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ABSTRACT
Introduction: The diagnosis of dementia can significantly affect 
all aspects of a caregiver’s life. Although providing care can be 
a positive experience, it can also have serious negative conse-
quences for the caregiver’s mental and physical health. As car-
egiving tasks accumulate as the disease progresses, caregiv-
ers may choose to place a disease-affected family member in 
a nursing home. 
The aim of this study was to examine differences in depression 
and caregiver burden among caregivers based on their parents’ 
care setting (home vs. nursing home). 
Materials and methods: A total of 100 caregivers participated 
in the study. Data collection included care-recipient and informal  

 
caregiver’s demographic characteristics, duration of care, levels 
of depression, and caregiver burden. 
Results: Caregivers who decided to place a parent in a nursing 
home reported significantly lower levels of overall subjective 
caregiver burden than caregivers who provided care at home, 
t(98) = 2.884; p = 0.004. No significant differences were found 
in their levels of depression. 
Conclusions: Healthcare professionals should be alert to symp-
toms of caregiver burden and depression among caregivers and 
refer them to appropriate resources for help and assistance. 
Keywords: Alzheimer’s disease; caregiving; nursing home 
placement. 

INTRODUCTION 

In 2019, the population of adults aged 65 or above in Poland repre-
sented 18.8% of the population [1]. Due to declining fertility rates 
and increasing life expectancy, it is projected that by 2050 the 
number of individuals aged 65 and above will constitute 32.7% 
of the Polish population [2]. An aging population will affect the 
country in many ways. For example, it may place an increased 
burden on Poland’s healthcare system as older adults are at risk 
of multiple, comorbid chronic health conditions which impact 
their physical and mental health as well as their ability to live 
independently [3]. One of the most prevalent diseases among 
older adults is Alzheimer’s disease (AD) which is the most com-
mon form of dementia [4, 5]. Progressive in nature, it is a neuro-
degenerative brain disorder that encompasses a variety of symp-
toms including significant memory impairment, difficulty solving 
problems, an impaired ability to perform activities of daily liv-
ing, and a gradual loss of communication [6, 7]. It is estimated 
that nearly half a million Polish people (7.9% of all individuals 
age 65 and older) may currently be affected by AD or related 
dementia. This number is projected to quadruple by 2050 [8]. 
Increasing age is the greatest risk factor for AD; therefore, the 
number of individuals affected by this disease will grow as the 
population of older adults continues to increase [9]. 

Alzheimer’s disease and other chronic health conditions are 
among the major causes of adult mortality and disability and 
require a long period of treatment and ongoing medical care [10]. 
An increasing number of individuals with chronic degenerative 
diseases and long-term disabilities present challenges, not only 

for Poland’s healthcare system but also for family members who 
often become informal caregivers. Studies demonstrate that most 
individuals with AD (80%) live at home and are cared for by their 
family members – predominantly by a spouse or adult children [11]. 
This rate is higher in Poland, where about 90% of people affected 
by dementia live at home and only a small percentage (an esti-
mated 1% or less) receive long-term care in an institutional set-
ting [12]. In comparison, the average in other European countries 
is 4.2% [13]. However, it is estimated that the proportion of older 
adults living in long-term facilities will increase mainly because 
of the shrinking pool of informal caregivers [14]. 

Caregiving refers to activities and experiences involved in 
providing care, help, and assistance to people who are unable 
to provide for themselves [15] and might be a source of positive 
feelings such as fulfillment, enjoyment, and the satisfaction of 
meeting an obligation of providing care to a loved one [16]. How-
ever, attending to the needs of an individual with AD has more 
often been linked to adverse consequences for a caregiver’s well-

-being and feelings of being trapped in caregiving responsibili-
ties. The physical and emotional demands associated with pro-
viding care, such as lifting or dealing with aggressive behavior, 
impose a significant burden on caregivers and are associated 
with increased anxiety, mortality, depression, physical fatigue, 
and financial burdens [17]. Caregiving may also lead to caregiver 
burden, which is defined as a state resulting from the action of 
taking care of a dependent or older person that threatens the 
physical and mental health of the caregiver [18]. 

