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Purpose: This study aimed to find the caregiving burden level for patients with dementia who had multiple chronic diseases by 
simultaneously considering both patient and caregiver factors.
Participants and Methods: A cross-sectional study with 284 patients with dementia having multiple chronic diseases managed by the 
dementia collaborative care team at Changhua Christian Hospital in Taiwan was conducted. The input variables were from patients, such as 
age, gender, mood symptoms, and behavioral and psychological symptoms, and caregivers, including age, relation to the patient, caregiver’s 
mood, and caregiving burden. The Apriori algorithm was employed to determine the association between patient and caregiver factors and 
different caregiving burden levels by setting up the minimum support of 1% and confidence of 90% along with lift >1.
Results: When caring for patients with dementia, twenty scenarios were found for caregivers with a severe burden. In addition, 1936 
scenarios were related to caregivers with a moderate-to-severe burden. Specifically, there were eight scenarios for patients with three 
chronic diseases which could be further categorized into five general rules. Two hundred and fifty scenarios belonging to patients with 
two chronic diseases could be classified into 16 different combinations from eight chronic diseases of the database.
Conclusion: Caregiver’s mood, patients with mild dementia, and patients aged 75–84 years were associated with a severe caregiving 
burden. College and above education of the caregiver, the patient aged 85 years or more, and at least one of caregiver’s moods were 
the variables to result in a moderate-to-severe burden for caregivers caring for patients with three multiple chronic diseases. Moreover, 
college and above education of the caregiver, mood symptom, age of the caregiver, and age of the patient were important variables for 
caregivers who had a moderate-to-severe burden taking care of patients with two chronic diseases.
Keywords: patients with dementia, multiple chronic diseases, behavior and psychological symptoms of dementia, mood symptom, 
caregiving burden, dementia collaborative care team, apriori algorithm

Introduction
Dementia was a neurodegenerative illness strongly associated with aging. Taiwan was an aged society since 2022 and 
was predicted to become a super-aged society by 2025. The prevalence of all-cause dementia in Taiwanese above 65 
years old was 8.04% according to a nationwide cross-sectional survey in 2014,1 with an estimated number of 320,000 
people living with dementia (PLWD) in 2030.2

Because of functional decline and neuropsychiatric symptoms, taking care of patients with dementia would often be 
associated with a high burden of care, especially over a prolonged period of time.3 Caregiving burden influenced the 
clinical outcomes of both PLWD and their caregivers. A higher caregiving burden was associated with worse patient 
quality of life and prediction of institutionalization.4,5 A high caregiving burden also reduced the caregivers’ work 
productivity, reduced the caregivers’ quality of life, and caused depressive symptoms.6,7

Many chronic diseases were found to be the risk factors of dementia, and patients with multiple chronic diseases were 
reported to have increased hazards for developing dementia.8,9 Specifically, 83% of PLWD had 2 or more chronic comorbid 
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conditions, and 18.4% of PLWD even had five or more.10 The mechanisms leading to chronic diseases, such as hypertension, 
diabetes, or hyperlipidemia, had a link between atherosclerosis and Aβ metabolism, therefore increasing the risk of 
dementia.11 A patient with Alzheimer’s disease was also much more frail when bearing other pathologies.12 PLWD with 
multiple chronic conditions (MCCs) had a more rapid progression and worse outcomes, including more hospitalization or 
emergency department visit, mortality, institutionalization, and functional decline than those with fewer conditions.13–15 Most 
chronic diseases required some degree of self-management, and dementia could undermine this capacity.16 Cognitive 
impairment could affect a person’s ability to take their medications as prescribed, to accurately identify or report symptoms, 
and to manage personal care. The management of MCCs gradually became the caregiver’s responsibility.17 MCCs increased 
the caregiving load and complicated caregivers’ transition experiences.18 Caregivers usually experienced worse health 
conditions, deceased social life, and had higher responsibility while taking care of PLWD with MCCs.18

Determining factors predicting the caregiving burden was important for addressing care needs for both PLWD and 
their care partners.19,20 Strategies to alleviate the caregiving burden might help maintain patients’ living in the commu-
nity and improve caregivers’ quality of life.21 Factors associated with caregiving burden were complex and varied with 
time.3 Patient factors included neuropsychiatric symptoms, daily functional limitations, and duration of illness, while 
caregiver factors such as poor physical and mental health status, low education level, cohabitation with the patient, and 
female gender were associated with a higher burden of caregiving.3,22 Better family functioning and higher income had 
been reported to reduce the burden of the caregiver.22

The effect of dementia on caregiving and the caregiving burden in the context of MCCs had been poorly characterized.23 

Dauphinot et al24 reported the caregiving burden was higher when patients’ comorbidities increased, and dementia might be the 
comorbidity that contributed the most to the caregiving burden. Ding et al25 found that ethnicity or caregiving load but not 
dementia was associated with a higher caregiving burden in frail older patients with MCCs. Liu et al26 concluded that the adult- 
child primary caregiver experienced a higher burden when taking care of dementia patients with more comorbidities, and the 
condition was even worse when the spouse of the patient served as the secondary caregiver. Because relatively few studies were 
reported, we tried to elucidate patient and caregiver factors associated with a high caregiving burden in patients with dementia 
and MCCs. The aim of the present study was as follows: (1) to determine caring scenarios of a severe caregiving burden and (2) 
to categorize factors associated with a moderate-to-severe caregiving burden according to the number of MCCs.

Participants and Methods
Patients diagnosed with dementia at the memory clinic of the Changhua Christian Hospital from November 2015 to 
August 2022 were enrolled in this study. A clinical psychologist diagnosed each patient’s dementia in accordance with 
the Clinical Dementia Rating (CDR) Scale.27 The clinical trial was approved by the Institutional Review Board of 
Changhua Christian Hospital (CCH IRB 220928). There was no need for informed consent approved by the Institutional 
Review Board of Changhua Christian Hospital due to a retrospective study design. All data were recorded in an 
electronic medical chart with the highest confidentiality and compliance with the Declaration of Helsinki. There were 
284 patients who had complete data for analysis. To better reflect the conditions of patients with dementia who had 
multiple chronic diseases and their caregivers on a timely basis, the most recent diagnosis and interview data were used. 
It was worth to note that a patient with multiple chronic diseases was defined to have two or more chronic diseases from 
a list of the database at Changhua Christian Hospital, ie, cardiovascular disease, cerebrovascular disease, hypertension, 
diabetes, hyperlipidemia, chronic kidney disease, anemia, and hearing impairment.

