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Abstract.
Background: Although caregiver burden is common among carers of people with dementia, little is known about its prevalence
and predictors among caregivers of patients attending memory clinics.
Objective: To examine carer and patient-specific characteristics associated with caregiver burden across the cognitive
spectrum in a memory clinic population.
Methods: Consecutive patients referred to a university hospital geriatric memory clinic were included. Caregiver burden
was scored using the Caregiver Burden Score (CBS), (modified Zarit), with scores ≥ 15/30 suggesting burden. BPSD were
measured with the dysfunctional behaviour rating instrument (DBRI). Cognition was screened using the Montreal Cognitive
Assessment (MoCA) and Quick Mild Cognitive Impairment (Qmci) screen.
Results: In all, 351 patients were included, median age 77 (± 11) years; 65.5% were female. The prevalence of caregiver
burden was 33.6% overall, increasing from 10.8% in subjective cognitive decline (SCD), to 15% in mild cognitive impairment
(MCI) and 43% in dementia; CBS scores were significantly higher in dementia (p < 0.001). Caregivers with burden were
significantly younger (p = 0.045) and were more likely to be adult children (p = 0.007). The CBS weakly correlated with the
stage of cognitive impairment (r = 0.16) but had moderate correlation with MoCA (r = –0.54) and Qmci scores (r = –0.60).
After adjustment for co-variates, DBRI scores alone independently predicted burden (odds ratio 1.23;1.11–1.35, p < 0.001).
Conclusion: Caregiver burden is associated with the stage of cognitive impairment, with higher prevalence proportions in
those with dementia compared with MCI and SCD. Only the severity of neuropsychiatric symptoms independently predicted
caregiver burden in this population and its presence should prompt assessment for burden.
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INTRODUCTION

Providing care for people with cognitive impair-
ment including dementia is challenging. Care is
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associated with increased all-cause mortality among
caregivers [1] as well as depression [2], anxiety [3],
stigma [4], and lower quality of life [5]. As this is
underappreciated at a societal level, caregivers are
often referred to as the “hidden victims” of demen-
tia [6]. Caregiver burden is common with a recent
meta-analysis suggesting that up to half (pooled
estimate of 49%) of informal caregivers of peo-
ple with dementia are affected, albeit with marked
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heterogeneity between studies, particularly in terms
of setting [7]. Important factors associated with self-
reported caregiver burden among those managing the
care of people with dementia include higher levels of
functional impairment and more advanced cognitive
decline [8]. Other commonly reported factors include
female sex, being older and socially isolated [7, 9].
Caregivers with more experience, providing care for
fewer hours and with greater support available have
lower levels of burden [10].

Caregiver burden among care providers of those
attending memory clinics is less studied but also con-
sidered common. Up to half of carers of people with
dementia in one study in Australia reported burden,
with rising rates over time [11]. In dementia, burden
is also strongly associated with concerns over safety
and difficulty managing the behavioural and psy-
chological symptoms of dementia (BPSD) [12]. At
earlier stages of cognitive impairment, before onset
of functional decline such as mild cognitive impair-
ment (MCI), caregiver burden is also reported, though
few studies have examined burden in this popula-
tion or compared it to those with subjective cognitive
decline (SCD) or established dementia [13]. Of the
studies available, between 20–36% [14, 15] of carers
of people with MCI report burden.

To date, few studies have examined the prevalence
and predictors of burden in caregivers of people with
dementia attending memory clinics [7], particularly
its relationship with cognitive test scores, compar-
ing those with different stages of decline. One recent
study reported a prevalence of burden among carers of
people with MCI of between 21.1–29.5% over three
years in Australia [16]. Further, it is not known if the
results of short cognitive screening instruments (CSI)
are useful in predicting those likely to have caregiver
burden to help prompt the need for assessment. Better
understanding of caregiver burden among those pro-
viding care to patients attending memory clinics may
help inform interventions to enhance both carer and
patient outcomes [4]. Given these points we aimed
to:

1) Establish the prevalence by stage of cogni-
tive impairment to establish the prevalence of
caregiver burden in an Irish memory clinic pop-
ulation across the spectrum of cognitive decline
from SCD to MCI and dementia.

