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Abstract: Background: Carers of people with Alzheimer’s disease often have a high degree of
commitment and dedication which may also compromise physical and emotional, leisure, and
occupational self-care. This study aimed to explore health-related quality of life (HRQoL) and
psychoemotional variables in caregivers with and without caregiver overload and its relationship.
Methods: A single-measure cross-sectional correlational study was carried out involving 59 informal
caregivers of people with Alzheimer’s disease with a mean age of 59.30 (±10.58). The participants
completed the adult HRQoL questionnaires (EQ-5D-3L), Zarit Burden Inventory test, General Happi-
ness Questionnaire, Satisfaction with Life Scale, Rosenberg self-esteem scale, Occupational Balance
Questionnaire (OBQ-E), International Fitness Scale (IFIS), Family Apgar scale, and Duke-UNC-11
Functional Social Support Questionnaire. Results: A significantly higher level of HRQoL (p = 0.029)
in subjective happiness (p = 0.018), perceived social support (p = 0.046), avoidance (p = 0.034), occu-
pational balance (p = 0.002), life satisfaction (p = 0.037), and self-perceived physical fitness (p = 0.021)
was found in caregivers without perceived overload. Also, HRQoL was directly associated with
self-perceived physical fitness (β = 0.534; p < 0.001) and occupational balance (β = 0.375; p < 0.001)
and self-esteem (β = 0.249; p < 0.016). Conclusions: Caregivers who do not perceive overload have
better levels of HRQoL and psychoemotional variables, establishing a relationship between HRQoL
with self-perceived physical fitness, occupational balance, and self-esteem.

Keywords: Alzheimer’s disease; caregivers; overload; mental health; quality of life

1. Introduction

Alzheimer’s disease (AD) is considered the leading cause of dementia worldwide.
The disease presents urgent challenges in terms of clinical care, caregiving, and family and
caregivers [1].

AD presents insidiously and has a progressive course causing a gradual loss of the
ability to perform routine and self-care tasks, increasing the need for supervision and
care by others [2]. Care for patients with AD is carried out primarily by family members,
thus becoming family caregivers. This care is mostly provided by spouses and children
at home [3,4]. These carers usually have a high degree of commitment to the care of their
family member. The care provided is characterized by affection and care without time
limits. They often have no specific training and do not receive financial remuneration for
their work [5]. In addition, the caregiver may have to undertake activities that may not
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motivate them or for which they do not feel prepared [6]. The need for attention and care
can be continuous and sometimes unpredictable, so the care required by the sick person
sometimes exceeds the capabilities of the caregiver, who turns caregiving into a chronic
stressful event that generates overload [7]. In this regard, due to the high demand for care
and an undetermined schedule, caregivers are often subject to a physical and emotional
burden related to care [8].

By spending too much time caring for their family members with AD, caregivers often
exhibit a low level of self-care associated with signs of depression, anxiety, and occupational
stress, affecting their physical and mental health [9]. Therefore, AD is a dementia that
conditions the patient’s quality of life (QoL) and at the same time has an impact on the
caregiver’s quality of life [10]. Studies in Western populations indicate that good physical
health and good mental health are associated with better caregiver QoL. Physical health
enables caregivers to have the energy and stamina to perform daily caregiving tasks. Good
mental health helps caregivers manage the stress and anxiety that can arise from the
responsibility of caring for others. In addition, adequate rest, sleep, and time allow the
body to recover from physical fatigue and improve irritability. This allows them to maintain
a more positive and resilient attitude in the face of challenges. [11,12].

Older caregivers, moreover, are aware that decreased muscle mass may condition
the ability to perform routine caregiving. Therefore, physical fitness may decrease the
caregiver’s efforts in strength tasks and improve the ability to perform caregiving tasks [13].
In this sense, caregivers exhibit a lower HRQoL than non-carers in all QoL dimensions,
except in the physical function dimension, referring to the health limitation to perform the
physical activities of daily living [14,15].