The variables from patients with dementia who had multiple chronic diseases were summarized in Table 1, including 
their age, gender, marital status, type of dementia, chronic disease, and CDR. The follow-up information consisting of 
patients’ feeding, hypnotics, mood symptoms, and behavioral and psychological symptoms was depicted in Table 2. 
More than 77% of the patients were aged 75 years and above, and female patients were more than 60%. The majority of 
patients were married (60.6%), and Alzheimer’s disease was the major type of dementia (55.6%). Hypertension, diabetes, 
and hyperlipidemia were the top 3 chronic diseases among the patients. Moreover, nearly 60% of the patients had a very 
mild dementia. The majority of the patients could feed independently (94.7%) and did not need to use hypnotics (75.0%). 
The top 3 mood symptoms in frequency were dysthymia (20.1%), anger (15.8%), and emotional liability (14.4%). 
Finally, the top 3 behavioral and psychological symptoms in frequency were delusion (16.2%), hallucination (8.5%), and 
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nighttime behavior (6.7%). The presence of behavioral and psychological symptoms of dementia (BPSD) was evaluated 
by psychologists or trained nursing case managers, and most of the BPSD listed in the neuropsychiatric inventory were 
recorded. Other abnormal behaviors frequently observed in dementia patients such as wandering, pathological crying or 
laughing, curse, akathisia, and akinesia were noted by trained nursing case managers.

There were nine variables from caregivers including age, relation to the patient, marital status, education, employ-
ment, type of primary care, frequency of care, caregiver’s mood, and caregiving burden as shown in Table 3. The 
caregiving burden evaluated by the Zarit burden interview was classified into four categories, including little or no 
burden (0–20 points), mild-to-moderate burden (21–40 points), moderate-to-severe burden (41–60 points), and severe 
burden (61–88 points).28 If a caregiving burden belonged to a particular category, a value of 1 was assigned, and a value 
of zero was given to the other three categories. The majority of caregivers were married (82.0%), patients’ children 
(63.7%), and less than 60 years old (61.9%). Nearly half of caregivers were college and above educated (45.1%), and 
most of them were employed (61.3%). The major type of primary care was shared caregiving by a caregiver and a foreign 
worker/household (41.5%), and the frequency of care with ≥6 days per week was incurred most often (80.6%). The top 3 
caregiver’s moods were troublesome (33.1%), nervousness (30.6%), and anger (19.7%). Finally, the major caregiving 
burden fell in either mild-to-moderate burden (50.4%) or little or no burden (33.8%).

Table 1 Variables from Patients with Dementia

Variables Frequency Percentage Data Type

Age < 65 years old 10 3.5 1
65–74 years old 54 19.0 2

75–84 years old 127 44.7 3
≥ 85 years old 93 32.7 4

Gender Female 176 62.0 0
Male 108 38.0 1

Marital status Married 172 60.6 1
Divorce 3 1.0 2

Widow/Widower 105 37.0 3
Separate 3 1.0 4

Single 1 0.4 5

Type of dementia Alzheimer’s disease 158 55.6 1
Vascular dementia 55 19.4 2
Mixed dementia 7 2.5 3

Dementia with Lewy bodies 8 2.8 4

Parkinson’s disease 14 4.9 5
Frontotemporal degeneration 6 2.1 6

Others 36 12.7 7

Chronic disease 

(multiple choice)

Cardiovascular disease 27 9.5 1: with the disease; and 

0: without the diseaseCerebrovascular disease 43 16.2

Hypertension 222 78.2
Diabetes 193 68.0

Hyperlipidemia 186 65.5

Chronic kidney disease 47 16.5
Anemia 102 35.9

Hearing impairment 81 28.5

Clinical dementia 

rating

Very mild dementia 164 57.7 0

Mild dementia 92 32.4 1
Moderate dementia 23 8.1 2

Severe dementia 5 1.8 3
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This study aimed to determine caring scenarios of a severe caregiving burden as well as to elucidate factors associated 
with a moderate-to-severe caregiving burden in accordance with the number of MCCs listed in the database at Changhua 
Christian Hospital. Studies such as Chen et al29 and Jhang et al30 showed that the Apriori algorithm was an effective 
approach to find caring scenarios of caregiving burden associated with PLWD and their caregivers by revealing statistical 
associations through setting up support, confidence, and lift. The terminologies of support, confidence, and lift were 
described below.31–34 The support (A ⇒ B) was defined to calculate the percentage of transactions containing both A and 
B in the database, depicted in Equation (1):

The confidence (A ⇒ B), as shown in Equation (2), was to compute the percentage of transactions containing A and also 
containing B simultaneously in the database:

Table 2 Follow-Up Variables of Patients with Dementia Who Had Multiple Chronic Diseases

Variables Frequency Percentage Data Type

Feeding Independent 269 94.7 0
Feed by others 12 4.2 1

On nasogastric tube 3 1.1 2

Hypnotics No use 213 75.0 0
Fair response 45 15.8 1
Poor response 26 9.2 2

Mood symptoms 

(multiple choice)

Pathological crying or laughing 4 1.4 1: with the symptom; 

and 0: without the 

symptom

Phobia 1 0.4

Dysthymia 57 20.1
Depression 40 14.1

Anxiety 30 10.6

Worry 18 6.3
Anger 45 15.8

Irritability 33 11.6

Emotional liability 41 14.4
Apathy 10 3.5

Behavioral and 
psychological 

symptoms (multiple 

choice)

Agitation 12 4.2 1: with the symptom; 
and 0: without the 

symptom

Akathisia 6 2.1

Wandering 2 0.7

Screaming 0 0
Curse 8 2.8

Pacing 0 0

Shadowing 0 0
Aggression (verbal/body) 8 2.8

Disinhibition 1 0.4

Akinesia 4 1.4
Nighttime behavior 19 6.7

Aberrant motor behavior (stereotype) 5 1.8
Delusion 46 16.2

Hallucination 24 8.5

Misidentification 7 2.5
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The lift measured the correlation between A and B to be either independent or dependent, depicted in Equation (3). If the 
lift value was equal to one, A and B were to be independent, and no rule would be generated containing either event. In 
contrast, if the lift value was greater than one, A and B were reported to be positively dependent.

