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Abstract

Background—This integrative review involved studies conducted in the United States that

assessed hospitalizations of older adults receiving family care and the psychological health of the

family caregivers. The primary objectives were to: 1) summarize findings between caregiver

psychological health and older care recipient hospitalizations, and 2) describe how caregiver

psychological health has been measured with regard to older care recipient hospitalizations.

Methods—Online databases were searched for papers published in English from 2000 through

July, 2013. Search terms included combinations of the following keywords: care recipient;

hospitalization(s); caregiver; caregiver burden; caregiver psychosocial health; family caregiver;

and patient outcomes. Inclusion criteria included: 1) studies conducted in the U.S.; 2) articles

assessing caregiver psychological health (e.g., burden, strain, depressive or anxious symptoms)

and older care recipient hospitalizations in the U.S.; 3) samples including caregivers of care

recipients with a mean age of 65 years or older.

Results—Few studies in the U.S. have assessed hospitalization characteristics of older care

recipients and the psychological health of their family caregivers. All analyses incorporated a

measure of depression, while the measurement of other psychological health constructs (e.g.,

anxious symptoms, perceived burden) was limited or absent. Findings note the potential

importance of focusing on readmissions rates in light of caregiver psychological health. Findings

also note the benefit of caregiver emotional and instrumental support toward reducing

hospitalizations among older adults receiving family care.
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With the broadening of the American population age 65 or older, containing health care

spending for older adults is a pressing need (Vincent & Velkoff, 2010). Substantial

Medicare and Medicaid expenditure growth is expected and will be due largely to nursing

home and hospital care costs for older adults (Keehan, Lazenby, Zezza, & Catlin, 2004). As

such, preventing or delaying use of high cost health care services among older adults is a

foremost goal. It is widely known that characteristics of an individual (e.g., age), their

condition(s) (e.g., cognitive deficits), and the type and quality of their health insurance (e.g.,

Medicaid enrollment) contribute to the use of health care services (Korten et al., 1999; Mete,

2005; Miller & Weissert, 2000; Wingard, Jones, & Kaplan, 1987). Elements of one’s

environment may also contribute to the use of services (Saunders, 2008; Wilson & Cleary,

1995). This integrative review focuses on one underexplored factor that may contribute to

hospitalizations among older adults, which is the psychological health of “family

caregivers” or relatives or friends who provide assistance to an older adult.

The availability of a family caregiver is commonly touted as protective against the use of

formal services by older adults. For example, being married, a strong indicator of an

available caregiver, is shown to increase the probability of an older adult remaining within

one’s home compared to being placed in nursing home care (Mete, 2005). Having a co-

residing caregiver is also reported in the literature as associated with shorter hospital stays

than having a caregiver who lives in a different household (Skinner et al., 1994).

Yet, the true benefit of family care may depend on the functioning of caregivers. A growing

body of literature across diverse care contexts indicates that caregiving can be emotionally

burdensome, including heightened perceived burden and depressive or anxious symptoms

(Carod-Artal & Egido, 2009; Dunbar, Clark, Quinn, Gary, & Kaslow, 2008; Etters, Goodall,

& Harrison, 2008; Garcia-Alberca et al., 2012; Kim & Schulz, 2008; National Alliance for

Caregiving, 2009). Deficits in emotional health places caregivers at risk for poorer physical

health outcomes, including decreased immune function (Damjanovic et al., 2007; Redwine

et al., 2004; Schulz & Beach, 1999; Sherwood et al., 2008). Ultimately, emotional and

physical strains among family caregivers may have adverse consequences for care recipient

outcomes. Literature, including several reviews, in the dementia context reports that poorer

psychological health among caregivers is associated with earlier nursing home placement of

patients (Chenier, 1997; Dunkin & Anderson-Hanley, 1998; Gaugler, Yu, Krichbaum, &

Wyman, 2009; Mittelman, Haley, Clay, & Roth, 2006).