On the other hand, in terms of mental health, it is important to note that psychoemo-
tional variables such as happiness, life satisfaction, avoidance, overload, and perceived
social and family support are important factors that could influence the caregiver’s mental
health status and, ultimately, quality of life. In this sense, happier caregivers who are more
satisfied with life have better physical health, use less avoidant coping, experience less
overload, have more social support (confidential and affective), have better mental health
and quality of life than less happy caregivers, and have better mental health and quality of
life than less happy caregivers [16]. In addition, social support is confirmed as a mediating
variable between overload, risk of anxiety and depression, and quality of life [17].

The area of care presents the interrelationship and interdependence between the care-
giver’s level of physical function, social systems, and the activities or care to be performed,
characterizing a balance between the needs and skills of the caregiver and the demands
of the caregiver [18]. Situations of overload can have negative consequences on the occu-
pational performance of informal carers, defined as the person’s ability to carry out their
occupations (basic and instrumental activities of daily living, studies/work, leisure, social
life, and disconnection and rest) [19].

Overburdened caregivers report poorer mental health [20], poorer occupational bal-
ance, and poorer subjective health and well-being [21], all variables that can affect the
caregiver’s quality of life as a whole or individually. Therefore, it is necessary to study the
influence of these variables on the caregiver’s quality of life. Therefore, the main objectives
were (1) to explore the health-related quality of life and psychoemotional variables (hap-
piness, life satisfaction, self-esteem, family functioning, occupational balance, perceived
physical condition, and avoidance) in the informal caregivers of people with Alzheimer’s
disease; (2) to analyze the differences between caregivers with and without caregiver strain;
and (3) to analyze the influence of psychoemotional variables on caregivers’ quality of life.

2. Materials and Methods
2.1. Design

A single measure, cross-sectional, descriptive, and correlational study was conducted
to examine the health-related quality of life and psychoemotional variables in informal
caregivers of people with Alzheimer’s disease; to explore the differences between care-
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givers with and without caregiver strain; and to analyze the influence of psychoemotional
variables on caregivers’ quality of life.

2.2. Sample Size Calculation

A total of 43 participants were needed to reach 80% power, accepting an effect size f2

of 0.15 and an alpha risk of 0.05.

2.3. Participants

The sample consisted of a total of 59 informal caregivers of people with Alzheimer’s
disease.

The following inclusion criteria were established for participation in the study: (1) be-
ing an informal caregiver of a person with Alzheimer’s; (2) performing caregiving tasks for
more than 20 h a week and having been performing these tasks for at least three months and
having the willingness to continue caring for their relative for one year; (3) not suffering
from pathologies that constrain physical activity or special adaptations, such as coronary
pathologies, thrombosis, and symptoms associated with COVID-19, among others; (4) not
have participated in physical activity programs during the three months prior to the start
of this program; (5) not have participated in psychoeducational or cognitive–behavioral
sessions in the three months prior to this intervention; (6) have signed the informed consent
form for the study and given it to a member of the research team prior to the start of
the intervention.

Caregivers who received any type of financial compensation for their service
were excluded.

2.4. Ethics

The research received approval from the Bioethics and Biosafety Committee of the
University of Extremadura (approval number: 145/2024) in accordance with the revisions
made to the Declaration of Helsinki by the 64th General Assembly of the World Medical
Association (Fortaleza, Brazil, 2013) and in compliance with Law 14/2007 on Biomedical
Research.

2.5. Procedures and Measures

Data were collected from each caregiver personally and by means of a standardized
questionnaire self-administered in associations of the relatives of people with AD. Both the
interview and the measurements were previously arranged by the research team and were
carried out in July 2024.

Quality of life: EQ-5D-3L, this questionnaire assesses the health status of participants.
It consists of three parts: (1) a descriptive system with five levels of severity, assessing
several dimensions of health (mobility, self-care, activities of daily living, pain/discomfort,
and anxiety/depression) with a scale from one (no problems) to five (problems/external
impossibility); (2) a visual analog scale; and (3) a social value index generated from the
health states obtained in the first level [22]. This instrument proved to be valid and reliable
in both young [23] and adult populations [24].