One of the most notable and detrimental outcomes of car-
egiver burden is depression [19]. Depression is a very serious 



Pomeranian J Life Sci 2021;67(3)	 37

Differences in well-being of informal caregivers: a comparative cross-sectional study of Polish caregivers

and alarming consequence of caregiver burden as depressed 
caregivers have been found to be more likely to have coexisting 
anxiety disorders, substance abuse or dependence issues, and 
may be at risk for chronic health conditions [20]. Additionally, 
caregiver burden may lead to an expedited placement of the 
care recipient in a long-term care institution [21]. 

With the anticipated increase of individuals with AD, the 
growing costs of long-term institutional residential care, and 
the shortage of long-term care beds in these facilities [22], infor-
mal caregiving continues to be a crucial part of the health- 

-care system that enables older adults to stay at home as long 
as possible. Although a number of studies have established 
that the consequences of providing care include depression, 
impaired health habits, and physical exhaustion [23], most 
studies focus on caregivers who provide care at home. Lit-
tle is known about mental health outcomes among caregiv-
ers who have decided to place their care-recipient in a nurs-
ing home. It is also unclear whether there are differences in 
health outcomes between caregivers of institutionalized and 
noninstitutionalized individuals with dementia. The available 
evidence suggests that caring for an individual affected by AD 
can exert a considerable physical and mental toll; therefore, 
one can assume that caregivers who choose a nursing home 
placement are at a lower risk for depression and caregiver 
burden. A few studies, however, have shown that depression 
and caregiver burden can persist and even worsen after the 
placement of the care-recipient in a nursing home [24]. 

The current study examined mental health outcomes among 
caregivers of individuals with AD. Specifically, we assessed pre-
dictors of caregiver burden and depression and analyzed the dif-
ferences between caregivers who chose to place a care recipient 
in a long-term care facility and those who continued to provide 
care at home. We anticipated that the residential location of 
a care-recipient (home vs. a nursing home) significantly impacts 
the caregiver’s health outcomes. We hypothesized that providing 
in-home care would be associated with higher levels of depres-
sion and caregiver burden because these caregivers are more 
often exposed to behavioral problems and have more caregiving 
responsibilities than caregivers who chose to institutionalize 
a care recipient. To the best of our knowledge, no other study in 
Poland has analyzed the differences between caregivers based 
on the location status of their care-recipient. 

MATERIALS AND METHODS 

Procedure 
Participants took part in this study on a voluntary basis. The 
materials were hand-delivered to the participants’ homes or 
to 2 nursing homes located in Szczecin and Rokitno (Poland). 
Eligible participants were at least 18 years of age and the pri-
mary caregiver to a care-recipient. In July through November 
2019, participants were approached by a research assistant who 
explained the conditions of participation (including confiden-
tiality and the right to withdraw from the study). Upon giving 
informed consent, participants completed questionnaires. There 

were no financial incentives for participation. Prior to data col-
lection, ethics approval for data collection was provided by the 
Institutional Review Board of the University of Szczecin (No. KB 
7/2019). Primary analyses examined the distribution, means, and 
standard deviations. Differences between caregivers were exam-
ined using an independent samples t-test. Data analysis was con-
ducted using SPSS 23.0. 

Participants 
A total of 100 caregivers completed the questionnaires. Of them, 50 
caregivers provided care at home. Participants were 73% female 
and 27% male. Their age ranged between 34–77, with a mean age 
of 54.5 (SD = 9.83). All participants in this sample were Caucasian 
which reflects the composition of the geographical area. 

Measures 
Depression was assessed with the Polish version of the Beck 
Depression Inventory (BDI). The BDI is a 21-item self-reporting 
measure using a 4-point scale indicating the degree of sever-
ity. The items are rated from 0 (not at all) to 3 (extreme form 
of each symptom). The statements express feelings common 
in depression (e.g., sense of failure, guilt, low self-worth, and 
suicidal ideation). The score is calculated by adding the rat-
ings for the 21 items together, with a maximum total score of 
63. Higher scores indicate a higher severity of depression [25]. 
The psychometric analyses of the Polish translation indicated 
very high reliability and validity, are fully equivalent to the 
original version, and proved to be a very useful tool for use in 
scientific research and clinical practice to measure depression 
among Polish-speaking participants [26]. 

