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Abstract The aim of the present study is to identify the
relative contribution of patient and caregiver characteristics
in a sample of primary carers of patients with chronic
mental disorders living in the community. As carers were
recruited from caregiver organizations, mainly mothers of
an adult child suffering from schizophrenia participated in
the study (n = 102). Within a comprehensive transactional
stress model, burden was assessed with respect to objective
and subjective burden, cognitive-emotional well-being,
psychological distress and subjective quality of life. Pri-
mary stressors include illness-related characteristics of the
patient, and a number of personal dispositions and
resources of the caregivers were included as potential
moderating variables. Multiple regression analyses were
separately calculated for each dimension of burden. Inter-
action of carers’ expressed emotion and external locus of
control with the patient’s problem with family communi-
cation as well as perceived social support was most pre-
dictive for objective and subjective burden, whereas carers’
neuroticism appeared as the most relevant predictor of their
well-being, psychological distress and subjective quality of
life. Among the patients’ variables, regular employment
contributed significantly to reduce carers’ distress and
enhance their well-being. As the sample was recruited from
caregiver organizations, a selection bias has to be taken
into account. To reduce caregiver burden, especially
mothers’ burden, the patients’ occupational abilities should
be strongly enhanced at an early stage. Family interven-
tions should improve dysfunctional interactions, enhance
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the carers’ social activities and focus more intensely on the
carers’ own dispositions.
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Introduction

Caregiver studies have documented numerous adverse
effects of caregiving for a mentally ill family member on
the carers’ quality of life, such as time lost from work,
financial loss, limited time for leisure and socializing, as
well as adverse health effects such as elevated symptoms of
distress, feelings of stigmatization, poorer self-rated health,
chronic medical conditions, greater use of tranquilizers and
antidepressants and increased risk of medical hospitaliza-
tion [14, 38, 39, 48]. Despite these numerous and severe
impairments, less is known about the relative impact of
contributing factors to caregiver burden.

Traditionally, studies on caregiver burden have mostly
focused on the impact of patients’ symptomatology and
social functioning with inconclusive results. While some
studies document a weak association between clinical
ratings of the patients’ functional status and caregiver
burden [46], others found more stronger relationships [13,
23], and still others found no effect of patients’ symp-
tomatology [16, 30]. Male gender and younger age of the
patient were shown to be related to increased caregiver
burden [28, 38]. More consistently, caregiver sociode-
mographic characteristics could be identified as predictors
of burden: being female, especially mother, low socio-
economic status and living with the patient are linked
with higher levels of burden [1, 36]. Concerning
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caregivers’ psychosocial characteristics, which either may
have main or moderating effects on their stress experi-
ence, relative consistent evidence points to the role of
expressed emotion, coping strategies and perceived social
support [2, 25, 29, 47].

There are no consistent findings concerning the ques-
tion, which predictors are most important for caregiver
burden, and which predictors interact with patients’ illness
characteristics. There is generally evidence for self-effi-
cacy, neuroticism, assertiveness or perceived social support
having direct as well as indirect effects on stress outcome,
but there are also findings showing neither main nor
moderator effects of relatives’ resources on their stress
experience [41, 43]. Thus, it is of considerable interest to
further analyse this question.

The aim of the present study is to identify the relative
contribution of patient and caregiver characteristics in a
sample of primary carers of patients with chronic mental
disorders. The study was performed in the theoretical
context of the Munich 5-year follow-up study on caregivers
of first-hospitalized schizophrenic and depressed patients,
of which results have been published previously [30-34].
This study was based on a comprehensive stress model.
While it has focused on the development of caregiver
burden since the first admission of schizophrenic and
depressed patients during a 5-year follow-up period, the
present study aims at analysing the same stress model
cross-sectionally under the conditions of chronic disease.
The theoretical background of the study refers to the
transactional stress model of Lazarus and Folkman [26]
and their assumption that stress results from an interaction
between situational demands and individual coping
capacity. This means that the impact of objective stressors
on experiencing stress is moderated by individual appraisal
and individual resources. Thus, in this study, burden is
defined as stress outcome being potentially modified by
specific illness-related coping strategies of the caregivers,
general coping strategies, expressed emotion, personality
factors, beliefs of control, perceived social support and
personal maturation. Burden is operationalized by an
objective and subjective assessment, cognitive-emotional
well-being, psychological distress and global satisfaction
with life.