Caregiver strain: The abbreviated Zarit caregiver burden scale was used to assess
caregiver strain. This 7-item questionnaire is in Likert scale format, using a scale from one
(never) to five (almost always). The sum of all the items reflects the degree of caregiver
strain. Values less than or equal to 16 points were considered the absence of caregiver strain
and caregivers with caregiver strain. The scale showed a Cronbach’s alpha of 0.84 in the
Spanish population [25,26]. The abbreviated Zarit demonstrated its validity and reliability
in caregivers with different conditions [27].

Self-esteem: The Rosenberg self-esteem scale is a widely used instrument that quanti-
fies individuals’ self-satisfaction by assessing the alignment between their ideal self-image
and their perceived reality. This scale has been adapted into Spanish with robust psy-
chometric properties, demonstrating high internal consistency (Cronbach’s alpha = 0.87).



J. Clin. Med. 2024, 13, 6188 4 of 12

Moreover, it proved to be valid and reliable in the Spanish population [28]. The instru-
ment showed a good fit index (Chi square = 217.20, p < 0.05; CFI = 0.965; GFI = 0.980;
RMSEA = 0.070 [90% confidence interval of RMSEA, 0.022–0.087]) in Spanish adults [29].

Happiness: The Subjective Happiness Scale (SHS) serves as a comprehensive tool
for evaluating subjective happiness, which assesses a general category of well-being as
a global psychological phenomenon considering the definition of happiness from the
perspective of the respondent. This instrument is structured with 4 Likert-type response
items, designed to capture varying facets of happiness based on individual perspectives.
The scores are aggregated by summing responses and dividing them by the total number
of items, providing a quantitative measure of overall happiness. The questionnaire has
demonstrated robust internal consistency across diverse samples, spanning different age
groups, occupations, languages, and cultural backgrounds [30]. The internal consistency
coefficient for the Spanish version of the SHS was 0.81 for the total sample (Cronbach’s
alpha = 0.80 and 0.82 for men and women, respectively). Also, adequate goodness-of-fit
indices were found (CFI = 0.99; GFI = 0.99; RMSEA = 0.06; SRMSR = 0.02) of the Spanish
SHS [31]. The Spanish version of the SHS has proven to be valid and reliable for the adult
population [32,33].

Satisfaction with Life: The Satisfaction with Life Scale (SWLS) is a concise tool de-
signed to evaluate individuals’ overall life satisfaction. Originally comprising 5 items
scored on a 1 to 7 scale and adapted in the Spanish version to a 1 to 5 scale, respondents
indicate their agreement from “totally disagree” to “totally agree”. This version has good
psychometric properties. The reliability index calculated for the Cronbach’s alpha scale
indicates that the scale has a very good internal consistency (Cronbach’s alpha = 0.84) [34].
The internal consistency of the scale in Spanish adults was Cronbach’s alpha= 0.88. The
unifactorial structure of the SWLS (Chi square = 38.46, p < 0.05; CFI = 0.994; TLI = 0.988;
RMSEA = 0.047) was confirmed in Spanish adults [35]. It has been shown to be a valid and
reliable instrument for measuring overall life satisfaction in the general population [36,37].

Cognitive–behavioral aspects: The Spanish version of the Cognitive–Behavioral Avoid-
ance Scale (CBAS) was used. This scale comprises 31 items that assess different strategies of
avoidance coping, categorized into four distinct factors: behavioral/social, behavioral/non-
social, cognitive/social, and cognitive/non-social. The participants rated their agreement
on a five-point Likert scale, ranging from “Not so true for me” to “Extremely true for me”,
providing a comprehensive evaluation of avoidance tendencies across multiple domains. A
high score indicates more avoidance. The CBAS demonstrated robust internal consistency
with a Cronbach’s alpha coefficient of 0.8. Moreover, construct validity was confirmed in
Spanish adults (Chi square = 660.82, p < 0.05; CFI = 0.92; RMSEA = 0.040) [38]. The CBAS
proved its validity in the general population, clinical patients, and adult learners [39].

Occupational Balance: The Occupational Balance Questionnaire (OBQ-E) allows the
assessment of participants’ satisfaction with their occupations, using 13 items, answered
on a Likert scale from zero “strongly disagree” to five “strongly agree” [40]. The OBQ
showed good internal consistency (α-Cronbach = 0.87), intraclass reliability (ICC = 0.87),
and test–retest reliability (rho = 0.83). It proved to be a valid and reliable measurement
instrument in Spanish adults [41].