In contrast, understandings of caregiver psychological health and older care recipient

hospitalizations are less well known. Therefore, through this integrative review, we focus

specifically on literature incorporating measurement of caregiver psychological health and

hospitalizations of older care recipients in the U.S. The primary objectives were to: 1)

summarize findings between caregiver psychological health and older recipient

hospitalizations in the U.S., and 2) describe how caregiver psychological health has been

measured with regard to older care recipient hospitalizations. These understandings might

contribute to directions for research, practice and policy within the aging context.
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Methods

Published articles were identified through a literature search using online databases

(PUBMED, PSYCINFO, and CINAHL) for papers published in English from January 2000

through July, 2013. Search terms included combinations of the following keywords: care

recipient; hospitalization(s); caregiver; caregiver burden; caregiver psychosocial health;

family caregiver; and patient outcomes. Reference lists from citations were also reviewed

for relevant publications. Identified articles were evaluated based on the following inclusion

criteria: 1) studies conducted in the U.S.; 2) articles assessing caregiver psychological health

(e.g., burden, strain, depressive or anxious symptoms) and older recipient hospitalizations;

3) samples including caregivers of care recipients with a mean age of 65 years or older.

Studies were limited to those conducted in the U.S. so that findings would be directly

relevant to U.S. policy and practice.

Results

Seven papers met inclusion criteria. Findings are organized according to the primary

diagnosis for which care was provided, including dementia, chronic illness (varied forms

within one sample), and cardiovascular disease. Results are categorized according to care

context given that hospitalizations may be more or less likely depending upon a given

diagnosis, and, therefore, should be organized in a way that separates out conditions. Within

each care context, findings are framed in light of the research objectives, including: 1)

summarizing findings between caregiver psychological health and older recipient

hospitalizations, and 2) describing how caregiver psychological health was measured with

regard to older recipient hospitalizations. Additional key features of studies (e.g., study

objective, patient and caregiver characteristics, and study design) are also provided in Table

1.

Dementia

Three of the seven studies identified pertained to care for persons with dementia. While

exploring urban-rural differences in ambulatory care hospitalizations, Thorpe and colleagues

(Thorpe, Van Houtven, Sleath, & Thorpe, 2010) incorporated assessments of caregiver

depression and instrumental and emotional support (see Table 1 for specific measures). As

noted in Table 1, participation of caregivers was limited based on demographics. The mean

depression score of the caregivers (mean of 5) was well below that which is considered to be

indicative of “significant” or “mild” depressive symptomology. Over one-year, 30% of the

dementia patients had at least one non-ambulatory hospitalization and 13% had at least one

ambulatory hospitalization. Caregiver depressive symptoms did not predict either type of

patient hospitalizations. Emotional support and instrumental support among caregivers were

significantly associated with patient non-ambulatory hospital admissions in unadjusted

analyses (Thorpe, et al., 2010).

In two separate analyses (using the same data) within the AD context, the effect of caregiver

burden was explored as mediating the relationship between general health status of patients

and institutional service use (Miller, Rosenheck, & Schneider, 2010, 2012). Burden was
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measured using four commonly used scales, including the Caregiver Distress Scale (CDS),

Beck Depression Inventory (BDI), Caregiver Activity Survey (CAS), and the Zarit

Caregiver Burden Interview (ZBI). The caregivers were predominately female and spouses

(see Table 1). Burden levels (according to CDS and ZBI) were higher than reports in the

literature, while depression scores were equivalent.

Caregiver burden was shown to weaken the inverse relationship between health utilities and

service use and institutional costs, leading to greater service use and greater costs than

would be expected at a given health level (Miller, et al., 2010, 2012). Differences were also

evident depending upon the type of burden measure. Higher burden through the CDS, BDI,

and CAD were shown to lead to an increased use of institutional services (i.e., hospital care,

nursing home care, or residential care) than expected based on solely on health utilities or

health functioning. In contrast, assessment of burden using the ZBI showed a weaker, non-

significant moderating effect (Miller, et al., 2012). When specifically looking at hospital

care alone (Miller, et al., 2010), significant inverse relationships between health utility or

functioning and hospital costs were evident when caregiver burden (CDS, CAS) was zero.

On average, 13% of the sample was admitted to inpatient care (i.e., hospital, nursing home,

or residential care) monthly, while 4.5% were specifically admitted to hospital care (see

Table 1 for definition) each month on average. Moreover of those who used institutional

services, an average of 6.7 day per month was spent in hospital care.