Subjects and methods

Subjects

The participants of the present study were key relatives
who were recruited from two German caregiver organiza-

tions, one of Brandenburg (LApK) and one of Munich
(ApK).
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The chairperson of the caregiver organization of Bran-
denburg was asked to forward 110 questionnaire packages
to the members together with a cover letter of the chair-
person and the first author pointing to the relevance and
anonymity of the survey as well as offering the possibility
to talk to the first author, if they would have any questions.
After 3 weeks, only 21 completed questionnaires were sent
back.

The recruitment procedure was different in the Munich
caregiver organization due to the concerns of the chair-
person that the survey would be an unreasonable demand
for the members (high number of questionnaires). All 365
members were informed about the study and told to contact
the first author if they wanted to participate in the study.
One hundred and two members contacted the author, and
they were sent the questionnaires. Eighty-one completed
questionnaires were sent back. Taken together, the sample
includes 102 participants.

Methods
Patients’ variables as assessed by their key relative

Patients’ variables were assessed by their key relative,
including data on their diagnosis, duration of illness,
number of hospitalizations and severity of symptoms dur-
ing the past 3 months. Patients’ difficulties in leisure time,
everyday duties, communication and family life were rated
by the key relative on a 6-point scale (0 = no difficulties,
5 = very large difficulties). Additional questions refer to
regular employment and frequency of contact.

Carers’ expressed emotion

The German Family Questionnaire [53] was used to
assess the key relatives’ expressed emotion. Twenty
items concerning typical reactions towards the patient
(criticism and emotional overinvolvement) were evalu-
ated by the relative on a 4-point scale, ranging from
‘never’ to ‘very often’. Relatives were rated as high EE,
if their sum score on the scale ‘criticism’ and/or their
sum score on the scale ‘emotional overinvolvement’
exceed the cut-off points.

Carers’ expressed emotion as perceived by the patients

This is the only questionnaire the patients were asked to
complete. Patients’ perceived emotion was measured by
the German Fragebogen zur FErfassung der Famil-
ienatmosphidre (FEF, a questionnaire assessing family
atmosphere) [10]. This scale consists of 27 items referring
to the dimensions criticism (e.g. ‘He/she rebukes me a
lot’), overprotection (e.g. ‘he/she takes over important



Eur Arch Psychiatry Clin Neurosci (2012) 262:157-166

159

decisions for me’) and resignation (e.g. ‘He/she is not
interested in how I am doing’) and are rated dichotomously
(‘true’/’not true’). According to Feldmann et al., reliability
and validity of the FEF are satisfying.

Objective and subjective burden

Burden was measured with the Family Burden Question-
naire (FBQ), which was adapted by the author from the
semi-structural interview of Pai and Kapur [37]. With
regard to several life domains (daily living, family atmo-
sphere, leisure, financial aspects and well-being), objective
and subjective aspects of burden are assessed with 29 items
for the last 3 months. Objective burden is defined as
observable changes in routine arrangements and is bipo-
larly assessed by the relative (e.g. ‘Does his/her behaviour
disturb daily routine?’ The answer is yes or no). Subjective
burden refers to each item of objective burden with the
question how burdensome this is for the relative. The
answer consists of a three-point scale: not at all/moderate/
very burdensome. While Pai and Kapur offer only one
global score of subjective burden, the first author has
constructed several scores for objective and subjective
burden, once with regard to each life domain and once with
regard to a global measure of the objective and subjective
dimension of burden. To make the scores more perceptual,
the quotients (sums of item values are divided through
number of items) are transferred to percentage by multi-
plication with 100. Reliability test (n = 83) for the global
percentage of objective burden resulted in alpha = .83, for
the global percentage of subjective burden in alpha = .88
and for the entire scale alpha was .92.