Caregiver burden was assessed using a questionnaire called 
the Subjective Caregiver Burden (Kwestionariusz Poczucia 
Obciążenia – KPO) [27]. The KPO is a 20-item instrument for 
measuring subjective burden in informal caregivers of indi-
viduals with dementia. The instrument consists of 4 subscales: 

1.	 personal restrictions (measures the extent to which car-
egiving activities have impacted aspects of the caregiver’s life, 
for example, lack of free time),

2.	social and financial constraints (measures the extent 
to which social and financial aspects of life were altered or 
strained as a result of caregiving),

3.	negative emotions (measures negative emotions that car-
egivers experience such as shame, guilt, anger, anxiety, or sadness),

4.	fatigue – lack of control (measures the degree of car-
egiving satisfaction, feeling of losing control over one’s life). 

Each item is a statement that is rated on a 4-point scale with 
the values “never” (0), “sometimes” (1), “often” (2), and “always” 
(3). The result can be obtained for each of the subscales as 
a total score. The total score ranges 0–60 points, with higher 
values indicating a greater caregiver burden. Cronbach’s alpha 
was satisfactory (0.70). 

Caregiver’s demographic characteristics 
Caregiver demographics included the caregiver’s age, kin rela-
tionship to the care-recipient (a son or daughter), number of 
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siblings, employment status, financial status (bad, average, 
good, very good), education, duration of care (in months), and 
housing situation (institutionalized vs. noninstitutionalized). 
Education consisted of 3 categories: less than a high school 
diploma, high school graduate or equivalent, and college degree 
or higher. If care was provided at home, we asked whether the 
caregiver and care-receiver resided in flat/house or if they 
lived separately and if they had ever considered placing a par-
ent in a nursing home. Caregivers were also asked to rate their 
care-recipient’s mental and physical health on a scale from  
1 (very poor) to 5 (very good). The demographics of the care-
-recipients were also collected and included age, gender, and 
educational attainment. 

RESULTS 

The means and standard deviations for all variables stratified 
by care-recipient location are presented in Table 1. The major-
ity of caregivers (n = 77) lived in an urban area and 23 lived in 
a rural area. Daughters accounted for 73% of the sample and 
sons for 27%. The majority of caregivers (84%) reported work-
ing and only 16% were unemployed. In regard to their educa-
tional attainment, 38% had attained a bachelor’s or higher 
degree and 45% had graduated from high school. Being in 
a bad financial situation was reported by 2% of caregivers, 
8% reported to be in a very good financial situation, and the 
majority were either in an average (49%) or good (41%) situa-
tion. Of the total sample, 24% of the caregivers reported being 
an only child, 34% had a sibling, 20% had 2 siblings and 22% 
had more than 2 siblings. Care-recipients were 81.7 years old 
on average (standard deviation = 8.58, range 57–103) and the 
majority of them were female (82%). 

Care-recipients who resided in a nursing home (n = 50) were 
there for 25 months on average (2 years and a month). The 
majority of caregivers reported visiting their parents twice 
a week. 

Among caregivers who provided care at home (n = 50),  
14 respondents stated that they were considering placing a care-
-recipient in a nursing home at some time in the future, whereas 
the majority (n = 32) stated that they would not choose this 
option. Four caregivers were undecided. 

Caregivers’ well-being 
The survey also addressed caregiver burden and levels of 
depression among respondents. The preliminary results 
revealed that data were not normally distributed. Therefore, 
in order to determine whether or not caregivers differed sig-
nificantly on the key study variables, Shapiro–Wilk tests were 
calculated. 

