dementia-diagnosed family member. Long-
term results would include less institutionalization of family members, reduced cost to
the community, and more positive coping mechanisms for caregivers. These findings
could have a significant effect, not only on caregivers, but also on society—tresulting in
positive social change (Dawson & Bangerter, 2020; Whitlatch et al, 2018). This change
could include the creation of learning opportunities that would empower baby boomers
who are caring for their family member who has been dementia-diagnosed.
Conclusions

Future research on this topic may include the development of interventions for
caregivers to learn ways to increase their level of self-efficacy. Novel studies could
consider the variables of this research: caregiver burden, self-efficacy, and quality of life.
The findings of this investigation may empower psychologists, doctors, therapists,
expressive art therapists, and social workers in their efforts to help those baby boomer
caregivers who are caring for a family member that had been diagnosed with Alzheimer’s
disease. Diverse types of interventions may help caregivers keep their family member
home longer before institutionalization (Gémez-Gallego, et al., 2012). A longitudinal
study could be performed to better predict changes in family caregivers’ burden, quality
of life, and self-efficacy.

The essence of this study showed family caregivers had a higher level of burden

after they took on the role of being the primary caregiver of their family member who had
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been diagnosed with Alzheimer’s disease. In this study, I described the impact on the
quality of life of family caregivers for persons with Alzheimer’s disease and how
caregivers’ burden, quality-of-life, and self-efficacy were affected due to caregiving
responsibilities.

Findings support past research on the impact of caregiver burden on family
caregivers’ health (AA, 2020; Salamizadeh, 2017; Savla et al., 2021). Newer research
suggests the theory of transactional stress offers guidance on the significance of self-
determination and transactional stress, which promote insights into recognizing the
effects of efficacy retentions and the individuals’ stress process (Merluzzi et al., 2011;
Savla et al., 2021; Whitlatch et al., 2018). I hope this study provides valuable information
on the effects of caregiver burden on the quality of life and self-efficacy of family
caregivers for persons with Alzheimer’s disease. The findings may help future
researchers explore ways to improve the strain of caregiver burden. The data collected in
this study may help health professionals and support groups plan and develop new and
better programs for improving the levels of burden, self-efficacy, and quality of life of
family caregivers of persons with Alzheimer’s disease. Long-term results could include
less institutionalization of family members (Lau et al., 2008; Whitlatch et al., 2018), a
reduced cost to the community, and more positive coping mechanisms for the caregivers
of their family member (Brodaty & Duncan, 2009; Dawson & Bangerter, 2020; Gaugler

et al., 2007; Judge et al., 2011; Whitlatch et al., 2018).
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