Table 3 Variables from Caregivers

Variables Frequency Percentage Data Type

Age < 50 years old 70 24.6 1
50–59 years old 106 37.3 2

60–69 years old 54 19.0 3
≥ 70 years old 54 19.0 4

Relation to the 
patient

Spouse 69 24.3 1
Child 181 63.7 2

Other relatives 34 12.0 3

Marital status Married 

Divorce

233 

2

82.0 

0.7

1 

2
Widow/widower 6 2.1 3

Separate 1 0.4 4

Single 42 14.8 5

Education Illiterate 5 1.8 1
Elementary school 33 11.6 2

Junior high school 22 7.7 3

Senior high school 96 33.8 4
College and above 128 45.1 5

Employment Unemployed or retired 110 38.7 0
Employed 174 61.3 1

Type of primary 
care

Sole caregiver 80 28.2 1
Shared caregiving by a caregiver and 

a foreign worker/household

118 41.5 2

Shared caregiving by different relatives 4 1.4 3

Caregiving by a foreign worker 26 9.2 4

Others 56 19.7 5

Frequency of care 1–2 days per week 28 9.9 1
3–5 days per week 27 9.5 2

≥ 6 days per week 229 80.6 3

Caregiver’s mood 

(multiple choice)

Helplessness 40 14.1 1: with the mood; and 

0: without the moodLoneliness 11 3.9

Anxiety 29 10.2
Frustration 46 16.2

Nervousness 87 30.6

Anger 56 19.7
Sadness 10 3.5

Emotional liability 16 5.6

Troublesome 94 33.1
Hopelessness 30 10.6

Caregiving burden Little or no burden 96 33.8 1: applied to a particular 
burden; and 0: otherwiseMild-to-moderate burden 143 50.4

Moderate-to-severe burden 39 13.7

Severe burden 6 2.1
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The Apriori algorithm in the IBM SPSS Modeler 18.0 was used. The data type for each variable was defined by 
numerical values and summarized in Tables 1–3. The input variables for antecedents included variables from Tables 1–3, 
with the exception of caregiving burden. In contrast, four types of caregiving burden were the input variables for 
consequents. Owing to the heterogeneous data, the minimum support and confidence were set to 1% and 90%, 
respectively, along with a lift of >1. If variable A and variable B were found in the antecedent and consequent in 
a rule, respectively, then variables A and B were highly associated. In our study, four types of caregiving burden were the 
consequent, the rules could reveal the possible combination of variables from patients and caregivers that might result in 
different types of caregiving burden for caregivers.

Results
There were 20, 1936, 35,661, and 2254 rules found for caregivers with severe burden, moderate-to-severe burden, mild- 
to-moderate burden, and little or no burden, respectively. Studies had found that caregivers who cared for patients with 
dementia reported higher levels of depression and anxiety, engagement in fewer protective health behaviors, and were at 
an increased risk of medical illness and mortality.30,35–38 Compared with mild-to-moderate burden and little or no burden, 
caregivers who had severe burden and moderate-to-severe burden should be placed in a high priority. This study only 
focused on caregivers who had severe burden and moderate-to-severe burden. Twenty rules related to caregivers who had 
a severe burden could be further grouped into four general rules based on their similarities as shown in Table 4. The first 
general rule, containing six rules, characterized the caregiver as having a severe burden when the caregiver had the 
moods of helplessness, frustration, and anger who took care of a dementia patient whose age was 75–84 years. 
The second general rule was based on six rules that showed that the caregiver had a severe burden when the caregiver 
had the moods of helplessness and frustration who took care of a mild dementia patient whose age was 75–84 years.

The third general rule summarized seven rules that showed that the caregiver had a severe burden when the caregiver 
had the moods of helplessness and anger who took care of a mild dementia patient whose age was 75–84 years. In 
general, the other scenario, such as the caregiver was employed or married and the patient had hypertension, could eat 

Table 4 Four General Rules for Caregivers with a Severe Burden

Rule no. Antecedent Support (%) Confidence (%) Lift

1 Age of the patient: 75–84 
Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

Age of the patient: 75–84 
Employment: Employed 

Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

Age of the patient: 75–84 
Hypnotics: No use 
Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

Age of the patient: 75–84 
Chronic disease: Hypertension 
Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

Age of the patient: 75–84 
Caregivers’ marital status: Married 

Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

Age of the patient: 75–84 
Feeding: Independent 
Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

(Continued)

https://doi.org/10.2147/RMHP.S454796                                                                                                                                                                                                                                

DovePress                                                                                                                                      

Risk Management and Healthcare Policy 2024:17 1156

Jhang et al                                                                                                                                                             Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Table 4 (Continued). 

Rule no. Antecedent Support (%) Confidence (%) Lift

2 Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Caregiver’s mood: Helplessness and Frustration

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Employment: Employed 
Caregiver’s mood: Helplessness and Frustration

1.05 100 47.33

Age of the patient: 75–84 

Clinical dementia rating: Mild dementia 
Hypnotics: No use 
Caregiver’s mood: Helplessness and Frustration

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 

Chronic disease: Hypertension 
Caregiver’s mood: Helplessness and Frustration

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 

Caregivers’ marital status: Married 
Caregiver’s mood: Helplessness and Frustration

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Feeding: Independent 

Caregiver’s mood: Helplessness and Frustration

1.05 100 47.33

3 Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Caregiver’s mood: Helplessness and Anger

1.05 100 47.33

Age of the patient: 75–84 

Clinical dementia rating: Mild dementia 
Employment: Employed 
Caregiver’s mood: Helplessness and Anger

1.05 100 47.33

Age of the patient: 75–84 

Clinical dementia rating: Mild dementia 
Hypnotics: No use 
Caregiver’s mood: Helplessness and Anger

1.05 100 47.33

Age of the patient: 75–84 
Chronic disease: Hypertension 

Clinical dementia rating: Mild dementia 
Caregiver’s mood: Helplessness and Anger

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Caregivers’ marital status: Married 

Caregiver’s mood: Helplessness and Anger

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Feeding: Independent 

Caregiver’s mood: Helplessness and Anger

1.05 100 47.33

Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Caregiver’s mood: Helplessness, Frustration, and Anger

1.05 100 47.33

(Continued)
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independently, or did not use hypnotics, was not the necessary variable to result in a severe burden based on first three 
general rules. The fourth general rule included one rule. The rule reported that the caregiver had a severe burden when he 
or she had the moods of frustration and anger who took care of a mild dementia patient without using hypnotics whose 
age was 75–84 years. Based upon these four general rules, caregivers’ moods (such as helplessness, frustration, and 
anger), patients’ CDR (such as mild dementia), and patients aged 75–84 years were critical variables which were highly 
associated with a severe caregiving burden.