Chronic Illness

Two studies focused on care provided to older care recipients with chronic illness. Exploring

hospital readmissions, Schwarz and colleagues (2000) incorporated assessments of caregiver

depressive symptomology and elements of social support (see Table 1 for specific

measures). The caregivers were predominately female and white and were providing care to

recipients who had been hospitalized for a chronic illness and were experiencing at least two

activities of daily living (ADL) deficits. Caregivers had a mean depression score of 9.68 on

the CES-D at baseline and a mean score of 10.26 at 3-month follow up. At 3-months post

hospitalization, 33% of patients were readmitted to hospital care. A greater number of

hospital readmissions were significantly related to greater depressive symptoms, lower

tangible support, and lower emotional support of caregivers. In adjusted analyses, depressive

symptoms were not a significant predictor of readmission, while elements of social support

(i.e., tangible and integration) were significant predictors. Greater depression at 3-months

was significantly associated lower emotional support and lower satisfaction with informal

social support (Schwarz, 2000).

Also exploring different hospitalization characteristics, Wolf and Kasper assessed hospital

admission rates and discharge delays of female Medicare patients over 3-years. The female

care recipients were receiving family care due to moderate to severe disability (due to

chronic illness) without cognitive deficits, and the caregivers were predominately offspring

(54%) of the care recipients and 31% were African American. Psychosocial measures

included depression, caregiving “overload” (mismatch between tasks and time available),

“role captivity” (being an unwilling, involuntary caregiver) and perceptions of caregiving

competence.
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Slightly more than half of the older female recipients were admitted for hospital care over

the three years for diverse reasons including circulatory, respiratory, skin, digestive and

nervous system conditions. Among caregivers of recipients who were not hospitalized, 21%

were experiencing depression, while 28.2% of caregivers of hospitalized recipients

experienced depression. These hospitalization rates did not differ significantly according to

caregiver depression. With respect to discharge delays, unadjusted findings indicated that

the older women in the sample were significantly more likely (more than twice as likely) to

be delayed from hospital discharge if a caregiver characterized themselves by role captivity

(Wolff & Kasper, 2004). Neither role captivity nor overload among caregivers was

associated with care recipient hospitalization delayed discharge in adjusted analyses.

Significant findings were reported with regard to caregiver competence. Care recipients of

caregivers who viewed themselves as competent caregiver were more likely (40% more) to

be admitted to a hospital, but were less likely (48% less) to experience a discharge delay

than care recipients of caregivers expressing less caregiving competence (Wolff & Kasper,

2004).

Cardiovascular Disease

Two studies focused on hospitalization characteristics of older care recipients with heart

failure, including admissions, discharge delays, and readmissions. Focusing specifically on

readmissions, Schwarz and colleagues (2003) assessed depression and perceived strain

among caregivers for heart failure patients who had been hospitalized. The caregivers’

perceived stress was low, while depressive symptoms were also low to moderate (mean of

11.4). Twenty-one percent of the caregivers were experiencing depressive symptomology.

On average, caregivers also had high positive appraisal of caregiving and high informal

social support. Within 3 months of being hospitalized, 44% of patients were readmitted to

the hospital. High levels of informal social support among caregivers significantly reduced

risk for readmission as did the presence of depressive symptoms. Further analyses indicated

that an interaction between stress and depression significantly increased the risk for patient

readmission (Schwarz & Elman, 2003).

Using a retrospective study design, Saunders and colleagues (Saunders, 2008) studied

associations between caregiving appraisal and depression and hospitalizations of heart

failure patients. Approximately 21% of caregivers experienced depressive symptomology.

Depressive symptoms were not significantly associated with the hospitalization or length of

stay (Saunders, 2008). Lack of family support (as well as caregiver-perceived patient

severity, caregiver hours per week) were significantly correlated with hospitalizations, while

lack of family support was the only variable significantly associated with the number of

days hospitalized. A lack of family support was also significantly correlated with

depression.

Discussion

Adults age 65 and older account for the highest percentage of hospitalizations in the U.S.

and have the longest average length of hospital stay (Hall, DeFrances, Williams,

Golosinskiy, & Schwartzman, 2010). Hospital readmissions have been a major financial
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strain to Medicare in recent years to the extent that the Patient Protection and Affordable

Care Act (hereinafter referred to as the Affordable Care Act) required the establishment of a

Hospital Readmission Reduction Program (Jencks, Williams, & Coleman, 2009; "The

Patient Protection and Affordable Care Act," 2010). Given the substantial amount of family

care provided in the U.S. (National Alliance for Caregiving, 2009), it seems appropriate to

consider the well-being of caregivers in analyses of older adult hospitalizations. Yet, as

indicated by this review, few studies have incorporated caregiver psychological factors

within such analyses.

