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Abstract
OBJECTIVES—To determine whether counseling and support reduces the burden and depressive
symptoms of spouse caregivers of Alzheimer’s patients during the institutionalization transition.

DESIGN—A randomized controlled trial of an enhanced counseling and support program for spouse
caregivers of persons with Alzheimer’s disease compared to usual care. Structured interviews were
conducted with spouse caregivers at baseline, every 4 months during Year 1 and every 6 months
thereafter for up to 16 years.

SETTING—Outpatient research clinic in the New York City metropolitan area.

PARTICIPANTS—Referred volunteer sample of 406 spouse caregivers of community-dwelling
Alzheimer’s patients enrolled over a 9.5 year period.

INTERVENTION—Enhanced counseling and support consisting of 6 sessions of individual and
family counseling, support group participation and continuous availability of ad hoc telephone
counseling.

MEASUREMENTS—Outcome measures included burden (modified Zarit Burden Interview) and
depressive symptoms (Geriatric Depression Scale).
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RESULTS—Burden and depressive symptoms were significantly lower for caregivers in the
treatment group when compared to usual care controls at the time of and after institutionalization.
Nursing home admission itself significantly reduced burden and depressive symptoms in the
intervention and control groups.

CONCLUSION—Institutionalization alone can reduce caregiver burden and depressive symptoms,
but enhanced counseling provides additional long-term benefits. The results offer some of the first
clinical evidence for the benefits of enhanced counseling during the transition to institutionalization
for Alzheimer’s caregivers.

Keywords
Caregiving; nursing home placement; nursing home admission; informal long-term care;
psychosocial intervention

INTRODUCTION
It is estimated that 8.9 million family caregivers provide assistance to someone 50 years of age
and over with AD or a related dementia.1 Families provide personal care that is integral to
helping disabled older adults remain in their homes.1,2 Family care is not without its costs,
particularly in the context of Alzheimer’s disease. As the disabilities and care needs of the
person with dementia increase over time, the accumulated financial, social, psychological, and
physiological impacts of family caregiving also intensify.3-8

The perspective that tends to dominate much of the literature is that care by family members
is solely provided to older adults living at home. When caregivers are followed over longer
periods of time it becomes evident that family caregiving responsibilities do not end with
institutionalization of the disabled relative. Instead, this key transition appears to impact the
type and intensity of help provided.9-11 Unlike earlier studies that treated institutionalization
as an ‘endpoint’ in family caregiving, recent research has emphasized the continued
involvement of relatives in care and the effects of nursing home admission (NHA) on the stress
and mental health of family members.9,12-14

Whether NHA actually leads to reduced depressive symptoms and burden for caregivers is an
important clinical question that has yet to be definitively answered. One early descriptive study
suggested that NHA provides relief to family caregivers and reduces stressors such as feelings
of exhaustion and fatigue related to care provision (“role overload”), at least temporarily.15
More recent studies conclude that NHA results in guilt, anger, anxiety, and depression for
dementia caregivers, although others suggest that NHA does little to influence the trajectories
of stress or negative mental health prior to and after institutionalization.13,14 16-20 Additional
descriptive research focused on the new challenges that institutionalization pose for families,
such as the negative interactions between family caregivers and staff as control of care is shifted
to the facility and the family member is left with an ambiguous care role.11,16,18

Parallel to descriptive analyses of dementia caregiving and institutionalization, a series of
clinical efforts have sought to alleviate the psychological, emotional, and physiological distress
that can occur as a function of intensive family care provision. Recent meta-analyses and multi-
site, randomized controlled evaluations indicate that psychosocial interventions for caregivers
such as skills training, education, therapeutic counseling, and information-based services are
generally effective in producing clinically meaningful improvements in psychological well-
being.21-26 Nevertheless, there is little research to document the effects of these interventions
in easing the transition of NHA for family caregivers. The goal of the current study is to unite
these two streams of research to determine whether the availability of long-term counseling
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and support reduces burden (the emotional, psychological, physical, and emotional “load” of
care provision27) and depressive symptomatology across the institutionalization transition.

The NYU Aging and Dementia Research Center (NYU-ADRC) has been conducting a
pioneering randomized trial of a psychosocial intervention for spouse-caregivers of people
with AD since 1987.28-34 Due to its prospective data collection strategy throughout the
provision of dementia caregiving, the NYU Caregiver Intervention (NYUCI) is uniquely
positioned to answer the research questions of interest in this study. Moreover, the randomized
controlled design of the NYUCI offers clinical insights beyond those offered in descriptive
research.