There were 1936 rules related to a moderate-to-severe caregiving burden. Due to the complexity of rules, these rules 
were further classified into rules with three chronic diseases (8 rules), rules with two chronic diseases (251 rules), rules 
with one chronic disease (904 rules), and rules without any chronic disease (773 rules). The purpose of this study focused 
on dementia patients with multiple chronic diseases such that rules showing two or more chronic diseases would be 
discussed in this study. Eight rules with three chronic diseases that resulted in a moderate-to-severe burden could be 
categorized further into five general rules as shown in Table 5.

Table 4 (Continued). 

Rule no. Antecedent Support (%) Confidence (%) Lift

4 Age of the patient: 75–84 
Clinical dementia rating: Mild dementia 
Hypnotics: No use 

Caregiver’s mood: Frustration and Anger

1.05 100 47.33

Table 5 Five General Rules Consisting of Patients with Three Chronic Diseases for Caregivers with a Moderate- 
to-Severe Burden

Rule no. Antecedent Support (%) Confidence (%) Lift

1 Chronic disease: Hypertension, Anemia, and Hearing impairment 
Caregiver’s education: College and above 

Caregiver’s mood: Hopelessness

1.05 100 7.28

Age of the patient: ≥ 85 

Chronic disease: Hypertension, Anemia, and Hearing impairment 

Caregiver’s mood: Frustration

1.05 100 7.28

Chronic disease: Hypertension, Anemia, and Hearing impairment 

Caregiver’s education: College and above 
Caregiver’s mood: Frustration

1.05 100 7.28

2 Chronic disease: Diabetes, Hyperlipidemia, and Anemia 
Caregiver’s education: College and above 

Caregiver’s mood: Helplessness

1.05 100 7.28

Chronic disease: Diabetes, Hyperlipidemia, and Anemia 

Age of the caregiver: < 50 

Caregiver’s mood: Troublesome

1.05 100 7.28

3 Chronic disease: Hypertension, Diabetes, and Anemia 

Caregiver’s mood: Helplessness and Sadness

1.05 100 7.28

4 Chronic disease: Hypertension, Hyperlipidemia, and Anemia 

Caregiver’s education: College and above 
Caregiver’s mood: Helplessness

1.05 100 7.28

5 Chronic disease: Hypertension, Diabetes, and Hyperlipidemia 

Caregivers’ marital status: Single 

Caregiver’s mood: Anger

1.05 100 7.28
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The first general rule consisting of three rules reported that a moderate-to-severe burden was observed when the caregiver 
who felt either hopeless or frustrated took care of the patient with hypertension, anemia, and hearing impairment along with 
either the caregiver was college and above educated or the patient was aged ≥85 years. Two rules were combined into 
the second general rule. If the caregiver was college and above educated and felt helpless or the caregiver was less than 50 
years of age and felt trouble who took care of the patient with diabetes, hyperlipidemia, and anemia, the caregiving burden fell 
in a moderate-to-severe level. The third general rule consisting of one rule showed that when the caregiver who felt helpless 
and sad took care of the patient with hypertension, diabetes, and anemia, the caregiver had a moderate-to-severe burden. The 
fourth general rule containing one rule reported that when the caregiver who was college and above educated and felt helpless 
took care of the patient with hypertension, hyperlipidemia, and anemia, the caregiving burden was moderate-to-severe. 
Finally, the fifth general rule had one rule showing that the caregiver had a moderate-to-severe burden when the caregiver was 
single and felt angry who cared for the patient with hypertension, diabetes, and hyperlipidemia. In general, the patient with 
three chronic diseases was not the variable to directly result in a moderate-to-severe burden. In contrast, some other variables 
were required to be associated, such as college and above education of the caregiver, the patient aged 85 years or more, and at 
least one of caregiver’s moods such as hopelessness, frustration, helplessness, or troublesome.

Two hundred and fifty rules were found to be related to the patient with two chronic diseases. Sixteen combinations 
were found and provided in the supplement (Supplementary Table). A combination of hypertension and anemia had 87 
rules, followed by a combination of cardiovascular disease and hypertension with 34 rules and a combination of anemia 
and hearing impairment with 22 rules. Five variables including caregiver’s mood, caregiver’s education (college and 
above), mood symptom, age of the caregiver, and age of the patient were highly associated with a moderate-to-severe 
burden among 250 rules by counting the frequencies of variables.

Discussion
The present study found that caregiver’s mood and employment and patient’s age and dementia stage were associated 
with a severe caregiving burden. An employed caregiver who felt helpless and frustrated taking care of a 75–84-year-old 
mild dementia patient expressed a severe burden.

Previous systematic reviews reported that caregivers of PLWD with poor psychological health, such as depression, anxiety, 
and aggressiveness, experienced a high caregiving burden.3,22 Our previous study also found caregivers expressed any one of 
the moods (emotional liability, depression, or anxiety) and patients who can still walk independently were associated with 
a moderate-to-severe caregiving burden.39 Another study including male patients with vascular cognitive impairment revealed 
that caregivers who expressed abnormal mood (nervousness, anger, and helplessness) had a moderate-to-severe caregiving 
burden.30 Evaluating the caregiver’s mood through simple questionnaires (eg the Chinese Health Questionnaire (CHQ-12)40 

or the Brief Symptom Rating Scale (BSRS-5)41) might be helpful to find informal caregivers with a severe caregiving burden.
When employed caregivers of PLWD had a high caregiving burden, their work productivity would be decreased.6,42 

Compared to non-caregiving workers, caregivers of PLWD had a higher percentage of absenteeism, presenteeism, and 
overall work impairment.43,44 Most of longitudinal studies concluded that cognitive decline was not associated with an 
increase of caregiving burden over time, but functional decline or severe neuropsychiatric symptoms were predictors.3,22 

Mild dementia patients usually preserved ambulatory function and were more opinionated about their own care, which 
made the management of MCCs more complex and led to a high caregiving burden in the present study.