Coping

The German questionnaire ‘Stressverarbeitungsbogen’
(SVF) [22] was chosen to measure general coping strate-
gies of the caregivers. Strategies aimed to cope with typical
symptoms/events of the illness were assessed with the
German version ‘Skala zur Erfassung des Bewdltigungs-
verhaltens’ (SEBV) [11] of the “Ways of Coping Checklist’
[12], which differentiates two scales: problem-focused and
emotion-focused coping.

Subjective beliefs of competence and control

General beliefs about one’s competence to solve problems
and one’s control over the environment represent an
important coping resource and were measured with the
‘Fragebogen zu Kompetenz- und Kontrolluberzeugungen’
(FKK) [24]. The questionnaire consists of four scales, two
of them related to internality and two of them related to
externality. These four scales are summed up into two

secondary scales ‘general selfefficacy’ and ‘general exter-
nality of control beliefs’.

Personality

In order to assess the influence of further personality
dimensions on the caregivers’ burden, the German Version
of the ‘NEO Five-Factor Inventory’ (NEO-FFI) [3] was
used. The five personality descriptors are neuroticism,
extraversion, openness to experience, sociability and con-
scientiousness. They are self-rated on a five-point scale.

Perceived social support

Perceived social support represents an important dimension
of social resources, being measured with the short form of the
German ‘Fragebogen zur Sozialen Unterstitzung’ (SOZU)
[49] including 22 items and a five-point rating scale.

Subjective well-being

In order to assess the current subjective well-being of the
caregivers, the German ‘Befindlichkeitsskala’ (Bf-S) [55]
was used, which includes a broad scope of bipolar struc-
tured cognitive-emotional states.

Psychological distress

Occurrence and degree of current psychiatric symptoms
were self-rated by the caregivers by using the ‘Symprom-
Checklist-90-R’ (SCL-90) [8]. It evaluates a broad range of
psychological problems and symptoms of psychopathology
consisting of 90 items and yielding nine scales along pri-
mary symptom dimensions (e.g. somatization, obsessive—
compulsiveness, interpersonal sensitivity, depression, anx-
iety and hostility) and three scores among global distress
indices. In the present study, only the GSI, the global
severity index which refers to all 90 items, is used.

Subjective quality of life

Subjective quality of life was assessed with a German
adaptation of the ‘Lancashire Quality of Life Profile’
(LQLP) by Priebe et al. [42]. Questions ask for objective
conditions in different life domains, for subjective satis-
faction with these domains and for global satisfaction with
life, which is rated on a 7-point scale (1 = totally dissat-
isfied to 7 = totally satisfied).

Potential personal maturation

Potential personal maturation was measured by the German
version of the ‘Posttraumatic Growth Inventory’ [27]
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according to [50]. It consists of 21 Items being attributed to
the following subscales: new possibilities, relationship to
others, personal strength, appreciation of life and religious
changes.

Changes in life

Caregivers were asked which life domains have changed
due to the mental illness of their family member. These
changes were assessed by 11 different categories, including
number of friends, sexual satisfaction, financial situation,
leisure activities or assertiveness, being rated on a 5-point
scale ranging from ‘strongly improved’ to ‘strongly
worsened’.

Statistical analyses

Descriptive statistics were used to describe the sample
characteristics and the results from each scale. Differ-
ences between groups were identified with Student’s ¢-
test or Chi®> test. Correlation and partial correlation
analyses were performed using either Pearson’s correla-
tion coefficient or Spearman’s Rho depending on the
distribution of the variables. Multiple linear regression
analyses were separately calculated for each stress indi-
cator. Analyses were performed with SPSS 12.0.0 for
Windows.

Results

The sample consists predominantly of mothers (71.1%) of
an adult child suffering from schizophrenia (67.7%).
Notable is a relative high average age of 65.17 (SD 8.71)
and a high educational level (42% had finished university).
Due to the high average age, half of the caregivers are
retired (54.9%), 29.4% are homemakers, and only 10.8%
report a fulltime employment. Most relatives are living
apart from the patients (68%), and in most cases, the
contact is less than 15 h per week. About half of the
caregivers (57.4%) attend a self-help group. Most patients
have been suffering from schizophrenia with an average
duration of 17.82 years (SD 11.61; min: 1 year, max:
62 years) and 6 hospital admissions (SD: 5.88; min: O,
max: 30). As rated by the relatives, most of the patients
(60%) are still suffering from moderate to severe symp-
toms (3-5). Their difficulties in different life domains are
perceived as moderate (appr. 2.72 SD 1.50 on a scale from
0 to 5). Nevertheless, more than half of the patients are
reported to have a regular employment (58%). At the time
of assessment, only a few patients had been actually in
hospital.
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Caregivers’ stress outcome, EE status and other
characteristics