Based on the previously reported effects of the NYUCI in delaying institutionalization29-31
and the equivocal findings of prior research on the ramifications of NHA for family caregivers,
we conducted analyses of the NYUCI to answer the following questions:

1. Does the NYUCI reduce Alzheimer’s caregivers’ burden and depressive symptoms
prior to and following NHA? and

2. What are the long-term, post-NHA changes in burden and depressive symptoms for
Alzheimer’s caregivers who do or do not receive the NYUCI?

METHODS
Procedure

Participants in the parent NYUCI included 406 spouses of persons with a clinical diagnosis of
AD. Slightly more than 50% of participants were recruited through the NYU-ADRC (n = 214)
while the remaining participants were recruited through a number of channels, including local
Alzheimer’s Association chapters, physicians, public media announcements, and referring
community providers (e.g., adult day centers, social service agencies, lawyers, etc.).
Participants recruited via the NYU-ADRC had spouses who received an AD diagnosis
according to National Institute of Neurologic and Communicative Diseases and Stroke-AD
and Related Disorders Association (NINCDS-ADRDA) criteria.35 The other participants’
spouses received a physician-diagnosis of AD. All spouses were living with the person with
AD and were residing at home at the time of study enrollment. Each participant (caregiver or
spouse with AD) had to have at least one other family member or relative living in the New
York City metropolitan area.

Upon study intake, participants were administered an intensive baseline assessment protocol
consisting of structured questionnaires. Participants were then randomized via lottery to one
of two conditions: the experimental, comprehensive counseling condition (n = 203) or the
control group (n = 203) which consisted of the usual care provided to patients and their
caregivers at the NYU-ADRC. All participants could utilize services outside of the study. The
assessment battery was re-administered on a quarterly basis during the first year of participation
and on a biannual basis in subsequent years; all follow-up assessments were conducted in-
person or over the telephone. Following NHA, caregiver assessments continued at the regularly
scheduled follow-up intervals unless the caregiver refused or was lost to follow-up.

Sample
Participants were followed for up to 15.9 years. Twelve percent of the cases (n = 48) have at
least 10 years of follow-up data. During the course of the study 210 care recipients were
institutionalized; 99 (48.8%) of those in the intervention condition placed their spouse in a
nursing home at some point compared to 111 (54.7%) of those in the usual care condition.
Previously published Cox proportional hazards models have indicated that there was a
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significantly longer time to NHA in the intervention group. The median times to NHA were
4.8 and 3.3 years after baseline for intervention and control care recipients, respectively.31

Ten cases (4 intervention, 6 usual care) completed a baseline assessment but were lost to follow-
up. In 11 cases (8 intervention, 3 usual care) the care recipients died prior to the first (i.e., 4
month) follow-up interview. As the focus of this analysis is on the effects of comprehensive
counseling prior to and after NHA, these 21 individuals are not included in subsequent analyses.
This resulted in a longitudinal sample of 385 caregivers. Comparisons between these 385 cases
and the 21 cases excluded from the longitudinal analysis indicated that these two groups did
not differ significantly on the baseline values of either burden or depressive symptoms (p > .
21). Inclusion status also did not differ by treatment group or gender (p > .25). Consequently,
no evidence for selection bias was observed as a result of including 385 cases for analysis from
the larger pool of 406 randomized cases.

Descriptive data for the sample are presented in Table 1. As detailed in our previous
publications from the NYUCI,32 there was a random gender imbalance at baseline, with a
higher proportion of husband-caregivers being randomly assigned to the intervention
condition. Consequently, gender and baseline scores on the outcome variables were included
as covariates in all subsequent analyses.