When dementia patients had three or more MCCs, caregiver’s age, mood, education level, marital status, and care 
recipient’s age predicted a moderate-to-severe caregiving burden. Caregivers experienced hopelessness, frustration, 
helplessness, troublesome, sadness, or anger when caring PLWD with three or more morbidities. Caregivers who were 
single, aged less than 50 years, had college or higher education level, or took care oldest old PLWD (≥85 years old) were 
associated with a moderate-to-severe caregiving burden.

Psychological support was a frequent unmet need for caregivers of PLWD.45 Our previous studies concluded that 
“care for the mood of the caregiver” is an important care need for a caregiver of PLWD, especially who took care of 
female patients with mild Alzheimer’s disease or male patients with vascular cognitive impairment.19,32 When PLWD 
had MCCs, “care for the mood of the caregiver” should be considered especially in dementia patients with preserved 
ambulatory function or with symptoms of hallucination.20 For patients with dementia, there were few reports showing 

Risk Management and Healthcare Policy 2024:17                                                                              https://doi.org/10.2147/RMHP.S454796                                                                                                                                                                                                                       

DovePress                                                                                                                       
1159

Dovepress                                                                                                                                                            Jhang et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=454796.docx
https://www.dovepress.com
https://www.dovepress.com


that caregivers with a low education level had a higher caregiving burden.22,30 For patients with frailty and MCCs, a non- 
significant trend of a higher burden was found in caregivers with higher education than those with informal education.46 

Caregivers with a high education level gained deeper understanding of the interaction between multimorbidity and 
cognitive dysfunction and may felt more frustrated and hopeless.

Age, MCCs, and dementia had complex interrelationship. Multimorbidity, particularly when onset was in midlife rather than 
late life, had a robust association with subsequent dementia.47 Early and late onset dementia also had different clinical course and 
brain metabolism.48 Oldest old populations with dementia usually have more rapid functional decline than those without 
dementia,49 which may lead to a higher caregiving burden. There were no uniform reports about the association between 
caregiver’s age, marital status, and their caregiving burden, either for PLWD or for frail older people with MCCs.3,25,42 Only one 
rule containing either caregiver’s age or marital status in the present study was associated with a moderate-to-severe caregiving 
burden for PLWD with three or more MCCs; therefore, the relationship maybe not very consolidated.

There are several effective strategies to optimize transitional care coordination for older PLWD and concomitant 
multimorbidity and their caregivers. A previous systematic review found six elements of care that may improve 
outcomes, including unmet needs, depression, education and support, physical decline, poor quality of life, and access 
and knowledge of community services.50 Effective non-pharmacological interventions to decrease caregiving burden are 
case management, psychoeducation, and multicomponent intervention.51 The case management program helps PLWD 
and caregivers discover their unmet needs and may also improve the severity of neuropsychiatric symptoms.19,20,32,52 

The implementation of the caregiver training program may reduce caregivers’ burden and improve their quality of life.21 

Multicomponent or home-based non-exercise interventions such as cognitive stimulation therapy may be effective in 
reducing caregivers’ burden, especially if the intervention improved the PLWD’s functional status.51,53 Transferring to 
community services delayed global function decline in PLWD,54 resulting in reducing caregiving burden. For employed 
caregivers, family care leaves and flexible working hours may also be effective to reduce their burden.55 A culturally 
tailored approach to fit the need of informal caregivers in different racial and ethnic was also an important issue. 
A previous study shows that culturally tailored interventions had the potential to improve the caregiving ability of 
informal caregivers.56 Healthcare workers should consider ethnicity or culture preference when implementing person- 
centred care and support for those planning or evaluating dementia services in outpatient, home, or community settings.57

Quiñones et al16 has published similar research to study the US population with Alzheimer’s disease and related dementias 
(ADRD) with multimorbidity but their focus was on the successful strategies to care for people with ADRD and their 
caregivers. In contrast, the strength of the present study focused on the caregiver burden of PLWD with MCCs specifically by 
including several patient’s and caregiver’s characteristics. This study, however, still had some limitations. First, only eight 
chronic diseases were included in analysis. Some of the comorbidities frequently co-occurring in PLWD such as arthritis, heart 
failure, pulmonary diseases, cancers, and mood disorders were not collected in our database.14 Second, the present study 
utilized a cross-sectional design, which made it impossible to determine causal relationships between correlates and caregiving 
burden. Third, because of the heterogeneity between patient’s and caregiver’s factors and the level of caregiving burden, the 
minimum confidence and support values were 90% and 1%, respectively, in order to generate association rules. There was no 
universal approach to set up support and confidence values in order to generate association rules. In general, a higher 
confidence value, such as 90% or above, was recommended. In contrast to confidence, setting a higher support value would 
reduce the number of rules that might result in missing some essential rules with low frequencies. The present study used 
a relatively low support value to generate all possible rules and then categorized them as the number of MCCs.

In summary, caregiver’s mood and employment as well as patient’s age were associated with a severe burden of care 
for PLWD with MCCs. An employed caregiver who felt helpless and frustrated taking care of a 75–84-year-old mild 
patient with dementia expressed a severe burden. Abnormal mood from a caregiver usually accompanied with a high 
caregiving burden and “care for the mood of the caregiver” should be considered as an important care need. Healthcare 
providers should provide PLWD’s caregivers the strategies of how to cope with their own feelings, arranging a satisfied 
leisure, and methods to relieve stress. In addition, individualized caregivers’ training including disease knowledge, care 
tips toward BPSD and functional maintenance, and referring appropriate resources such as caregiver supportive group or 
care facilities were necessary.
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Conclusion
This study first determined caring scenarios of a severe caregiving burden and then categorized factors associated with 
a moderate-to-severe caregiving burden in accordance with the number of MCCs. Caregiver’s mood, patient’s CDR, and 
patient’s age were found to be highly associated with a severe caregiving burden. In addition, college and above 
education of the caregiver, the patient aged 85 years or more, and at least one of caregiver’s moods such as hopelessness, 
frustration, helplessness, or troublesome were found to be the critical variables associated with patients with three 
multiple chronic diseases. Moreover, sixteen combinations of two multiple chronic diseases with 250 rules were 
summarized to depict the relationships among MCCs and patient’s and caregiver’s characteristics. Healthcare providers 
should provide caregivers with training about disease knowledge, care strategies toward BPSD, prevention of cognitive 
or functional decline, and methods on how to relieve caregivers’ stress.