Perceived social support: the Duke-UNC-11 Functional Social Support Questionnaire
was used to determine the perceived social support of older caregivers. This instrument
features 11 items designed on a Likert response scale, ranging from 1 (“much less than
I want”) to 5 (“as much as I want”), thereby encompassing various dimensions of social
support. Scores derived from this questionnaire range from 11 to 55 points. The Spanish
adaptation of the Duke-UNC-11 questionnaire utilizes a threshold at the 15th percentile,
with a corresponding score of less than 32 denoting lower perceived social support, while a
score of 32 or above indicates a standard level of support. The internal consistency within
the Spanish population was notably high, measuring at 0.90, affirming the reliability of this
tool in Spanish-speaking communities. Moreover, the intraclass correlation coefficients for
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the 11 Duke-UNC-11 items were above 0.50 in Spanish adults [42]. The questionnaire has
proven to be reliable and valid in caregivers in Spain [43].

Family Functionality: Family functionality was evaluated using the Family Apgar
scale, a tool designed to gauge the respondents’ satisfaction with their family relationships
and overall functioning. Comprising five Likert-type items, where responses range from 0
(“practically never”) to 2 (“practically always”), this scale provides a structured assessment
of familial dynamics based on perceived satisfaction levels. The scale categorizes family
functionality into three distinct levels: functional family (7–10 points), slightly dysfunctional
family (4–6 points), and severely dysfunctional family (0–3 points), offering clear thresholds
for interpreting varying degrees of family dysfunctionality. It has high internal consistency,
as indicated by a Cronbach’s alpha of 0.84 [44]. Validity was demonstrated with excellent
goodness-of-fit indicators (Chi square = 7.90; p = 0.162; RMSEA = 0.04; TLI = 0.99; CFI = 0.99)
in the adult population [45]. The Family APGAR is a reliable and appropriate instrument
to be applied in older people [46,47].

Self-perception of physical fitness: The International Fitness Scale (IFIS) [48] was used
to assess self-perceived physical fitness. This instrument consists of 5 items in the form of a
5-Likert scale (general fitness, muscular strength, cardiorespiratory fitness, speed–agility,
and flexibility). The response options are “very poor”, “poor”, “fair”, “good”, and “very
good”. A higher score means a better perception of physical fitness. The Spanish version
proved to be valid and reliable [49] in older adults and in Spanish young adults [50].

2.6. Statistical Analysis

All the information collected during the intervention was coded in a database designed
specifically for the participating caregivers. The data are presented as mean and standard
deviation (continuous variables) and absolute and relative frequencies (ordinal variables).
The Kolmogorov–Smirnov test was applied to check that the sample distribution data
for every variable fit a normal distribution. The results showed that all the variables did
not fit a normal distribution. Thus, between-group differences were analyzed using the
Mann–Whitney U-test for continuous variables and the χ2 test for categorical variables.
The significant level was set at a p-value of 0.05 for all the tests.

Independent Student t-tests were used to establish the differences between groups of
the values of the variables with normal distribution and the Mann–Whitney U tests were
used to know the differences between groups of the variables with non-normal distribution.
Significant differences were considered for p ≤ 0.05. Specific regressions were used to
study the effects of the predictor variables (psychoemotional variables) on the caregivers’
quality of life. Bilateral p-values ≤ 0.05 were considered statistically significant. The overall
predictive power was evaluated by adjusted R2. Statistical analysis was conducted using
the Statistical Package for the Social Sciences (SPSS, Version 25, IBM SPSS, Armonk, NY,
USA) software.

3. Results

The sociodemographic, economic, and anthropometric characteristics of the partici-
pants and their comparison according to the perception or not of caregiving overload are
shown in Table 1. It can be seen that these comparisons revealed no statistical differences
between the two groups of caregivers.