2) Examine and compare and contrast both
caregiver and patient-specific characteristics
associated with burden among those present-
ing to an Irish memory clinic to investigate

factors associated with caregiver burden in this
setting.

3) Assess if the results of short CSIs can help pre-
dict those likely to have caregiver burden in this
population and to evaluate if the stage of cogni-
tive impairment or individual cognitive scores
are useful predictors in memory clinics.

METHODS

The methods for this secondary analysis of a
cross-sectional study (diagnostic accuracy study
comparing cognitive screening instruments) have
been reported elsewhere [17]. In summary, con-
secutive patients with cognitive symptoms referred
to a university hospital geriatric medicine memory
clinic between March 2012 and December 2014
were included. Attending caregivers, where available,
were asked to participate. A consultant geriatrician
using established criteria determined diagnosis and
stage. Dementia was classified using the Diagnostic
and Statistical Manual of Mental Disorders revised
4th-edition [18] and the stage was correlated to the
Reisberg FAST scale [19]. MCI was diagnosed using
Petersen’s criteria [20] according to the National
Institute on Aging-Alzheimer’s Association work-
group diagnostic guidelines [21]. SCD was defined
as subjective non-progressive memory loss among
those without objective cognitive deficits or func-
tional decline, who scored either ‘poor’ or ‘fair’ on
a five-point Likert scale in response to the question
“how is your memory?” [22]. Those without an avail-
able or required caregiver, those with recent delirium
and active depression, aged less than 45, declining
consent, with an unclear diagnosis, missing data or
unable to communicate in English were excluded.
All patients and caregivers provided informed written
consent. Where capacity was deemed by the princi-
pal investigator to be unclear or lacking, assent was
obtained. Ethics approval was granted in advance of
the study from the Clinical Research Ethics Commit-
tee of the Cork Teaching Hospitals on 23 March 2012
(Reference ECM 4 aa 03/04/12).

Outcomes

Caregiver burden was scored using the Caregiver
Burden Score (CBS) [23], a modified version of the
Zarit Burden Interview (ZBI). The CBS is composed
of six questions and describes the degree to which
caring affects the caregiver from 0 (none of the time)
to 6 (all of the time). Scores of ≥ 15/30 were classified
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as caregiver burden. CBS scores were scored on the
patients first presentation to clinic. Additional care-
giver data were obtained from the Quick Memory
Check, a caregiver-administered questionnaire pro-
vided in advance of the clinic appointment [24]. This
provided data on each carer’s relationship with the
patient as well as their age, sex, education, occupa-
tion, and the number of days they provided care.

Depression among patients was screened with
the GDS short-form [25], taking a higher cut-off
point of ≥ 7 to optimize specificity [26]. Functional
level was based upon clinical history and examina-
tion supported by the 20-point Barthel Index (BI)
[27] and a modified version of the Lawton-Brody
activities of daily living scale (ADL) [28]. Unless
there was co-existing physical disability, the BI mea-
sures basic ADL and is scored from functional
independence in these ADL (20/20) to full depen-
dence (0/20). The modified Lawton-Brody ADL
scale includes both instrumental and basic ADL. It
has 10 subtests, scored by informants: medications,
finances, telephone use, food preparation, grooming,
bathing, walking, toileting (urine/feces), transferring
and feeding themselves. Each subtest has two ques-
tions: what is the level of care required, and how much
of a problem is this. Each subtest is scored from zero
to four, with higher scores suggesting greater depen-
dency. BPSD were assessed using a modified version
of the Neuropsychiatric Inventory [29]. This dys-
functional behaviour rating instrument (DBRI) scores
severity (frequency) over the preceding week for the
12 items on a Likert scale from 0 (never) to 5 (more
than five times a day) giving a total score of 60 points
with higher scores indicating greater BPSD [30].