As is shown in Table 1, stress indicators, namely subjective
well-being, psychological distress and global quality of life
differ significantly from the respective norm values, indi-
cating a considerably higher psychological impairment of
the carers.

With respect to psychological distress, highest scores are
reported for depressiveness, compulsivity and somatization
(Table 2).

With regard to illness-related changes in life, 8 of 11 life
domains are reported not to have changed whereas negative
changes were reported for the financial situation (64.4%),
family life (50.5%), sexuality (49.0%) and global quality of

Table 1 Caregivers’ stress outcome: illness-related burden, well-
being, psychological distress and global subjective quality of life

Stress indicator Mean SD Norm value

Objective burden (FBA) (0-100) 41 20 -

Subjective burden (FBA) (0-100) 30 19 -

Well-being (Bf-S) (¢ values) 55.93#:#:* 50 £ 10

Psychological distress (SCL-90R, GSI) 0.60%%%* 041 £ 0.36
(0-1)

Global quality of life (0-7) 4.72% %% 5.30 £ 0.73

*#% P < 0.0001, with respect to norm values

Table 2 Age-adjusted (>60 years) scores of the SCL-90-R scales

Scale Caregivers Norm value P

Somatization Mean 0.72 0.63 <0.0001
SD 0.62 0.52

Obsessive—compulsive ~ Mean 0.79 0.50 <0.0001
SD 0.60 0.45

Interpersonal sensitivity Mean 0.54 0.34 <0.0001
SD 0.48 0.43

Depression Mean 0.82 0.47 <0.0001
SD 0.60 0.48

Anxiety Mean 0.51 0.38 0.0117
SD 0.49 0.42

Hostility Mean 0.46 0.24 <0.0001
SD 0.55 0.30

Phobic anxiety Mean 0.20 0.27 n.s.
SD 0.33 0.39

Paranoid ideation Mean 0.55 0.36 <0.0001
SD 0.56 0.47

Psychoticism Mean 0.28 0.19 0.0018
SD 0.31 0.28

Comparison between the caregiver sample (n = 100) and norm val-
ues of the German population (n = 2.179) (Hesse et al. 2001)
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life (67.7%). Interestingly, there is one domain that has
been improved in 43% of the caregivers: assertiveness.

Concerning caregivers’ assessed resources and disposi-
tions, the scores of general stress response, personality
factors, as well as subjective beliefs of control and com-
petence are within the respective norm values.

Carers’ index of expressed emotion is high for 76%,
including a combination of criticism and emotional over-
involvement for most of the part (45%). There is a good
concordance between carers’ expressed emotion and the
patients’ view, if carers are low EE (24% expressed and
21.1% perceived low EE) or high EE with mixed criticism
and emotional overinvolvement (45% expressed and 42.1%
perceived high EE). With respect to overinvolvement
alone, there is an overestimation by 16.3% of the patients,
while, in contrast, carers’ criticism is underestimated by
10.5% of the patients.

As has been expected, high EE is significantly associ-
ated with higher scores of negative strategies within gen-
eral stress response, illness-related emotional coping
strategies, neuroticism and external locus of control as well
as lower scores of perceived social support and extraver-
sion. High EE carers report significantly higher levels of
patients’ symptoms and difficulties in everyday life
(P < 0.05 and less). Additionally, significant differences
can also be observed with respect to reported changes in
life domains dependent on the EE status: Consistently, high
EE relatives perceive more negative changes in their life.

Correlates and predictors of caregivers’ stress outcome

A number of patients’ illness variables and caregivers’
characteristics are significantly linked to caregivers’ stress
outcome as is shown in Table 3.