Table 2 shows the psychoemotional variables and the differences between the groups
of caregivers with and without caregiving overload. Comparisons between the caregivers
with and without perceived caregiving burden revealed a significantly higher level of
quality of life in the caregivers without perceived caregiving burden (p = 0.029). In addition,
significant differences were found in subjective happiness (p = 0.018), perceived social
support (p = 0.046), avoidance (p = 0.034), occupational balance (p = 0.002), life satisfaction
(p = 0.037), and perceived physical condition (p = 0.21).
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Table 1. Sociodemographic data for the total sample and segmented by the overburdened and
non-overburdened participants.

Total No Overload Overload

N % N % N %

Relationship
Son/Daughter 37 62.7 13 61.9 24 63.2
Partner 21 35.6 8 38.1 13 34.2
Brother/Sister 1 1.7

Economic sufficiency
Yes 32 54.2 11 52.4 21 55.3
No 27 45.8 10 47.6 17 44.7

Level of education
Reading and writing 5 8.5 0 0 5 13.2
Primary education 9 15.3 5 23.8 4 10.5
Secondary education 13 22.0 6 28.6 7 18.4
Baccalaureate 16 27.1 6 28.6 10 26.3
Higher education 16 27.1 4 19.0 12 31.6

Marital status
Single 11 18.6 7 33.3 4 10.5
Married 42 71.2 12 57.1 30 78.9
Divorced 5 8.5 2 9.5 3 7.9
Widowed 1 1.7 0 0 0 0

N Mean SD n Mean DT Mean SD p
Age (years) 59 59.30 10.58 21 59.71 10.27 38 59.08 10.89 0.827
Years of care 56 14.05 10.130 19 15.89 11.14 37 13.11 9.60 0.335
BMI (kg/m2) 56 27.31 4.21 20 26.58 3.50 36 27.72 4.56 0.336
WHR (cm) 51 0.85 0.083 20 0.87 0.097 31 0.84 0.072 0.189

BMI: body mass index; WHR: waist–hip ratio.

Table 2. Psychoemotional variables of the total sample and segmented by the overloaded and
non-overloaded participants.

Total No Overload Overload

n Mean SD n Mean SD n Mean SD p

EuroQoL-5D-3l 59 0.83 0.19 21 0.90 0.08 38 0.79 0.21 0.029
Zarit Burden Inventory test 59 19.08 6.38 21 12.61 2.55 38 22.65 4.85 <0.001
Rosenberg self-esteem scale 50 32.38 5.07 20 33.40 4.51 30 31.70 5.38 0.250
Subjective Happiness Scale 59 4.39 0.95 21 4.84 0.70 38 4.15 0.99 0.018
Satisfaction with Life Scale 39 18.10 4.33 16 20.00 3.22 23 16.78 4.58 0.037

Cognitive–Behavioral Avoidance Scale (CBAS) 59 2.54 0.77 21 2.85 0.91 38 2.36 0.63 0.034
Occupational Balance Questionnaire 59 50.96 15.36 21 59.09 14.72 38 46.47 13.95 0.002

Duke-UNC-11 Functional Social Support Questionnaire 59 39.35 10.07 21 42.85 8.29 38 37.42 10.54 0.046
Family Apgar scale 59 11.25 3.72 21 12.52 3.35 38 10.55 3.76 0.050

International Fitness Scale—general fitness 59 3.62 1.03 21 4.04 0.92 38 3.39 1.02 0.021
International Fitness Scale—cardiorespiratory fitness 59 3.91 0.87 21 4.19 0.92 38 3.76 0.81 0.057

International Fitness Scale—muscular strength 59 3.50 1.00 21 3.76 1.04 38 3.36 0.97 0.128
International Fitness Scale—speed–agility 59 3.57 0.96 21 3.85 1.01 38 3.42 0.91 0.109

International Fitness Scale—flexibility 59 3.49 1.11 21 3.66 1.19 38 3.39 1.07 0.313

Table 3 shows the stepwise regression model results obtained for two different models.
The first model shows that HRQoL can be explained by perceived physical fitness (IFIS).
Specifically, QoL is directly associated with IFIS (β = 0.688; p < 0.001). The second model
directly relates QoL to perceived physical fitness (IFIS) (β = 0.580; p < 0.001) and occupa-
tional balance (OBQ) (β = 0.395; p < 0.006). And finally, the third model directly relates
QoL to self-perceived physical fitness (β = 0.580; p < 0.001), occupational balance (β = 0.375;
p = 0.001), and self-esteem (β = 0.249; p = 0.016).
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Table 3. Association between HRQol and physical fitness perception, occupational balance, and
self-esteem.