Two short cognitive screening instruments were
scored independent of the diagnosis of cognitive
impairment, the Montreal Cognitive Assessment
(MoCA) [31] and Quick Mild Cognitive Impair-
ment (Qmci) screen [32, 33]. The MoCA is a
well-established short cognitive screen with high
sensitivity for detecting MCI with seven subtests
covering five cognitive domains; memory, language,
visuospatial, attention and cognitive control, scored
out of 30 points. The Qmci screen is a newer short
cognitive screen designed to differentiate MCI from
early dementia and normal cognition with six sub-
tests covering five domains: orientation, registration,
clock drawing, delayed recall, verbal fluency, and
logical memory (immediate verbal recall of a short
story), scored out of 100 points. For both cognitive
screens, lower scores indicate cognitive impairment
with cut-off scores varying by the sample assessed.

Data collection

Patients underwent a comprehensive work-up for
memory loss including history, physical examination,
laboratory testing, and neuroimaging. A short battery
of tests including the Standardized Mini-Mental State
Examination (SMMSE) [34], the AD8 questionnaire
[35] and the widely-used observer rated IQCODE
Short Form [36] were conducted by a consultant geri-
atrician independent of the screening tests to inform
the diagnosis. The CBS and measures of mood, func-
tion and BPSD were administered by trained clinic
nurses.

Analysis

Data were analysed using SPSS 22.0 (Chicago,
IL, USA) and R version 3.5.0 (2018-04-23) -“Joy in
Playing” (R Core Team, 2018). Normality was tested
using the Shapiro–Wilk test. The majority of the data
were non-normally distributed and were analysed
using non-parametric approaches. The data were cor-
related with Spearman’s rho. The Mann–Whitney U
test compared median values and the Kruskal-Wallis
test was used for comparisons between more than two
groups. Binary logistic regression was used to exam-
ine the association between variables using the Enter
method. Carer relationship was dichotomized into
spouse or other relative, occupation into employed
versus not currently employed and educational level
was dichotomized into those completing third level
(higher/university) education versus those with lower
levels of education.

RESULTS

In total, 351 patients were available and included
in the analysis. Their median age was 77 (IQR ± 11)
years and 65.5% were female. Of these, most (67%)
had dementia (n = 235). The remainder had MCI
(n = 79) and SCD (n = 37). The majority (73%) had
mild stage dementia (n = 171). The prevalence of
caregiver burden overall was 33.6%. This increased
from 10.8% in SCD, to 15% in MCI and 43% in
dementia. The CBS weakly correlated with diag-
nostic category (r = 0.16, p = 0.001) and participant
age (r = 0.22, p < 0.001) but had moderate correlation
with MoCA (r = –0.54, p < 0.001) and Qmci screen
scores (r = –0.60, p < 0.001). As expected, median
CBS scores were significantly higher among care-
givers of people with dementia compared with MCI
and SCD (median scores of 13 versus 6 versus 0,
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Table 1
Characteristics of participants including Caregiver Burden Scores (CBS), Montreal Cognitive Assessment (MoCA), and Quick Mild Cognitive

Impairment (Qmci) screen scores according to each of the diagnostic categories

Variable Subjective Mild All Mild Moderate Severe
Cognitive Cognitive Dementia Dementia Dementia Dementia
Disorder Impairment (n = 235) (n = 171) (n = 53) (n = 11)
(n = 37) (n = 79)

Age
Median
(Q3-Q1 ± IQR)

71 (78–65 = ± 13) 76 (81–68 = ± 13) 77 (82–72 = ± 10) 77 (82–73 = ± 9) 79 (83–68 = ± 15) 77 (79–68 = ± 11)

Sex
% Female 53% 65% 68% 69% 69% 58%
Carer
Burden %≥15/30 10.8% 15% 43% 39% 55% 64%
CBS
Median
(Q3-Q1 ± IQR)