Data Sharing Statement
According to our hospital’s regulations, individual de-identified data should pass both the Research and Development 
Committee and Institutional Review Board (IRB). Researchers should write a research proposal and apply it in a clinical 
trial to the IRB of our hospital. All data listed in the present manuscript can be obtained through e-mail if both 
committees agree to the application.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Sun Y, Lee HJ, Yang SC, et al. A nationwide survey of mild cognitive impairment and dementia, including very mild dementia, in Taiwan. PLoS 

One. 2014;9(6):e100303. doi:10.1371/journal.pone.0100303
2. Wu YT, Lee H, Norton S, et al. Prevalence studies of dementia in mainland China, Hong Kong and Taiwan: a systematic review and meta-analysis. 

PLoS One. 2013;8(6):e66252.
3. Van den Kieboom R, Snaphaan L, Mark R, et al. The trajectory of caregiver burden and risk factors in dementia progression: a systematic review. 

J Alzheimers Dis. 2020;77(3):1107–1115. doi:10.3233/JAD-200647
4. Chen YJ, Wang WF, Jhang KM, et al. Prediction of institutionalization for patients with dementia in Taiwan according to condition at entry to 

dementia collaborative care. J Appl Gerontol. 2022;41(5):1357–1364. doi:10.1177/07334648211073129
5. Mougias AA, Politis A, Lyketsos CG, et al. Quality of life in dementia patients in Athens, Greece: predictive factors and the role of 

caregiver-related factors. Int Psychogeriatr. 2011;23(3):395–403. doi:10.1017/S1041610210001262
6. Fujihara S, Inoue A, Kubota K, et al. Caregiver burden and work productivity among Japanese working family caregivers of people with dementia. 

Int J Behav Med. 2019;26(2):125–135. doi:10.1007/s12529-018-9753-9
7. Reuben DB, Romero T, Evertson LC, et al. Overwhelmed: a dementia caregiver vital sign. J Gen Intern Med. 2022;37(10):2469–2474. doi:10.1007/ 

s11606-021-07054-3
8. Grande G, Marengoni A, Vetrano DL, et al. Multimorbidity burden and dementia risk in older adults: the role of inflammation and genetics. 

Alzheimers Dement. 2021;17(5):768–776. doi:10.1002/alz.12237
9. Chen H, Zhou Y, Huang L, et al. Multimorbidity burden and developmental trajectory in relation to later-life dementia: a prospective study. 

Alzheimers Dement. 2023;19(5):2024–2033. doi:10.1002/alz.12840
10. Griffith LE, Gruneir A, Fisher K, et al. Patterns of health service use in community living older adults with dementia and comorbid conditions: a 

population-based retrospective cohort study in Ontario, Canada. BMC Geriatr. 2016;16(1):177. doi:10.1186/s12877-016-0351-x
11. Martorana A, Di Lorenzo F, Belli L, et al. Cerebrospinal fluid Aβ42 levels: when physiological become pathological state. CNS Neurosci Ther. 

2015;21(12):921–925. doi:10.1111/cns.12476
12. Koch G, Belli L, Lo Giudice T, et al. Frailty among Alzheimer’s disease patients. CNS Neurol Disord Drug Targets. 2013;12(4):507–511. 

doi:10.2174/1871527311312040010
13. Melis RJF, Marengoni A, Rizzuto D, et al. The influence of multimorbidity on clinical progression of dementia in a population-based cohort. PLoS 

One. 2013;8(12):e84014. doi:10.1371/journal.pone.0084014
14. Mondor L, Maxwell CJ, Hogan DB, et al. Multimorbidity and healthcare utilization among home care clients with dementia in Ontario, Canada: 

a retrospective analysis of a population-based cohort. PLoS Med. 2017;14(3):e1002249. doi:10.1371/journal.pmed.1002249
15. Snowden MB, Steinman LE, Bryant LL, et al. Dementia and co-occurring chronic conditions: a systematic literature review to identify what is 

known and where are the gaps in the evidence? Int J Geriatr Psychiatry. 2017;32(4):357–371. doi:10.1002/gps.4652
16. Quiñones AR, Kaye J, Allore HG, et al. An agenda for addressing multimorbidity and racial and ethnic disparities in Alzheimer’s disease and 

related dementia. Am J Alzheimers Dis Other Demen. 2020;35:1533317520960874. doi:10.1177/1533317520960874
17. Bunn F, Burn A, Goodman C, et al. Comorbidity and dementia: a scoping review of the literature. BMC Med. 2014;12(1):192. doi:10.1186/s12916- 

014-0192-4
18. Lam A, Ploeg J, Carroll SL, et al. Transition experiences of caregivers of older adults with dementia and multiple chronic conditions: an 

interpretive description study. SAGE Open Nurs. 2020;6:2377960820934290. doi:10.1177/2377960820934290

Risk Management and Healthcare Policy 2024:17                                                                              https://doi.org/10.2147/RMHP.S454796                                                                                                                                                                                                                       

DovePress                                                                                                                       
1161

Dovepress                                                                                                                                                            Jhang et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1371/journal.pone.0100303
https://doi.org/10.3233/JAD-200647
https://doi.org/10.1177/07334648211073129
https://doi.org/10.1017/S1041610210001262
https://doi.org/10.1007/s12529-018-9753-9
https://doi.org/10.1007/s11606-021-07054-3
https://doi.org/10.1007/s11606-021-07054-3
https://doi.org/10.1002/alz.12237
https://doi.org/10.1002/alz.12840
https://doi.org/10.1186/s12877-016-0351-x
https://doi.org/10.1111/cns.12476
https://doi.org/10.2174/1871527311312040010
https://doi.org/10.1371/journal.pone.0084014
https://doi.org/10.1371/journal.pmed.1002249
https://doi.org/10.1002/gps.4652
https://doi.org/10.1177/1533317520960874
https://doi.org/10.1186/s12916-014-0192-4
https://doi.org/10.1186/s12916-014-0192-4
https://doi.org/10.1177/2377960820934290
https://www.dovepress.com
https://www.dovepress.com


19. Jhang KM, Chang MC, Lo TY, et al. Using the Apriori algorithm to classify the care needs of patients with different types of dementia. Patient 
Prefer Adherence. 2019;13:1899–1912. doi:10.2147/PPA.S223816

20. Jhang KM, Wang WF, Cheng YC, et al. Care need combinations for dementia patients with multiple chronic diseases. Psychol Res Behav Manag. 
2023;16:179–195. doi:10.2147/PRBM.S388394