As carers’ EE status significantly influences carers’
perception of the patients’ symptoms and problem behav-
iour as well as intercorrelates with a number of the carers’
own personal dispositions, it is important in bivariate
correlation analyses to take into account the possible con-
founding effects of the carers’ EE status. As to evaluate
these effects, non EE controlled values are also shown in
Table 3 (in brackets).

Living together with the patient (not shown in the tab.),
duration of illness and severity of symptoms do not sig-
nificantly contribute to the level of caregivers’ stress.
However, moderate but significant correlations can be
observed for the patients’ problems with family life and
regular employment of the patient with objective and
subjective burden, and the patients’ problems with com-
munication with respect only to subjective burden. The
confounding effect of EE on the perception of the patients’
problem is especially visible in the primary stress indica-
tors (objective and subjective burden).

With regard to caregivers’ characteristics, neuroticism
and emotion-focused coping loose significance in influ-
encing carers’ perception of burden, when EE is controlled
for. As can be seen in Table 3, controlling for EE status
makes some important differences, but nevertheless, sig-
nificant links remain particularly for social support, neu-
roticism, negative stress response and beliefs of control.
Beside EE, which particularly moderates the relationships
between perceived patients’ characteristics and caregivers’
objective and subjective burden, social support and neu-
roticism are the most relevant correlates of all stress
indicators.

With respect to multivariate linear regression, multi-
collinearity and the bivariate effects of interactions
between caregiver and patient characteristics were tested.
Although the moderator variables were intercorrelated,
they comply with the requirements of multiple linear
regression analysis, as intercorrelations were under the
critical limit of .60. Interactions between patients’ severity
of symptoms and problems with different domains of life
and caregivers’ EE, neuroticism, negative stress response,
emotion-focused coping, internal and external locus of
control and personal maturation were significantly associ-
ated with caregivers’ stress outcome, so that they were
entered as additional potential predictors into the multiple
regression analyses. Regression analyses were separately
calculated for each stress indicator and result in differential
combinations of predictors for each stress dimension
(Table 4).

Interaction effects between caregivers’ EE resp. external
locus of control and perceived patients’ problems with
family life contributed in predicting caregivers’ objective
and subjective burden, but main effects appear more pre-
dictive. In particular, social support is predictive for ill-
ness-related burden, and neuroticism is the most relevant
predictor for carers’ well-being, their psychological dis-
tress and their quality of life. Among the patients’ vari-
ables, patients’ regular employment appears most
important in reducing caregivers’ psychological distress
and enhancing their well-being.

Discussion

The present study aimed at identifying caregivers’ burden
and predictors of burden in chronic mental illness on the
basis of a comprehensive stress model according to Laza-
rus and Folkman [26]. This multidimensional model has
been applied previously in first-admission patients in the
context of the Munich 5-year follow-up study [30-34].
Although the different samples cannot be compared, a
shared result of these studies is to document the high rel-
evance of caregiver characteristics as contributing factors
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Table 3 Partial correlations of patient and caregiver characteristics and caregiver stress outcome by controlling for caregiver EE status

Objective burden Subjective burden ~ Well-being Psychological Quality of life
distress
Patients
Duration of illness —0.11; n.s. —0.14; n.s. —0.03; n.s. —0.05; n.s. 0.11; n.s.
(—0.07; n.s.) (—0.10; n.s.) (0.06; n.s.) (—0.03; n.s.) (0.12; n.s.)
Severity of symptoms 0.21; n.s. 0.12; n.s. 0.11; n.s. 0.13; n.s. —0.07; n.s.
0.29; P = 0.005) (0.29; P = 0.005) (0.23; P = 0.023) (0.23; P = 0.027) (=0.13; n.s.)
Problems with leisure 0.12; n.s. 0.09; n.s. —0.01; n.s. —0.04; n.s. —0.10; n.s.
(0.25; P = 0.014) (0.23; P = 0.024) (0.11; n.s.) (0.12; n.s.) (—=0.14; n.s.)
Problems with everyday duties 0.11; n.s. 0.08; n.s. —0.05; n.s. —0.02; n.s. 0.16; n.s.
(0.25; P = 0.015) (0.23; P = 0.022) (0.10; n.s.) (0.12; n.s.) (—0.05; n.s.)
Problems with communication 0.17; n.s. 0.22; P = 0.032 0.11; n.s. 0.07; n.s. —0.01; n.s.
(0.26; P = 0.010) (0.32; P = 0.001) (0.16; n.s.) (0.16; n.s.) (—0.10; n.s.)
Problems with family life 0.21; P =0.049 0.23; P = 0.027 0.11; n.s. 0.16; n.s. —0.07; n.s.
(0.33; P = 0.001) (0.36; P = 0.000) (0.21; P = 0.037) (0.26; P = 0.011) (—=0.19; n.s.)
Regular employment —0.28; P = 0.007 —0.26; P = 0.011 —0.12; n.s. —0.13; n.s. 0.05; n.s.
(—0.34; P = 0.001) (—0.30; P = 0.002) (—0.28; P = 0.005) (—0.21; P = 0.040) (—0.15; n.s.)