0 (4–0 = ± 4) 6 (11–0 = ± 11) 13 (20–6 = ± 14) 12 (19–4 = ± 15) 16 (22–10 = ± 12) 19 (21–14 = ± 7)

DBRI
Median
(Q3-Q1 ± IQR)

1 (3–0 = ± 3) 6 (8–3 = ± 5) 10 (16–6 = ± 10) 9 (13–5 = ± 8) 13 (20–9 = ± 11) 20 (29–10 = ± 19)

MoCA
Median (X/30)
(Q3-Q1 ± IQR)

25 (27–23 = ± 4) 22 (25–20 = ± 5) 13 (17–8 = ± 15) 16 (19–12 = ± 7) 6 (9–3 = ± 6) 2 (4–0 = ± 4)

Qmci screen
Median (X/100)
(Q3-Q1 ± IQR)

68 (73–63 = ± 10) 59 (64–52 = ± 12) 37 (45–22 = ± 23) 41 (46–32 = ± 14) 17 (26–9 = ± ) 7 (9–3 = ± 6)

Table 2
Predictors of Caregiver Burden for patients according to the Caregiver Burden Score (CBS) including Montreal Cognitive Assessment

(MoCA) and Quick Mild Cognitive Impairment (Qmci), comparing those with (CBS ≥ 15) and without (CBS < 15) caregiver burden

Variable All Participants CBS ≥ 15 CBS < 15 p = X
(n = 351) (n = 118) (n = 233)

Age - Patient
Median (Q3-Q1 ± IQR) 77 (81–70 = ± 11) 79 (83–73 = ± 10) 76 (80–70 = ± 10) p = 0.001
Sex
% Female 65.5% 66% 65% p = 0.91
Barthel Index
Median (Q3-Q1 ± IQR) 20 (20–20 = ± 0) 18 (20–15 = ± 5) 20 (20–20 = ± 0) p < 0.001
Geriatric Depression Scale
Median (Q3-Q1 ± IQR) 0 (2–0 = ± 2) 1 (2–0 = ± 2) 1 (2–0 = ± 2) p = 0.43
DBRI
Median (Q3-Q1 ± IQR) 8 (13–4 = ± 9) 13.5 (20–9 = ± 11) 6 (10–3 = ± 7) p < 0.001
MoCA
Median (Q3-Q1 ± IQR) 20 (25–13 = ± 12) 13 (19–7 = ± 12) 19 (23–13 = ± 10) p < 0.001
Qmci screen
Median (Q3-Q1 ± IQR) 51 (68–36 = ± 32) 36 (47–21 = ± 26) 47 (61–37 = ± 24) p < 0.001
Subjective Cognitive Decline
% Diagnosis 10.5% 10.8% 89.2% p < 0.001
Mild Cognitive Impairment
% Diagnosis 22.5% 15% 85% p < 0.001
Dementia
% Diagnosis 67% 88% 57% p < 0.001

respectively, p < 0.001). Among those with dementia,
patients with severe dementia (median 19) had sta-
tistically significantly higher CBS scores than those
with either mild (median 12) or moderate (median
16) dementia (p = 0.002). The majority of patients
had some neuropsychiatric symptoms as reported by
their caregiver with only 7% of patients scoring 0 on
the DBRI. Patients with dementia had significantly

higher DBRI scores than those with MCI and SCD
(p < 0.001). DBRI scores were also higher in those
with more severe dementia (p = 0001). The char-
acteristics of participants according to each of the
diagnostic categories are presented in Table 1.