Caregivers who decided to place a parent in a nursing 
home reported significantly lower levels of overall subjective 

caregiver burden than caregivers who provided care at home, 
t(98) = 2.884; p = 0.004 In terms of the specific subscales of 
caregiver burden, significant differences were observed in the 
personal restriction and social and financial constraint sub-
scales; caregivers who provided care at home felt that caregiv-
ing activities had impacted their personal, social and financial 
lives to a greater extent than caregivers who chose to place 
a parent in a nursing home. No statistically significant differ-
ences were found in caregivers’ levels of depression, t(98) = 
0.308; p = 0.379 (Tab. 2).

TABLE   1. Sample characteristics 

Variable All caregivers
n = 100

Caregivers 
(at home)

n = 50

Caregivers 
(nursing home)

n = 50

M (SD) M (SD) M (SD)

Age (in years) 54.5 (9.83) 56.5 (9.16) 52.58 (10.18)

Gender – n (%)

male 27 (27) 14 (28) 13 (26)

female 73 (73) 36 (72) 37 (74)

Education – n (%)

less than high 
school diploma 17 (17) 2 (4) 15 (30)

high-school 
graduate 45 (45) 20 (40) 25 (50)

college degree 
and higher 38 (38) 28 (56) 10 (20)

Employment status – n (%)

employed 84 (84) 40 (80) 44 (88)

unemployed 16 (16) 10 (20) 6 (12)

Financial situation – n (%)

bad 2 (2) 1 (2) 1 (2)

average 49 (49) 27 (54) 22 (44)

good 41 (41) 17 (34) 24 (48)

very good 8 (8) 5 (10) 3 (6)

Care-recipient’s 
age (years) 81.74 (8.58) 82.08 (8.62) 52.58 (10.18)

Each item is a statement that is rated on a 4-point scale with 
the values “never” (0), “sometimes” (1), “often” (2), and “always” 
(3). A higher value of BDI indicates higher levels of depression.
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 Caregiver burden and depression among caregivers (n = 100) 

Variable M SD W p t(98) p

KPO

home 22.36 11.43 0.952 0.041
2.884 0.004nursing 

home 16.78 7.53 0.956 0.058

KPOS1

home 8.86 4.90 0.976 0.401
3.758 <0.001nursing 

home 5.72 3.30 0.946 0.023

KPOS2

home 6.38 3.94 0.945 0.021
2.675 0.004nursing 

home 4.48 3.11 0.918 0.002

KPOS3

home 3.68 2.83 0.934 0.008
0.278 0.391nursing 

home 3.54 2.15 0.939 0.013

KPOS4

home 3.44 1.66 0.957 0.067
1.223 0.112nursing 

home 3.04 1.62 0.875 0.005

BDI

home 13.08 10.34 0.938 0.012
0.308 0.379nursing 

home 12.52 7.62 0.973 0.307

KPO – Kwestionariusz Poczucia Obciążenia (the Subjective Caregiver Burden); 
KPOS1 – the 1st subscale of KPO, measures personal restrictions; KPOS2 – the 
2nd subscale of KPO, measures social and financial constraints; KPOS3 – the 
3rd subscale of KPO, measures negative emotions; KPOS4 – the 4th subscale of 
KPO, measures fatigue – lack of control; BDI – the Beck Depression Inventory, 
a measure of depressive symptoms

DISCUSSION 

Caregiving has become an important issue in an aging society. 
Caregivers are essential for individuals with chronic health 
conditions; however, caring for a parent may be a stressful 
experience and lead to significant consequences for one’s men-
tal and physical health [28]. With an increasing number of older 
adults and an increasing prevalence of chronic health condi-
tions, it becomes more critical for healthcare professionals 
to understand the challenges of caregivers who provide care 
to their disease-affected parents. 