21. Decosimo K, Drake C, Coffman CJ, et al. Implementation intensification to disseminate a skills-based caregiver training program: protocol for 
a type III effectiveness-implementation hybrid trial. Implement Sci Commun. 2023;4(1):97. doi:10.1186/s43058-023-00475-7

22. Chiao CY, Wu HS, Hsiao CY. Caregiver burden for informal caregivers of patients with dementia: a systematic review. Int Nurs Rev. 2015;62 
(3):340–350. doi:10.1111/inr.12194

23. Song MK, Paul S, Happ MB. Informal caregiving networks of older adults with dementia superimposed on multimorbidity: a social network 
analysis study. Innov Aging. 2023;7(4):igad033. doi:10.1093/geroni/igad033

24. Dauphinot V, Ravier A, Novais T, et al. Relationship between comorbidities in patients with cognitive complaint and caregiver burden: a 
cross-sectional study. J Am Med Dir Assoc. 2016;17(3):232–237. doi:10.1016/j.jamda.2015.10.011

25. Ding TYG, De Roza JG, Chan CY, et al. Factors associated with family caregiver burden among frail older persons with multimorbidity. BMC 
Geriatr. 2022;22(1):160. doi:10.1186/s12877-022-02858-2

26. Liu H, Fang B, Chan J, et al. The relationship between comorbidities in dementia patients and burden on adult-child primary caregivers: does 
having a secondary caregiver matter? Int J Ment Health Nurs. 2019;28(6):1306–1317. doi:10.1111/inm.12640

27. Morris JC. Clinical dementia rating: a reliable and valid diagnostic and staging measure for dementia of the Alzheimer type. Int Psychogeriatr. 
1997;9(Suppl 1):173–176; discussion 177–178. doi:10.1017/S1041610297004870

28. Tang B, Yu Y, Liu Z, et al. Factor analyses of the Chinese Zarit burden interview among caregivers of patients with schizophrenia in a rural Chinese 
community. BMJ Open. 2017;7(9):e015621. doi:10.1136/bmjopen-2016-015621

29. Chen YA, Chang CC, Wang WF, et al. Association between caregivers’ burden and neuropsychiatric symptoms in female patients with Alzheimer’s 
disease with varying dementia severity. J Multidiscip Healthc. 2021;14:929–940. doi:10.2147/JMDH.S298196

30. Jhang KM, Wang WF, Chang HF, et al. Characteristics predicting a high caregiver burden in patients with vascular cognitive impairment: using the 
Apriori algorithm to delineate the caring scenario. Risk Manag Healthc Policy. 2021;14:1335–1351. doi:10.2147/RMHP.S297204

31. Chang CC, Wang WF, Li YY, et al. Using the Apriori algorithm to explore caregivers’ depression by the combination of the patients with dementia 
and their caregivers. Risk Manag Healthc Policy. 2021;14:2953–2963. doi:10.2147/RMHP.S316361

32. Jhang KM, Wang WF, Chang HF, et al. Care needs of community-residing male patients with vascular cognitive impairment. Neuropsychiatr Dis 
Treat. 2020;16:2613–2621. doi:10.2147/NDT.S277303

33. Chen YJ, Jhang KM, Wang WF, et al. Applying Apriori algorithm to explore long-term care services usage status – variables based on the 
combination of patients with dementia and their caregivers. Front Psychol. 2022;13:1022860. doi:10.3389/fpsyg.2022.1022860

34. Yan GJ, Wang WF, Jhang KM, et al. Association between patients with dementia and high caregiving burden for caregivers from a Medical Center 
in Taiwan. Psychol Res Behav Manag. 2019;12:55–65. doi:10.2147/PRBM.S187676

35. Schulz R, O’Brien AT, Bookwala J, et al. Psychiatric and physical morbidity effects of dementia caregiving: prevalence, correlates, and causes. 
Gerontologist. 1995;35(6):771–791. doi:10.1093/geront/35.6.771

36. Mahoney R, Regan C, Katona C, et al. Anxiety and depression in family caregivers of people with Alzheimer disease: the LASER-AD study. Am 
J Geriatr Psychiatry. 2005;13(9):795–801. doi:10.1097/00019442-200509000-00008

37. Son J, Erno A, Shea DG, et al. The caregiver stress process and health outcomes. J Aging Health. 2007;19(6):871–887. doi:10.1177/ 
0898264307308568

38. Schulz R, Beach SR. Caregiving as a risk factor for mortality: the caregiver health effects study. JAMA. 1999;282(23):2215–2219. doi:10.1001/ 
jama.282.23.2215

39. Chen WJ, Wang WF, Liu YH, et al. Using apriori algorithm to explore the influence of pressure from patients with dementia on caregivers from 
a Medical Center in Taiwan. J Qual. 2019;26(6):395–418.

40. Chong MY, Wilkinson G. Validation of 30- and 12-item versions of the Chinese Health Questionnaire (CHQ) in patients admitted for general health 
screening. Psychol Med. 1989;19(2):495–505. doi:10.1017/S0033291700012526

41. Chen HC, Wu CH, Lee YJ, et al. Validity of the five-item brief symptom rating scale among subjects admitted for general health screening. 
J Formos Med Assoc. 2005;104(11):824–829.

42. Wolfs CAG, Kessels A, Severens JL, et al. Predictive factors for the objective burden of informal care in people with dementia: a systematic review. 
Alzheimer Dis Assoc Disord. 2012;26(3):197–204. doi:10.1097/WAD.0b013e31823a6108

43. Goren A, Montgomery W, Kahle-Wrobleski K, et al. Impact of caring for persons with Alzheimer’s disease or dementia on caregivers’ health 
outcomes: findings from a community based survey in Japan. BMC Geriatr. 2016;16(1):122. doi:10.1186/s12877-016-0298-y

44. Laks J, Goren A, Dueñas H, et al. Caregiving for patients with Alzheimer’s disease or dementia and its association with psychiatric and clinical 
comorbidities and other health outcomes in Brazil. Int J Geriatr Psychiatry. 2016;31(2):176–185. doi:10.1002/gps.4309

45. Balck BS, Johnston D, Rabins PV, et al. Unmet needs of community-residing persons with dementia and their informal caregivers: findings from 
the maximizing Independence at home study. J Am Geriatr Soc. 2013;61(12):2087–2095. doi:10.1111/jgs.12549

46. Chan CY, De Roza JG, Ding GTY, et al. Psychosocial factors and caregiver burden among primary family caregivers of frail older adults with 
multimorbidity. BMC Prim Care. 2023;24(1):36. doi:10.1186/s12875-023-01985-y

47. Hassen CB, Fayosse A, Landré B, et al. Association between age at onset of multimorbidity and incidence of dementia: 30 year follow-up in 
Whitehall II prospective cohort study. BMJ. 2022; 376:e068005.