B B (95% CI) β Standardized T Statistic p-Value R2

Model 1 0.459

Constant 0.224 0.002 to 0.446 2.046 0.048

International Fitness Scale—general fitness 0.162 0.105 to 0.219 0.688 5.764 0.000

Model 2 0.596

Constant −0.015 −0.247 to 0.218 −0.129 0.898

International Fitness Scale—general fitness 0.137 0.085 to 0.188 0.580 5.416 0.000

Occupational Balance Questionnaire 0.006 0.003 to 0.009 0.395 3.684 0.001

Model 3 0.649

Constant −0.289 −0.598 to 0.020 −1.897 0.066

International Fitness Scale—general fitness 0.126 0.077 to 0.174 0.534 5.261 0.000

Occupational Balance Questionnaire 0.006 0.003 to 0.009 0.375 3.742 0.001

Rosenberg self-esteem scale 0.010 0.002 to 0.018 0.249 2.525 0.016

4. Discussion

This study investigated the psychoemotional variables perceived by the caregivers of
people with Alzheimer’s disease and the differences between the groups with and without
perceived caregiving burden. It also explored the effect of these variables on the caregivers’
quality of life. The main finding was that the caregivers with better perceived physical
fitness and good occupational balance would predict a better quality of life. A positive
association was found between the quality of life and IFIS and OBQ.

Although the overburdened caregivers perceive a lower quality of life than the care-
givers who do not perceive overburden, this has not been a predictor of the caregivers’ level
of quality of life. However, in other studies, the level of AD burden extends to caregivers in
terms of health-related quality of life (HRQoL) [51,52]. This may be conditioned by the fact
that caring for a person with AD requires a high level of tasks on the part of the caregiver
and a long-term commitment to their care. It is a progressive disease with the deterioration
of the patient’s functional capacity, cognitive abilities, and behavioral and personality
disorders. In addition, as time goes by, the need for care increases, thus increasing the level
of dedication of the caregiver. [53]. Whether the outcome of this performance is satisfactory
or not, in influencing the quality of life, depends on the interaction between a variety of
elements that are in a continuous relationship: caregiver characteristics (values, beliefs,
and spirituality; bodily functions and structures), performance skills, performance patterns
(habits, routines, rituals, and roles), and contexts and environments [54]. Intrinsic motiva-
tions such as love, responsibility, or empathy are critical to caregiver well-being, as they
can help mitigate the emotional burden that often comes with the caregiving role. Extrinsic
motivations can also influence how caregivers approach their role and gain recognition
from the community. Among the main reasons for performing caregiving for patients with
dementia are moral obligation, personal dignity and satisfaction, gratitude to the ill person,
social pressure, and not having the financial means for institutionalization [55]. Carers by
choice reported better QoL, so the decision to become a carer could be central to the carer’s
adjustment to their relative’s illness. In this sense, it could be thought that people who are
carers by choice would experience positive feelings as a result of the caregiving role. This
could attenuate the impact of caregiver stress, promoting caregivers’ QoL [56].

The impact of different factors on caregivers’ quality of life has been studied in different
research. The caregivers who showed better QoL were younger caregivers belonging to a
normofunctional family [57], those who received help in caregiving tasks and caregivers
with chronic diseases [51,52], those who cared for relatives in the early stages of AD [58],
and caregivers whose relative did not have severe behavioral problems [59].
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According to our study, the caregivers without caregiver strain are more satisfied with
life, have normal social support, higher values of subjective happiness, better occupational
balance, less subjective discomfort in situations of social interaction, better perception of
their physical condition, and finally, better quality of life. In other studies, the degree of
caregiver strain was conditioned by the caregiver’s gender, lack of free time, number of
hours of caregiving, number of years of caregiving, caregiver self-esteem [60], perceived
social support [61], the neuropsychiatric profile of the patient [62], and progression of the
patient’s disease [60].