Caregivers

EE status

Social support

NEO-FFI neuroticism

NEO-FFI extraversion

NEO-FFI openness

NEO-FFI agreeableness

NEO-FFI conscientiousness

SVF positive strategies

SVF negative strategies

Emotion-focused coping

Problem-focused coping

Internal locus of control

External locus of control

Personal maturation

0.37; P = 0.000
—0.21; P = 0.045
(—=0.33; P = 0.001)
0.14; n.s.

(0.21; P = 0.039)
—0.01; n.s.
(—0.06; n.s.)
—0.04; n.s.
(—0.04; n.s.)
—0.18; n.s.
(—0.12; n.s.)
—0.03; n.s.
(—0.02; n.s.)
0.12; n.s.

(0.10; n.s.)

0.08; n.s.

(0.18; n.s.)

0.18; n.s.

(0.21; P = 0.048)
0.01; n.s.

(0.09; n.s.)
—0.10; n.s.
(—0.13; n.s.)
0.15; n.s.

(0.16; n.s.)

0.09; n.s.

(0.12; n.s.)

0.36; P = 0.000
—0.20; P = 0.051
(—=0.31; P = 0.002)
0.19; n.s.

(0.25; P = 0.013)
—0.01; n.s.
(—0.04; n.s.)
—0.04; n.s.
(—0.03; n.s.)
—0.10; n.s.
(—0.11; n.s.)
—0.05; n.s.
(—0.00; n.s.)
0.10; n.s.

(0.07; n.s.)

0.00; n.s.

(0.16; n.s.)

0.12; n.s.

(0.16; n.s.)

0.06; n.s.

(0.03; n.s.)
—0.11; n.s.
(—0.15; n.s.)
0.12; n.s.

(0.13; n.s.)

0.09; n.s.

(0.12; n.s.)

0.43; P = 0.000
—0.23; P = 0.028
(—0.45; P = 0.000)
0.60; P = 0.000
(0.66; P = 0.000)
—0.33; P = 0.001
(—=0.42; P = 0.001)
0.02; n.s.

(0.03; n.s.)

—0.20; n.s.
(—=0.22; P = 0.029)
—0.15; n.s.

(—=0.15; n.s.)
—0.12; n.s.

(—0.14; n.s.)

0.40; P = 0.000
(0.44; P = 0.000)
0.21; n.s.

(0.32; P = 0.003)
—0.13; n.s.
(—0.06; n.s.)
—0.40; P = 0.000
(—=0.42; P = 0.000)
0.27; P = 0.010
(0.25; P = 0.012)
—0.27; P = 0.010
(—=0.20; P = 0.008)

0.42; P = 0.000
—0.23; P = 0.027
(—0.52; P = 0.000)
0.63; P = 0.000
(0.68; P = 0.000)
—0.17; n.s.
(—0.24; P = 0.018)
—0.08; n.s

(—0.06; n.s.)
—0.41; P = 0.000
(—0.40; P = 0.000)
—0.16; n.s.
(=0.19; n.s.)

0.07; n.s.

(0.05; n.s.)

0.49; P = 0.000
(0.55; P = 0.000)
0.26; P = 0.016
(0.33; P = 0.002)
0.10; n.s.

(0.16; n.s.)