Features of patients according to CBS scores are
presented in Table 2. Those patients whose caregivers
reported burden (scores ≥ 15) were statistically
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Table 3
Characteristics of caregivers by diagnostic category and by association with caregiver burden comparing all three categories and those with

(CBS ≥ 15) and without (CBS < 15) caregiver burden

Variable All Participants Subjective Mild All p=X* CBS ≥ 15 CBS < 15 p = X**
(n = 351) Cognitive Cognitive Dementia (n = 118) (n = 233)

Disorder Impairment (n = 235)
(n = 37) (n = 79)

Age - Caregiver
Median 54 61 52 54 p = 0.72 51 59 p = 0.045
(Q3-Q1 ± IQR) (71–44 = ± 27) (71–45 = ± 26) (69–45 = ± 24) (70–45 = ± 25) (66–41 = ± 25) (73–46 = ± 27)
Sex - Caregiver
% Female 66% 88% 63.5% 66% p = 0.06 66% 65% p = 0.72
Relationship
% Spouse versus
Children/Other
relatives

39% 52% 34% 38% p = 0.29 26% 45% p = 0.007

Education level
% Third level 45% 37.5% 50% 45% 0.58 40% 48% p = 0.26
Occupation
% Currently
employed versus
other

50% 40% 61% 47% p = 0.2 44% 53% p = 0.31

Days per week
with patient
Median
(Q3-Q1 ± IQR)

7 (7–4 = ± 3) 7 (7–7 = ± 0) 7 (7–2 = ± 5) 7 (7–5 = ± 2) p = 0.2 7 (7–5 = ± 2) 7 (7–4 = ± 3) p = 0.85

* Comparing all three diagnostic categories (Subjective Cognitive Disorder versus mild cognitive impairment versus dementia). ** Comparing
those with (CBS ≥ 15) and without (CBS < 15) caregiver burden.

significantly more likely to be older (p = 0.001),
have lower BI scores (p < 0.001) and have higher
DBRI scores (p < 0.001). Cognitive screen scores
were also significantly lower for patients whose care-
givers scored as having caregiver burden with both
the MoCA and Qmci screen scores lower (p < 0.001).
Reflecting this, a greater proportion had dementia,
88% versus 57% with either MCI or SCD (p < 0.001).

The characteristics of caregivers in total and by the
diagnostic classification of the patients they attended
with and their association with CBS scores (≥15
versus < 15 points) are presented in Table 3. Care-
givers reporting burden were significantly younger,
median age 51 versus 59 years (p = 0.045) and were
less likely to be the patients spouse 26% versus 45%
for other relationships (p = 0.007). The sex, level of
education, occupational status, and number of days
spent caring did not significantly influence burden.
By diagnostic category, the characteristics of carers
of people with dementia and MCI did not differ signif-
icantly. Most were female, half reported completing
a third-level education and described themselves as
a child or other non-spouse relative. Those caring
for people with dementia and MCI were younger
than caregivers of those with SCD. Logistic regres-
sion adjusting for age (both patient and carer), sex,
BI, GDS, DBRI, cognition (either MoCA or Qmci

screen), and the relationship of the patient to the
carer showed that only the patients’ DBRI scores
were independently associated with higher risk of
caregiver burden, odds ratio 1.23 (95% confidence
interval 1.11–1.35, p < 0.001). Examining the indi-
vidual characteristics of caregivers including indirect
measures of their socioeconomic status (education
and current employment) found that younger age of
carers was associated with increased odds of burden,
but this was no longer statistically significant when
DBRI scores were included in the model.

When only caregivers attending with patients diag-
nosed with MCI were examined in regression models,
adjusting for the same variables (age of patient or
carer, sex, BI, GDS, DBRI, cognition screen score,
and the relationship of the patient to the carer), found
that no single item was statistically significantly asso-
ciated with caregiver burden.

DISCUSSION

This cross-sectional epidemiological study exam-
ining the prevalence and predictors of caregiver
burden among caregivers of older Irish adults attend-
ing a university hospital memory clinic showed that
burden is high among carers attending with these
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patients. The results also show that despite higher
levels of burden among younger carers, caregivers
of older patients and those with lower cognition and
poorer functional status, the only independent pre-
dictor was the severity of BPSD as recorded by the
DBRI.