48. Chiaravalloti A, Koch G, Toniolo S, et al. Comparison between early-onset and late-onset Alzheimer’s disease patients with amnestic presentation: 
CSF and (18)F-FDG PET study. Dement Geriatr Cogn Dis Extra. 2016;6(1):108–119. doi:10.1159/000441776

49. Vargese SS, Jylhä M, Raitanen J, et al. Dementia-related disability in the population aged 90 years and over: differences over time and the role of 
comorbidity in the vitality 90 + study. BMC Geriatr. 2023;23(1):276. doi:10.1186/s12877-023-03980-5

50. Parker KJ, Hickman LD, Phillips JL, et al. Interventions to optimise transitional care coordination for older people living with dementia and 
concomitant multimorbidity and their caregivers: a systematic review. Contemp Nurse. 2020;56(5–6):505–533. doi:10.1080/ 
10376178.2020.1812416

https://doi.org/10.2147/RMHP.S454796                                                                                                                                                                                                                                

DovePress                                                                                                                                      

Risk Management and Healthcare Policy 2024:17 1162

Jhang et al                                                                                                                                                             Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.2147/PPA.S223816
https://doi.org/10.2147/PRBM.S388394
https://doi.org/10.1186/s43058-023-00475-7
https://doi.org/10.1111/inr.12194
https://doi.org/10.1093/geroni/igad033
https://doi.org/10.1016/j.jamda.2015.10.011
https://doi.org/10.1186/s12877-022-02858-2
https://doi.org/10.1111/inm.12640
https://doi.org/10.1017/S1041610297004870
https://doi.org/10.1136/bmjopen-2016-015621
https://doi.org/10.2147/JMDH.S298196
https://doi.org/10.2147/RMHP.S297204
https://doi.org/10.2147/RMHP.S316361
https://doi.org/10.2147/NDT.S277303
https://doi.org/10.3389/fpsyg.2022.1022860
https://doi.org/10.2147/PRBM.S187676
https://doi.org/10.1093/geront/35.6.771
https://doi.org/10.1097/00019442-200509000-00008
https://doi.org/10.1177/0898264307308568
https://doi.org/10.1177/0898264307308568
https://doi.org/10.1001/jama.282.23.2215
https://doi.org/10.1001/jama.282.23.2215
https://doi.org/10.1017/S0033291700012526
https://doi.org/10.1097/WAD.0b013e31823a6108
https://doi.org/10.1186/s12877-016-0298-y
https://doi.org/10.1002/gps.4309
https://doi.org/10.1111/jgs.12549
https://doi.org/10.1186/s12875-023-01985-y
https://doi.org/10.1159/000441776
https://doi.org/10.1186/s12877-023-03980-5
https://doi.org/10.1080/10376178.2020.1812416
https://doi.org/10.1080/10376178.2020.1812416
https://www.dovepress.com
https://www.dovepress.com


51. Sun Y, Ji M, Leng M, et al. Comparative efficacy of 11 non-pharmacological interventions on depression, anxiety, quality of life, and caregiver 
burden for informal caregivers of people with dementia: a systematic review and network meta-analysis. Int J Nurs Stud. 2022;129:104204. 
doi:10.1016/j.ijnurstu.2022.104204

52. Hung YH, Wang WF, Chang MC, et al. Case management-based collaborative care model associated with improvement in neuropsychiatric 
outcomes in community-dwelling people living with dementia. BMC Geriatr. 2023;23(1):339. doi:10.1186/s12877-023-04024-8

53. Tan DGH, Boo BMB, Chong CS, et al. Effectiveness of home-based, non-exercise interventions for dementia: a systematic review. Front Aging 
Neurosci. 2022;14:846271. doi:10.3389/fnagi.2022.846271

54. Lai PY, Wang WF, Chang MC, et al. The effectiveness of community aging care centers on global function for people living with dementia. 
J Alzheimers Dis. 2022;89(2):553–562. doi:10.3233/JAD-220372

55. de Jonh L, Stahmeyer JT, Eberhand S, et al. Willingness and preparedness to provide care: interviews with individuals of different ages and with 
different caregiving experiences. BMC Geriatr. 2021;21(1):207. doi:10.1186/s12877-021-02149-2

56. Assfaw AD, Reinschmidt KM, Teasdale TA, et al. Assessing culturally tailored dementia interventions to support informal caregivers of people 
living with dementia (PLWD): a scoping review. J Racial Ethn Health Disparities. 2024. doi:10.1007/s40615-024-01985-3

57. Marulappa N, Anderson NN, Bethell J, et al. How to implement person-centred care and support for dementia in outpatient and home/community 
settings: scoping review. BMC Health Serv Res. 2022;22(1):541. doi:10.1186/s12913-022-07875-w

Risk Management and Healthcare Policy                                                                                           Dovepress 

Publish your work in this journal 
Risk Management and Healthcare Policy is an international, peer-reviewed, open access journal focusing on all aspects of public health, policy, 
and preventative measures to promote good health and improve morbidity and mortality in the population. The journal welcomes submitted 
papers covering original research, basic science, clinical & epidemiological studies, reviews and evaluations, guidelines, expert opinion and 
commentary, case reports and extended reports. The manuscript management system is completely online and includes a very quick and fair 
peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/risk-management-and-healthcare-policy-journal

Risk Management and Healthcare Policy 2024:17                                                                          DovePress                                                                                                                       1163

Dovepress                                                                                                                                                            Jhang et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/j.ijnurstu.2022.104204
https://doi.org/10.1186/s12877-023-04024-8
https://doi.org/10.3389/fnagi.2022.846271
https://doi.org/10.3233/JAD-220372
https://doi.org/10.1186/s12877-021-02149-2
https://doi.org/10.1007/s40615-024-01985-3
https://doi.org/10.1186/s12913-022-07875-w
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Participants and Methods
	Results
	Discussion
	Conclusion
	Data Sharing Statement
	Disclosure