—0.38; P = 0.000
(—0.40; P = 0.000)
0.34; P = 0.001
(0.33; P = 0.001)
0.06; n.s.

(0.07; n.s.)

—0.36; P = 0.000
0.20; n.s.

(—0.40; P = 0.000)
—0.47; P = 0.000
(—0.54; P = 0.000)
0.22; P = 0.030
(0.30; P = 0.003)
0.09; n.s.

(0.01; n.s.)

0.10; n.s.

(0.12; n.s.)

0.16; n.s.

(0.16; n.s.)

—0.03; n.s.

(0.05; n.s.)

—0.19; n.s.
(—0.27; P = 0.006)
—0.13; n.s.
(—0.17; n.s.)

0.09; n.s.

(0.02; n.s.)

0.29; P = 0.005
(0.29; P = 0.004)
—0.32; P = 0.002
(—0.29; P = 0.003)
0.07; n.s.

(0.03; n.s.)

Non-controlled data are shown in brackets; significant correlations are printed in bold

to different aspects of caregiver stress and their moderating
effect on the links between patients’ characteristics and
caregivers’ stress outcome. The selection of different,
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although interrelated stress indicators has proven to be
important, due to the fact that differential combinations of
predictors appeared and that the impact of the patients’
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Table 4 Patient and caregiver predictors of different indicators of caregiver burden

Predictors Stress indicators Beta F P Explained
variance Rz(%)
Interaction of external locus of control Objective burden (FBQ-OB) 278 9.68 .008 27.9
and patient’s problems with family
EE status .250 .028
Social support —.225 .039
Interaction of EE and patient’s Subjective burden (FBQ-SB) 415 15.14 .000 28.2
problems with family
Social support —.293 .003
Neuroticism Well-being (Bf-S) .604 46.03 .000 54.8
Patients’ employment —.348 .000
Neuroticism Psychological distress (SCL-90-R, GSI) .570 26.92 .000 525
Patients’ employment —.265 .002
Agreeableness —.195 .022
Neuroticism Global quality of life (LQ) —.450 18.98 .000 29.0
EE status 188 .044

Results of multivariate linear regression analyses (stepwise method)

employment went beyond the carers’ illness-related per-
ception of burden, significantly affecting also their cogni-
tive-emotional well-being as well as their level of
psychological distress. How carers perceive their objective
and subjective burden is mainly predicted by the joint
effects of their belief of control, EE status and the patients’
problems with family life as well as the carers’ perceived
social support. The perception of burden appears to be
mainly the result of complex social interactions within the
closer family and the social network of the caregiver rather
than being determined by illness-related characteristics of
the patient. When comparing contributing factors to bur-
den, which resulted from the longitudinal study with those
resulting from the present study, it is interesting that social
support was not predictive for caregivers’ stress outcome in
the baseline and follow-up studies of the Munich 5-year
follow-up study. Probably, social support becomes more
influential in the longer course of the illness as a protective
factor for the caregivers. The role of social support in
reducing caregiver burden has been widely acknowledged
[9, 40], but further research is needed concerning the
protective impact of perceived social support on caregiv-
ers’ health.

The personality factor neuroticism acts as a powerful
predictor of caregivers’ well-being, psychological distress
and global quality of life. This result is in line with the
general mental health literature documenting the impact of
personality factors, especially neuroticism, in shaping
subjective assessment and coping strategies [35, 51], as
well as with studies on caregiver burden related to different
diagnosis [5, 7, 18, 19]. High levels of neuroticism are also
strongly associated with high EE [32, 33]. In addition,

carers’ psychological distress is also predicted by agree-
ableness, although to a lesser extent. As an antagonist of
neuroticism agreeableness may act as a protective factor in
the stress process by limiting psychological distress prob-
ably through more listening and responding to the patient
as well as more tolerant and respectful interactions and less
negative reactions. Concerning EE, findings of this study
support EE as an established and relevant predictor, but in
the multivariate context of caregiver burden, EE is only
one among other predictors.