The results of the Rosenberg self-esteem scale, as well as the results of the IFIS, have
not obtained significant differences between the overburdened and non-overburdened
caregivers. It is possible that both groups of caregivers have an awareness of the severity of
the disease and feelings of comparison with other realities [63].

In our study, occupational balance contributed to improving the caregivers’ quality
of life. In this sense, it is worth mentioning that occupational imbalance, related to the
inadequate temporal distribution of occupations, in this case, dedicating too much time
to caregiving at the expense of other areas, can generate different health problems [19].
In this sense, the caregivers who reported a better QoL were those who devoted fewer
hours to caregiving and received help with caregiving tasks, thus relieving the caregiver’s
burden [57]. For older adults, achieving professional balance is critical to maintaining
good physical and mental health. When there is a proper balance between caregiving and
personal life, stress and anxiety are reduced, which in turn reduces the risk of stress-related
illnesses, such as heart problems or mental health disorders. Therefore, occupational
balance may have a protective effect on health and a preventive effect on disease [64].

Carers’ perceived physical condition was also a modulator of QoL. Carers who per-
ceived a good physical condition also identified a better QoL. It should be borne in mind
that the average age of the caregivers assessed was around 60 years. At this age, decreasing
muscle mass can become a significant challenge. This loss can affect strength and endurance,
which in turn can make it difficult to perform everyday tasks, including caring for oneself
and others. Preventing the loss of muscle mass is essential to maintaining independence
and quality of life [65]. Carers are also aware of the need to maintain physical fitness in
order to maintain their ability to care [13]. For this reason, the caregivers who perceive
themselves to be in better physical condition consider themselves more prepared to cope
with caregiving tasks and this could result in a better QoL. In addition, the caregivers of
patients with AD present a lower HRQoL in all areas, except in the area of functional and
physical capacity where the caregivers present higher scores [66].

This study has some limitations. Firstly, the sample size was relatively small and
included mainly caregivers over 60 years of age. The sample was not selected using
population sampling techniques; participants from associations of the family members
of people with AD were sampled. However, the profile of the caregivers is similar to the
profiles described in other studies previously conducted in Spain [62]. Second, the sample
was taken from a specific geographic location, so the results may not be representative of
other populations or contexts. Third, the cross-sectional methodology only allows us to
observe relationships at a specific moment in time, which makes it difficult to establish
causal relationships. Finally, self-reported measures were used, which may lead to response
bias and affect the validity of the data. Overall, these results suggest that a holistic approach
to caregiver needs, with particular attention to caregiver mental health and mood, may
be helpful in addressing caregiver burden. The positive relationship between perceived
physical fitness and quality of life suggests that the caregivers who maintain a good level of
physical fitness tend to experience a better quality of life. This may be due to better physical
fitness providing greater ability to cope with the physical demands of the caregiving role,
such as mobilizing the dependent person, which reduces the risk of burnout. Physical
activity is linked to better mental health, as it reduces stress, improves mood, and can
alleviate the symptoms of anxiety and depression, common problems in caregivers.
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On the other hand, they also suggest the need to analyze the tasks and occupations
of the caregiver and their physical state, since both variables can determine the quality
of life. The association between occupational balance and quality of life underscores the
importance of preventing burnout, as the caregivers who achieve an adequate balance
between their responsibilities and their own personal needs experience less emotional
and physical exhaustion. The caregivers who devote time to their relationships and social
networks may have a better emotional support system, which enhances their resilience to
the demands of caregiving.

In summary, these implications highlight the need to comprehensively support care-
givers, not only in their physical capacity, but also in their ability to maintain a balance in
their different responsibilities, which, in turn, translates into a significant improvement in
their quality of life.

5. Conclusions

The present study showed that caregivers had a better HRQoL when they did not
perceive strain. In addition, the caregivers who do not experience strain have a better
level of subjective happiness, perceived social support, avoidance, occupational balance,
life satisfaction, and perceived physical fitness. In addition, caregivers’ quality of life is
related to perceived physical fitness and occupational balance. Based on these findings,
future research could focus on developing and implementing interventions designed to
enhance perceived physical fitness and promote occupational balance among caregivers.
Such interventions could potentially lead to significant improvements in their overall
health-related quality of life.
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