Intervention
The NYUCI consisted of three components: individual and family counseling, support group
participation and ad hoc counseling. During the four months following the baseline assessment
spouse caregivers participated in 6 individual and family sessions with the study counselor (2
with the spouse caregiver only and 4 with the spouse caregiver and at least 1 other family
member; the person with AD did not participate in these sessions). The content of these sessions
was oriented to the stated needs of the caregiver and included information on AD, skills related
to the management of behavioral problems, and strategies to bolster communication among
involved and non-involved family members. Caregivers agreed at intake that after the 4-month
follow-up they would participate in a support group that met weekly under the auspices of the
Alzheimer’s Association. These groups were widely available in the New York City
metropolitan area. The third component, provided throughout the duration of the spouse
caregiver’s participation in the intervention, was “ad hoc” counseling -- caregivers and
participating family members were free to contact the study counselors via telephone to address
any issues, crises or other significant changes that occurred. The NYUCI was delivered by
counselors with advanced degrees in social work, psychology, counseling or gerontology. The
content of NYUCI is described in detail elsewhere.36

Caregivers in the usual care group did not receive the formal counseling sessions provided to
those in the intervention group, and their family members did not have contact with the study
counselors. For ethical reasons, caregivers in the usual care group were free to identify and
utilize services on their own and they were informed upon enrollment that they could contact
study counselors for information or referral purposes. For these reasons, caregivers in the
“usual” care group were likely to have received more services than are typically provided in
clinical care settings.

A prior report has described methods of tracking enactment used in the NYUCI.37 Data on
contact with participants were collected to provide counselors with information about
utilization of recommended resources. The NYUCI began in 1987, and the treatment fidelity
measures in current psychosocial interventions were not routinely utilized two decades ago.
We find it noteworthy that our records indicate that 8 of the first 11 participants in the treatment
group that institutionalized did so on advice from the counselors, who knew via their work
with spouse caregivers and other family members that NHA was in the best interest of all
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concerned.29 This is particularly relevant when interpreting the findings of the current study,
which are detailed below.

Measures
Nursing Home Admission—Dates of NHA were derived from follow-up interviews,
NYU-ADRC records, or ad hoc telephone contacts with spouse caregivers or other family
members.

Burden—Caregivers’ burden was measured with a subset of questions from the Zarit Burden
Interview (ZBI). The ZBI is one of the most widely-used instruments to assess caregiving
burden.27,38 The modified ZBI includes 15 questions that measure areas of potential stress
(e.g., perceived time pressure, emotional distress, financial strain, guilt, and overall burden)
that could arise both before and following NHA for spouse caregivers.

Depressive Symptoms—The 30-item version of the Geriatric Depression Scale (GDS)
39 was administered at baseline and each follow-up interval to measure spouse caregivers’
mood and psychological well-being.

Statistical Analyses
The effects of the intervention and NHA on the 15-item ZBI and the 30-item GDS were
estimated and tested using random effects regression growth curve analyses. A multilevel
change model was used that estimated longitudinal trajectories for individual participants at
one level, with the intercepts and slopes of these person-specific longitudinal trajectories
analyzed as the effects of between-subjects predictors at a higher-order second level.40 All
analyses were conducted using restricted maximum likelihood estimation as provided by SAS
PROC MIXED.41 The models were based on 4,193 observations over time. These included
3,055 observations during the community caregiving phase and 1,148 observations of
caregivers while the care recipients were in the nursing home.

Our primary analytic models included four time-invariant variables: caregiver gender,
treatment group, placement group, and the baseline (pre-treatment) value on the outcome being
examined. Gender was coded as 1 for female caregivers and 0 for male caregivers. Treatment
group was coded as 1 for the intervention group and 0 for the usual care group. Placement
group was coded as 1 for cases in which a nursing home admission occurred at some point in
the follow-up interval and 0 for cases in which no nursing home admission was observed. The
baseline value on the outcome was mean-centered such that the overall mean was subtracted
from each participant’s score, resulting in a centered score that was a raw deviation from the
mean and equal to 0 for someone who scored at the mean.