Epidemiological findings

In this study the overall prevalence of caregiver
burden was 33.6% and this increased with the sever-
ity of cognitive impairment from just over 10%
(10.8%) among those with SCD to 15% in MCI
and 43% in dementia. To date, few studies have
reported prevalence in dedicated memory clinics with
most results available from randomized trials or lon-
gitudinal population-level studies [7]. The overall
prevalence in dementia is similar to results from the
few studies which have reported the proportion with
burden among carers of patients attending a memory
clinic. Of the limited number of studies available in a
recent meta-analysis from 2019 [7], previous studies
provided prevalence proportions which varied from
50% in Australia [11] to 68.5% in Colombia [37]. We
found only one study reporting prevalence in MCI
[16] and none among those with SCD.

This study is one of the first to confirm higher
levels (proportions) of burden among carers of peo-
ple with dementia compared to those diagnosed with
SCD and MCI attending memory clinics. This sug-
gests that CBS scores could be useful in helping to
indicate the severity and likelihood of diagnosing
cognitive impairment, particularly dementia. How-
ever, in a series of recent studies in the United
Kingdom (UK), no difference in ZBI scores were
found between these groups [38, 39]. The authors
concluded that burden scores do not reflect cogni-
tion and that the corollary must therefore be true.
This difference may reflect the larger sample here,
the use of a different, albeit similar and equally effi-
cient and reliable (shortened version), burden score
or that most caregivers attended with concern driven
possibly by neuropsychiatric symptoms; CBS scores
were obtained on the patients first presentation to
clinic. Further, the UK studies were conducted in a
neurologist-led rather than a geriatrician-led memory
clinic, with a lower average age of participants than
in the current study. That a relatively high proportion
of carers of patients without MCI or dementia (i.e.,
those diagnosed with SCD) reported caregiver burden
(prevalence proportion of 10.8%), suggests the need
to rule out caregiver depression [38], particularly as

this study was conducted with an older population
of both patients and caregivers who may have multi-
ple chronic conditions, pre-disposing them to clinical
depression [40].

Predictors of caregiver burden

The results reaffirm the strong evidence supporting
the important role that neuropsychiatric symptoms
play in caregiver distress [41]. High levels of these
were found in this study with the majority of patients
having at least one symptom in the week prior to
attending. DBRI scores were independently associ-
ated with 23% increase in the odds of carers reporting
burden after adjusting for a broad range of variables.
This study also suggested that younger caregivers
were more likely to report caregiver burden than older
carers. This was mirrored by the higher proportion
of children and other relatives who reported burden
compared to spouses. While this was not an indepen-
dent factor, it reflects the literature which suggests
that spouses and children report caregiving in demen-
tia differently with adult children seeing their parent
with dementia less often yet reporting higher burden
[42]. This may relate to greater worry experienced by
being apart and additional external pressures such as
the draw and demands of balancing work and their
own personal life. While direct measures of income
were not available in this study, indirect measures
including educational levels and employment status
were obtained. These items garner a higher response
rate to questions on income and are acceptable, albeit
imperfect alternatives [43]. Including these in regres-
sion models found that they were not associated with
an increased odds of burden. This contrasts with other
studies that have shown an association between lower
income and caregiver burden [44].

In this sample, only DBRI scores reflecting BPSD
were significantly associated with burden and only in
those with dementia. Many of the traditional factors
(demographic or personal characteristics) associated
with burden were not significant in this sample.
Hence, we suggest that BPSD should be consid-
ered, identified and where possible mitigated for as
early as possible when patients present for assess-
ment of cognition. BPSD and caregiver burden should
be monitored for among carers of people with MCI
attending these clinics too as it may in addition to
decline in cognitive and functional test scores, sig-
nal conversion from MCI to dementia (i.e., it may
act as another signal or sign of cognitive decline).
The authors suggest that waiting to assess caregiver
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burden only among those caring for people with
established dementia may miss an opportunity to
intervene early and prevent it from worsening and
resulting in poorer outcomes for these patients.