Our study builds on previous studies investigating the 
effects of care provided by familial caregivers. The purpose 
of this study was to assess the differences in caregiver burden 
and depression levels based on the caregivers’ choice of care 
setting (home vs. nursing home). As we hypothesized, car-
egivers who provided care at home reported higher levels of 
subjective caregiver burden in comparison to caregivers who 
decided to place their parents in a nursing home. One possible 
explanation is that providing care at home is associated with 
more stressful situations. Caregivers often report struggling 
with the behavioral and psychological symptoms of demen-
tia (BPSD) that include agitation, wandering, sleep disrup-
tion, disinhibition, irritability, and aggression [29]. In addition, 
caregivers who provide care at home have more responsibili-
ties, such as feeding or bathing, than caregivers who choose 

to institutionalize a care recipient. Therefore, the overall feel-
ing of subjective burden can be higher. Some studies, how-
ever, demonstrated that placing a care-recipient in a nursing 
home does not significantly decrease the burden [30]. Perhaps 
such a solution is a source of additional stress because plac-
ing a care-recipient in a long-term care facility can be associ-
ated with a variety of feelings such as a sense of guilt. Further 
research is necessary to understand these discrepancies but 
the inconsistencies in the findings also emphasize how com-
plex caregiver burden can be. 

Although there were no significant differences in caregiv-
ers’ levels of depression, both groups indicated a mild mood 
disturbance meaning that their scores were not considered 
normal, nor were they high enough to indicate clinical depres-
sion. These findings support previous research that found 
that caregivers report higher levels of depression [31] in com-
parison to the general population. This provides important 
information that can be used in the design of interventions 
to decrease depression among caregivers. Depression is a very 
serious condition and can negatively impact quality of care. 
Moreover, depressed caregivers are more likely to suffer from 
coexisting anxiety disorders, substance abuse or dependence 
issues, and are at risk for chronic health conditions [32]. Given 
the potential harm of depression, it is of growing importance 
for healthcare providers to learn more about recognizing the 
early symptoms of depression among caregivers and offer them 
resources before their symptoms worsen over time. 

It is worth noting that even caregivers who choose to place 
their parent in a nursing home may have higher levels of depres-
sive symptoms. This is consistent with previous findings which 
also demonstrated depressive symptoms and anxiety were not 
resolved after placing a care-recipient in a nursing home [33]. 
Some studies demonstrated that caregivers report higher levels 
of depression and loneliness during the care-recipients’ first  
3 years of institutionalization than non-caregivers [34]. Unfor-
tunately, healthcare professionals often assume that if a care-

-recipient is taken care of in a nursing home, the caregiver’s 
symptoms of burden and depression diminish. Our findings 
demonstrate that caregivers who choose to place a parent in 
a nursing home should also be screened for depression and 
provided with information about support. 

The current study also provides insight into caregivers’ plans 
of continuing to provide care. When asked if participants had 
ever considered placing a parent in a nursing home, the majority 
of caregivers declared that they would not take this option into 
account. Previous studies demonstrated that this is a common 
finding among Polish caregivers. One study demonstrated that 
caregivers believed that an admission to a nursing home would 
cause a quicker deterioration of the care-recipient’s physical 
and mental health [35]. This draws attention to how important 
the commitment to caring for a parent is for Polish caregivers. 
Future studies should address the factors that influence a car-
egiver’s decision to place a parent in a nursing home.

There are several restrictions of this study that should be 
noted. Firstly, the findings of this study could be limited by the 
fact that the sample size consisted of individuals who resided 
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in Poland, which limits the ability to generalize the results 
of this study to a broader population of caregivers. Secondly, 
we could not compare gender differences in the prevalence of 
depression and caregiver burden because the majority of par-
ticipants were female. However, this is consistent with previ-
ous studies as, across the world, women are the predominant 
providers of informal care for older adults. Finally, our sam-
ple was relatively small and included caregivers from a wide 
range of ages (34–77 years old). Additional studies are neces-
sary to compare younger vs. older caregivers.

To conclude, this study contributes to the literature of car-
egiving by comparing 2 groups of caregivers. We found that 
caregivers who provided care at home experienced higher lev-
els of burden than caregivers who chose institutionalization. 
The study emphasizes the need for intervention to help car-
egivers cope with the strains of providing care and to decrease 
levels of depression. 
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