The models included two predictors for time: one that measured time elapsed since the date of
the baseline assessment and one for the amount of time elapsed since NHA. Both predictors
were calculated in actual days and then divided by 365.25 to scale these measures in years.
The years since baseline measure was further modified by subtracting 1, resulting in a
“centered” measure that indicated the time since (or before) the one-year post-baseline point.
The purpose of this centering was to scale the model so that the main effect tests for the time-
invariant predictors (e.g., treatment group, gender) were comparisons between the groups at
the one-year post-baseline point in time. The years since NHA variable was set to 0 for any
observations before placement and for those cases who never placed. Using these two measures
for time (years since baseline minus 1 and years since NHA), the main effect for years since
baseline tested whether the linear slope across time was significantly different from 0, and the
main effect for time since NHA tested whether this linear slope across time changed
significantly after NHA for those caregivers who placed their spouses.
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A time-varying indicator for institutionalization or type of assessment was also included in the
model as a predictor. This indicator was set to 0 for all observations before placement and for
those cases who never placed, and set to 1 for all observations after placement among those
who did institutionalize. This time-varying indicator provided a test of whether NHA led to an
abrupt change in the level of the outcome (burden/ZBI or depressive symptoms/GDS)
immediately after institutionalization. In addition to these 7 main effects (gender, treatment
group, placement group, baseline, years since baseline, years after NHA, and type of
assessment), 6 two-way interaction effects were included in our primary analytic models. All
4 time-invariant predictors were specified to have an interaction effect with years since
baseline. This included a treatment group*years since baseline effect that tested whether the
linear rates of change before placement differed between intervention and usual care
participants. A group*years after NHA interaction term tested whether the linear slope of the
outcome variable across time differed between intervention and usual care groups after
placement. A group*type of assessment interaction effect tested whether the change in outcome
observed from before to immediately after placement differed as a function of treatment group.

Prior research has emphasized the various indicators that are associated with caregiver burden,
caregiver depressive symptoms, and NHA.2,4,15-17 The NYUCI considered these factors in
its design and data collection protocol. These factors include sociodemographic context and
severity of cognitive impairment.15 In spite of the random assignment of cases to conditions,
some imbalances were found between treatment and control conditions across key caregiving
indicators such as gender (see Table 1). For this reason, caregiver gender and the baseline value
of the outcome variable in question were included as covariates in all models when predicting
trajectories of change in caregiver burden and depressive symptoms across the NHA transition.
Many other potential covariates (i.e., Global Deterioration Scale scores, which measured
dementia severity) would be expected and were found to be correlated with baseline value of
the outcome. By including baseline outcome as a covariate, statistical control was
approximated for many of these other potential covariates that were not explicitly included in
the analytic model.

RESULTS
Model-predicted trajectories of the modified burden/ZBI score for intervention and usual care
participants are illustrated in Figure 1. Solid lines are used to illustrate predicted values for
caregivers where placements were observed, and dashed lines are used to illustrate predicted
values for caregivers where no placements were ever observed. The NHA transition points
were the median times to placement established in prior evaluations of the NYUCI’s effect on
institutionalization.31 The statistical results of the random effects growth curve model for
burden are presented in Table 2. The estimates in Tables 2 and 3 represent the amount of change
in the outcome variable that is predicted for a one unit change in that predictor variable. In the
analysis for the modified burden score in Table 2, a strong immediate effect for NHA was
found. The estimate of -9.52 for type of assessment indicates that, after accounting for the other
predictors as covariates, the post-NHA measurements of the modified ZBI were 9.52 units
lower on average than the measurements obtained immediately prior to NHA for the usual care
participants and 10.26 units lower for intervention group participants.

Although the estimates in Table 2 did not demonstrate a significant treatment effect at one-
year after baseline, pairwise comparisons of the treatment and usual care groups at other time
points revealed significant differences. Direct pairwise comparisons using the LSMEANS
statement in SAS PROC MIXED indicated that the burden of the intervention group was
significantly lower than the burden of the usual care group at each point after NHA (p < .03),
and the difference at 3.3 years before placement closely approached statistical significance
(difference in estimates = -1.56, p = .063) .
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The results of the random effects growth curve model for symptoms of depressive symptoms
are presented in Table 3. There was a significant effect for depressive symptom reduction after
NHA (p < .0001) and for the accelerated decrease of depressive symptoms after NHA (p = .
0087). Treatment group was also found to have a significant main effect, with a covariate-
adjusted difference of 1.33 at the 1-year post-baseline assessment. In addition, a statistically
significant group*years since placement effect was found. These effects are evident in the
trajectories for depressive symptoms displayed in Figure 2. The linear slope for a decrease in
GDS scores over time was statistically significant only for usual care participants after NHA.
Covariate-adjusted means were compared between intervention and usual care participants at
each time point. Intervention GDS scores were significantly lower than usual care GDS scores
at all points prior to NHA with the exception of baseline (p < .01). These significant differences
were maintained following NHA for the treatment group for approximately four months (128
days). By that point, GDS scores for the usual care group were statistically similar to GDS
scores in the treatment group for the remainder of study follow-up. The depressive symptoms
of the treatment and usual care groups were statistically similar because of the more rapid
decrease in depressive symptoms observed after NHA for the usual care group.