Use of CSIs in identifying burden

In this study both MoCA and Qmci screen scores
correlated (negatively and statistically significantly)
with caregiver burden. The Qmci screen is a relatively
new short CSI and has not previously been correlated
with burden. The results suggest that low or falling
Qmci screen scores (and others including the MoCA)
should prompt the search for caregiver burden.

Strengths and limitations

The strengths of this study include the setting,
namely a University hospital memory clinic, and the
diversity of patients included across the spectrum
of cognitive function including SCD and MCI. This
study has a number of limitations. This was a clini-
cal study that did not use biomarkers and hence it is
possible that some patients may have been misclassi-
fied as having cognitive impairment. The sample size
was modest and as participants were from a homoge-
nous sample of largely Irish Caucasians, attending
a single clinic, the results may be less generaliz-
able. Further, most of the patients presenting to the
clinic had dementia (67%) and there is the poten-
tial for spectrum bias. A larger sample of patients
with MCI is required to evaluate and compare the dif-
ferential impact of the stage of cognitive decline on
caregiver burden. Understanding this may also lead
to future preventative interventions targeting care-
givers of people with MCI before onset of more
marked burden in those with dementia. Other similar
studies to this paper have suggested that subtle cog-
nitive deficits and impairment in functional deficits
such as using technology and performance in social
roles and engagements, which may not be sufficiently
severe to result in patients being classified as having
early stage dementia [45], may represent features of
burden in MCI (e.g., those captured on the Lawton-
Brody Index) [46, 47]. These may lead to additional
stress for both patients and caregivers and com-
bined with symptoms such as frustration and verbal
aggressiveness may lead to arguments that mark the
beginning of caregiver burden. Other potential vari-
ables that should also be included in future studies
include frailty, co-morbidities (e.g., Geriatric syn-
dromes), and the number and type of medications

including polypharmacy [46]. These conditions may
lead to an increased burden of care (providing addi-
tional supervision and hands on care) and compound
changes in cognition. Further as insufficient data
were available on the characteristics of caregivers
themselves, particularly no data were available on
their own co-morbidities, mood, functional and cog-
nitive status, these variables should also be examined
in future research as well as the effect of differ-
ent care networks (e.g., formal versus informal) and
support structures available to mitigate carer burden
[48]. Finally, no standardized approach to diagnosing
caregiver burden was used, potentially over or under-
estimating prevalence. The abbreviated version of the
ZBI, the CBS, was used rather than the full ZBI score,
which may have resulted in bias [23]. This said, the
abbreviated six-item questionnaire has similar relia-
bility and accuracy in diagnosing burden as longer
versions [23, 38].

CONCLUSIONS

In conclusion, this study shows that the preva-
lence of caregiver burden among patients attending
memory clinics including those with MCI is high.
While several established risk factors were identi-
fied including the severity of functional and cognitive
impairment and the characteristics of carers, only
BPSD as measured with the DBRI was an inde-
pendent predictor. The results suggest that clinicians
working in memory clinics should focus on neu-
ropsychiatric symptoms in patients with MCI and
dementia and on managing caregivers’ psychologi-
cal distress to reduce carer burden. The severity of
neuropsychiatric symptoms in this population may
be inferred from CBS scores, which should prompt
further assessment. The paper also highlights the
importance of screening caregivers of patients pre-
senting at all stages of cognitive decline not only for
burden but also for grief and depression to identify
those most likely to benefit from intervention. Fur-
ther study examining the characteristics of carers and
measures to address burden among caregivers attend-
ing with patients presenting to memory clinics is now
required. Qualitative study should also be conducted
to understand the experience of both patients and
caregivers reporting burden to better understand this
challenging consequence of providing care. Compar-
isons between formal and informal caregivers are also
important.
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