Findings from this integrative review also demonstrate the growing diversity of care

contexts explored within the field of older adult caregiving. Dementia was the care context

most frequently reported on (three studies), while additional studies included reports related

to cardiovascular-related disease (two studies) or samples comprised of individuals with

diverse forms of chronic illness (two studies). Findings by context are meaningful given that

hospitalizations due to specific conditions may drive hospital care costs more than other

conditions. Alzheimer’s disease and cardiovascular disease, in particular, are high and

expected to grow substantially over the next several decades (AHRQ, 2002; Rudolph et al.,

2010).

Across contexts, several similarities are evident with respect to findings and the

measurement of caregiver distress. All studies included an assessment of caregiver

depression and all but one used the CES-D as the measurement tool. Depression was

consistently shown not to be a direct significant predictor of hospital admissions or

discharge delays. It is important to note that based either on the sample mean for the CES-D

(including 5.7; 9.6; 11.4 for those that reported) or the percentage experiencing a score of 16

or above (21% in two studies), depressive symptomology was lower in these samples

compared to other reports in the literature that used the CES-D (Hatch, Dehart, & Norton,

2013; Roth, Ackerman, Okonkwo, & Burgio, 2008; Siegler, Brummett, Williams, Haney, &

Dilworth-Anderson, 2010). This may contribute to findings of non-significance and should

be further explored. Differences in the caregiver demographics across samples might have

contributed the differential findings for depression. For example, the study with the lowest

reported mean depression level had preset limitations on the caregiving sample.

Given the aim of the Affordable Care Act to reduce hospital readmissions, findings related

to readmissions of older care recipients are timely. Caregiver depression was directly

associated with a greater number of readmissions for older care recipients with chronic

disease, while an interaction between stress and depression (high stress and high depression)

among caregivers significantly increased readmission rates for care recipients with heart

failure. Thus, prospective, longitudinal studies should continue to focus on care recipient

readmission rates in light of caregiver distress.

In contrast to the measurement of caregiver depression, few studies incorporated a measure

of perceived burden. As reported by Miller and colleagues, caregiver burden weakened the

inverse relationship between care recipient functioning and institutional service use

(including but not limited to hospitalizations). The study further noted that how burden was

measured contributed differently to findings. Future research should incorporate validated
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measures of caregiver burden. Moreover, other psychosocial constructs such as anxious

symptomology were absent from the assessments despite a growing body of literature

indicating high anxiety levels among caregivers (Cooper, Balamurali, & Livingston, 2007).

Thus, as research in this area expands, a more full representation of distress should be

considered. Likewise, positive perceptions of caregiving and abilities might be considered in

future research as discharge delays were less likely given higher perceptions of caregiving

competence by caregivers themselves.

The importance of adequate social, emotional, and instrumental support networks for family

caregivers was reinforced across the care contexts. These elements of support were

consistently associated with lower care recipient rates of hospital admissions, including

readmissions, and a lower likelihood of being delayed from discharge. Moreover, poorer

perceived support of caregivers was consistently associated with caregiver depressive

symptoms. Thus, developing strategies and processes to monitor support levels of caregivers

for community-dwelling as well as hospitalized care recipients might contribute to reducing

unnecessary hospitalizations or readmissions. Cost-effectiveness analyses of such

approaches would be of value. Of particular benefit might be assessing the value of

programming and time spent with family caregivers by hospital-based health professionals

in terms of readmission rates and related costs. Such findings might contribute to policy

discussions and initiatives regarding reimbursement for such programming.

Conclusion

Few studies have assessed hospitalization characteristics of older care recipients and

caregiver psychological health. Review of the available literature highlights the need to

expand analyses in terms of the caregiver psychological health assessments utilized.

Findings also suggest the potential importance of focusing on readmissions rates in light of

caregiver health. Finally, intervention research may attend to the effect of interventions

aimed at providing greater emotional, social, and instrumental support and the impact on

hospitalizations and related costs (Dahlrup, Nordell, Steen Carlsson, & Elmståhl, 2013).
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