The present study has a number of limitations, which
clearly limit the conclusions that can be drawn. First of all,
there is a sample bias due to the recruitment of the par-
ticipants from caregiver organizations. It is well known that
these organizations predominantly include mothers of adult
children suffering from chronic schizophrenia, what is
reflected in the present study. Therefore, the findings can-
not be generalized to other relatives and younger age
groups. Nevertheless, it has to be considered that in most
studies investigating family carers of patients suffering
from schizophrenia, about 70% of the carers are mothers
[52]. Additionally, evidence points to gender differences in
caregiving and indicates that females more commonly care
for individuals with chronic illness, report higher levels of
burden and have a higher risk for psychiatric morbidity
[54]. Although most of this research is related to caregivers
of patients with neurodegenerative disorders, a similar
pattern has been also found for caregivers of schizophrenic
patients [45] with mothers reporting more problems and
needs for intervention than fathers [52]. The reasons for
this include gender role expectations for caregiving, higher
scores of neuroticism and emotion-focused coping
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strategies in women, which result in greater caregiving
involvement of female compared to male caregivers.
However, it can be assumed that prior research may have
underestimated the effects of caregiving on fathers [15].
Within this context, the findings of our study support the
specific burden and needs of mothers caring for an adult
child with schizophrenia.

Beside the sample bias, an additional methodological
problem of the present study may derive from the recruit-
ment procedure and the low response rates of 20 and 28%.
As part of the participants (ApK Munich) had to actively
contact the first author, a selection bias could have occur-
red. With respect to response rates, the highest possible
rates are usually desirable. However, high response rates
are not automatically indicative for better data, and it has
even been shown that a low response rate to a survey may
be not a fault but a necessary precondition for meaningful
research [44]. Furthermore, a severe response bias in the
present study is not very probable, because the survey was
not based on random sampling.

A further limitation is the fact that all data are based on
self-report measures what might have result in biased rat-
ings, particularly concerning the patients’ variables which
were assessed as reported by the caregivers and the care-
givers’ self-rated psychological distress.

With respect to patients’ psychopathology, it was not
possible to get clinical expert ratings. However, some
arguments support the usefulness of caregiver ratings. It
has been shown that patients’ and caregivers’ reports of
the patients’ actual symptomatology are often concordant
and correspond with the expert rating [4]. There is also
evidence that caregivers’ information may be more valid
than the patients’ own ratings [17]. Last but not least,
feelings of burden may be rather affected by caregivers’
subjective perception of the patients’ condition than by
objective expert ratings. This assumption is also sup-
ported by the baseline results of the Munich 5-year
follow-up study [30]: Clinical expert ratings of the
patients’ psychopathology at first admission and dis-
charge as well as expert ratings of the patients’ pre-
morbid psychosocial adaptation did not correlate with
caregivers’ burden.

With respect to caregivers’ self-rated psychological
distress, one can argue that subjective measures of health
are essential in predicting morbidity and mortality, even if
they are assessed as one global item [20, 21]. Interestingly,
concerning social support, perceived and objectively
received support do not have the same effects. Many
studies have demonstrated that perceived social support
can better predict health outcomes and distress than
received social support among caregivers [6].

Despite the above-mentioned limitations, the strength of
the present study is the comprehensive multifactorial
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design of caregiver burden and predictors contributing to a
better understanding of the stress process.

Conclusion

The present study provides support for carers’ EE, neu-
roticism, perceived social support and patients’ regular
employment being significant predictors of different
dimensions of caregivers’ stress outcome in chronic mental
illness. Although the sample is highly selective and con-
sists predominantly of mothers of adult children with
schizophrenia, the results have important clinical implica-
tions for psychosocial therapy and family interventions.
With respect to psychosocial therapy, the patients’ occu-
pational abilities should be strongly enhanced at an early
stage, because patients’ regular employment seems to be a
major protective factor in caregiver burden. Concurrently,
family interventions should be offered early on to reduce
burden and specifically mothers’ risk for psychiatric mor-
bidity. Efforts should aim to improve dysfunctional inter-
actions between patients and caregivers, to enhance the
caregivers’ social activities and to focus more intensely on
the caregivers’ own dispositions.

Since the effects of caregiving on fathers may be
underestimated in caregiver studies, further research should
focus more intensely on the experiences of fathers in order
to adapt interventions more appropriately to the needs of
mothers and fathers.
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