DISCUSSION
The current analyses present a dynamic picture of how comprehensive counseling and support
can benefit spouse caregivers throughout the progression of AD and the transition to
institutionalization. Spouse caregivers in the usual care group appear to have experienced a
year and a half of reduced burden compared to those in the intervention group (see Figure 1)
as a result of institutionalizing earlier. This trend is temporary. Following the period of delayed
NHA, caregivers in the intervention group once again indicated significantly lower perceptions
of burden than those receiving usual care.

We did not observe a similar trend in depressive symptoms across the NHA transition.
Caregivers in the intervention group had fewer depressive symptoms before and at the time of
NHA than those in the control group, even though caregivers in the control group placed earlier
and experienced some immediate reduction in symptoms at the point of NHA. Following
institutionalization, only the control group reported a continuing decrease in depressive
symptoms, reaching roughly the same level as caregivers in the intervention group 128 days
after the latter placed. These findings are important from a clinical standpoint, as the depressive
symptoms of informal caregivers is of perhaps greater public health concern than burden given
the strong empirical associations between depression and other key outcomes such as health
service utilization and mortality.42

Our previous work has shown that counseling and support had a clinically significant and long-
lasting effect on depressive symptoms for caregivers.32 Institutionalization did not have as
strong an impact on the depressive symptoms of people in the treatment group, perhaps because
the counseling intervention exerted maximal effect in reducing depressive symptoms long
before NHA. On the other hand, caregivers in the control group had more depressive symptoms
prior to NHA which were only relieved after placement. As they did not have access to the
formal support provided in the intervention condition, controls may have had to resort to
institutionalization of the spouse with AD in order to achieve some sort of relief from depressive
symptoms.

When examining the trajectories in the figures illustrating change in both burden and depressive
symptoms (see Figures 2 and 3), the effects of the NHA transition itself is apparent. Regardless
of treatment or control assignment, spouse caregivers indicated considerable reductions in
burden and depressive symptoms shortly after institutionalization. These results are in contrast
to prior research, which has indicated that NHA has either modest effects in reducing caregiver
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distress or no effect at all.13,15-17,20 One reason for this finding is that the NYUCI collected
follow-up data from caregivers at relatively frequent intervals (every 4 months in the first year
and every 6 months thereafter). This allowed for an analysis of caregiver burden and depressive
symptoms at a time point more proximal to NHA than earlier studies. In addition, the multi-
level, mixed modeling analyses were more sensitive to capturing changes in burden or
depressive symptom trajectories prior to and following NHA than traditional analytic
approaches (e.g., repeated measures analyses of variance). The results emphasize that the NHA
transition may be necessary to alleviate emotional or psychological distress for some caregivers
after providing many years of at-home care. These findings also suggest that instead of
attempting to avoid NHA entirely (or suggesting it early in the disease process), good clinical
care demands that health care providers recognize the point at which NHA is necessary for the
well-being of caregiving families.

The models also emphasize sustained benefit of comprehensive counseling and support for
participants continuing to provide at-home care to spouses. As demonstrated in Figures 1 and
2, those who never institutionalize their spouses and received the intervention indicate
significantly lower burden and fewer depressive symptoms when compared to caregivers who
were in the usual care control group. The findings of the current analysis confirm prior results
of the NYUCI which demonstrate that the benefits of individual and family counseling, support
groups, and ad hoc support are sustained over a long time period.31-34 These accumulated
results point to the unique benefits of the NYUCI for caregiving families, and suggest the need
to adopt similar long-term treatment strategies when implementing psychosocial interventions
to manage the clinical, multi-year course of Alzheimer’s disease.

There are several limitations to this study. The setting (NYU-ADRC), focus on spouse
caregivers, and the lack of ethnic/racial diversity of the sample hinder the generalizability of
the results to the larger population of AD caregivers. This study was not originally designed
to determine the effect of the NHA transition. In future studies, more specific measures of
distress or subjective experiences during or after the transition could provide greater insight
into the effects of comprehensive counseling on spouse caregivers’ adaptation to
institutionalization. An additional limitation of the NYUCI is that it does not provide detailed
information on the process by which the intervention improved adaptation to NHA.

CONCLUSION
The results have several important clinical applications. The research approach and models
emphasize the need to consider NHA as not only an endpoint, but a key clinical transition as
well. In both models and in the entire sample, institutionalization had the most powerful effect
in reducing burden and depression for spouse caregivers. These results suggest the need to
balance the policy and quality of life benefits of keeping chronically-disabled older adults at
home (i.e., “aging in place”) with the needs of family caregivers who must eventually relinquish
such responsibilities to a 24-hour residential setting in order to experience significant emotional
or psychological relief. Clinical intervention approaches that can effectively delay placement,
but at the same time recognize when such a decision is appropriate for the family that has done
all that it can to provide at-home assistance, can successfully meet the needs of key stakeholders
in long-term care (e.g., the person with AD, the family caregiver, and the public that shoulders
the costs of residential long-term care through Medicaid). As demonstrated in the results of
this study, the NYUCI is one such clinical approach that can balance these two needs.

Dementia caregiving is in many ways a “career,” and a key aspect of this conceptualization is
recognition of the various transitions that may occur for family caregivers during the course
of dementia care.15 By moving beyond NHA as an endpoint and instead considering this event
as a transition, the current study demonstrates the essential benefits of providing continuity of
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care for families. A comprehensive counseling model such as the NYUCI can effectively meet
the goal of delaying institutionalization29-31 and offer benefits during and following this
transition as well. Caregivers in the intervention group received only 6 individual and family
sessions shortly after enrolling in the study, although they had continual access to counselors
on an ad hoc basis. Our previous results demonstrate that the intervention group showed
increased participation in support groups as well as perceptions of social support.43,44 We
believe that the long-term benefits that occurred after NHA—and long after formal in-person
counseling sessions had ended—are likely to be the result of the enhanced social support that
the intervention produced. As the results of this study suggest, guidance and support during
NHA may exert positive effects for dementia caregivers if offered as part of a long-term
counseling program. Intervention approaches that provide support prior to, during, and after
major transitions (e.g., from community to residential care)45 may offer similar benefits to
families caring for elderly relatives with other chronic diseases.

As the findings from the NYUCI and other randomized controlled evaluations make clear, the
state-of-the art in AD caregiving intervention research is entering a transformative phase.
Specifically, the accumulation of high quality evidence has made it possible to shift from
demonstrations of efficacy to identification of strategies that facilitate translation. Physicians
should make it a practice to refer caregivers not only to support groups, but also to individual
and family counseling where available. Replication in community settings of comprehensive
counseling and support interventions has the potential to help caregivers weather the strains of
transitions such as NHA. To facilitate NYUCI’s implementation in clinical settings, Mittelman
and colleagues have developed a detailed handbook to support and train potential counselors
in the field.36 Clinicians or practitioners interested in implementing a long-term counseling
intervention approach are encouraged to review this handbook. The NYUCI is included in the
National Registry of Evidence-based Programs and Practices (NREPP), a service of the
Substance Abuse and Mental Health Services Administration (SAMHSA).46 A recent request
for applications from the Administration on Aging47 to support states in implementing the
NYUCI and other evidence-based caregiving interventions (such as the Resources for
Enhancing Alzheimer’s Caregivers’ Health protocol) also demonstrates broader interest in this
new phase of research.25,26 With the emergence of high quality evidence from randomized
controlled evaluations such as the NYUCI, subsequent research efforts can focus on translating
these approaches into viable AD treatment options.
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Figure 1.
Effects of the enhanced counseling intervention on burden trajectories (N = 385)
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Figure 2.
Effects of the enhanced counseling intervention on depressive symptom trajectories (N = 385)
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Table 1
Descriptive Characteristics

Variable Enhanced Treatment Usual Care

(N=191) (N=194)

Female caregiver, n (%) 103 (53.9) 126 (65.0)

Age of caregiver, mean (±SD) 71.55 (8.71) 71.03 (9.46)

Age of care recipient, mean (±SD) 73.67 (8.19) 74.60 (8,23)

Global Deterioration Scale = 4, n (%) 71 (37.2) 63 (32.5)

Global Deterioration Scale = 5, n (%) 85 (44.5) 73 (37.6)

Global Deterioration Scale ≥ 6, n (%) 35 (18.3) 58 (29.9)

Caregiver Geriatric Depression Scale, mean (±SD) 8.97 (5.73) 10.33 (7.11)

Caregiver Modified Zarit Burden Scale, mean (±SD) 25.55 (9.46) 26.87 (10.86)
NOTE: Sample is the subset of 385 caregivers who provided sufficient follow-up data for the analyses.
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