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Introduction

With an aging population, societies are faced with increased 
numbers of older adults needing various forms of assistance 
(Organisation for Economic Co-operation and Development 
[OECD]).1 Elderly people strive for independence and wish 
to dwell at home as long as possible, even when in need of 
support.2 Health policy also favors “aging in place” and pri-
oritizes community care over residential care.3 Higher life 
expectancy and an increase of chronic diseases in old age 
will lead to higher numbers of older adults dwelling at home 
requiring support.

This vulnerable population often receives both formal 
care from home care nursing services as well as informal 
care from their next of kin. It is known that family caregiv-
ers play a pivotal role so that older adults with care needs 
can age in place.4-8 A collaboration between the care receiver, 

family caregivers and nurses must be established, and a care 
triad formed. Nursing support in the care triad is seen as a 
resource for the family unit, by lowering stress in family 
caregivers and increasing satisfaction with the caregiving 
situation.9,10 Previous research showed that involving 
family caregivers as a co-experts in the care team enabled 

1103961 JPCXXX10.1177/21501319221103961Journal of Primary Care & Community HealthRis et al
research-article2022

1ZHAW Zürcher Hochschule für Angewandte Wissenschaften, 
Winterthur Schweiz, Switzerland
2Universität Witten/Herdecke, Fakultät für Gesundheit, Witten, 
Deutschland
3Nursing Science & Care Ltd, Winterthur, Schweiz

Corresponding Author:
Irène Ris, Zürcher Hochschule für Angewandte Wissenschaften, 
Institute für Pflege, Katharina-Sulzer-Platz 9, Postfach, Winterthur, 
Schweiz 8401, Switzerland.  
Email: irene.ris@zhaw.ch

Exploring Factors Associated With  
Family Caregivers’ Preparedness to  
Care for an Older Family Member  
Together With Home Care Nurses:  
An Analysis in a Swiss Urban Area

Irène Ris1,2 , Thomas Volken1, Wilfried Schnepp2, and Romy Mahrer-Imhof3

Abstract
Introduction: Home-dwelling older people with chronic diseases often need the support of informal and formal 
caregivers in order to continue living at home. Family members, however, need to be willing and prepared for caregiving 
together with home care nurses. Objectives: The purpose of this study was to explore factors associated with family 
caregivers’ preparedness to care for older home-dwelling adults who also receive home care nursing services. Methods: 
For this cross-sectional correlational study, a structured questionnaire was sent to family caregivers of adults aged 65 years 
or older receiving services from a community care agency. A total of 243 participants returned the questionnaire, of 
which 199 could be analyzed. Results: The stepwise backward regression model explained 29.1% of the variance of 
family caregivers’ preparedness. Mutuality was the most strongly associated factor with family caregivers’ preparedness 
whereas professional involvement of family caregiver in care process was important as well. Care intensity showed no 
significant impact. Conclusion: Nurses should support the whole family emotionally, and appreciate, admire, reinforce, 
and respect the caregivers’ situation. Home care nurses need to invest in helping families to find solutions, to strengthen 
their relationships between family members and the older person dwelling at home.

Keywords
long term care, community health, geriatrics, quality improvement, health outcomes

Dates received: 25 February 2022; revised: 8 May 2022; accepted: 11 May 2022.

https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/jpc
mailto:irene.ris@zhaw.ch
http://crossmark.crossref.org/dialog/?doi=10.1177%2F21501319221103961&domain=pdf&date_stamp=2022-06-07


2 Journal of Primary Care & Community Health 

family caregivers to gain self-confidence to maintain family 
routines and intimacy with the care receiver, as well as to 
sustain the caregiving over the long term.11-14 Therefore, 
nurses need accurate knowledge of the family system to 
support family caregivers within the care triad.15,16

Family caregivers’ perception about their readiness to 
adopt and maintain the caregiver role is referred in the lit-
erature as preparedness,17 and has been studied in patients 
with heart failure,18 patients receiving palliative care or can-
cer treatment,19,20 and patients living with dementia or 
Alzheimer’s disease.21,22 In these studies, high preparedness 
scores have been identified as a predictor for positive fam-
ily caregiver outcomes such as lower levels of anxiety and 
depression, less burden or higher states of hope, and quality 
of life.18-20 Additionally, family caregivers’ preparedness 
has been positively associated with care receivers’ out-
comes including reduced pain levels, increased functional 
status, and improved mental health.23 But the perception of 
family caregivers’ preparedness can also be understood as a 
process of adaption. According to the family resilience the-
ory, the process of preparedness depends on the family 
adjustment to the precipitating events which lead to positive 
or negative emotions within the care triad.6,24-28

The Family Adjustment and Adaptation Response (FAAR) 
Model developed by McCubbin and Patterson29—a family 
resilience theory—highlights that families are constantly 
engaged in dealing with demands such stressors, strains, and 
daily hassles, balanced against the family’s ability to cope, to 
assign meaning, and to address context factors.15,25 Good 
adaptation to coping with the caregiving demands leads to 
smooth functioning within the family. These families may be 
labeled as resilient or in other words, well prepared for their 
caregiving challenges and experiences.15,16,30,31

According to the literature, family caregivers’ character-
istics influenced the caregiving experience. For example, 
older family caregivers experienced caregiving more posi-
tively than younger caregivers, but showed higher levels of 
depression, memory loss, and anxiety.32-34 Women reported 
more negative experiences than men,28,31 but felt signifi-
cantly better prepared for caregiving.20 Individuals with a 
higher education had more self-confidence in the care they 
provided.12,15,34 Incidentally, family caregivers with lower 
education received more support from community nurses.35 
Studies which investigated whether the care receivers’ char-
acteristics have an effect on caregivers’ preparedness had 
shown inconclusive results. Whereas the amount of care-
giving tasks needed to support activities of daily living pre-
dicted the degree of caregiver burden in one study,26 other 
studies showed that the severity of care receiver’s disability 
and support needs were not significantly related to care-
giver burden.12 A moderate positive correlation was found 
between care hours delivered by family caregiver per week 
and the burden experienced.6,24,26-28

Good relationships within family seem to be an impor-
tant factor for engagement in caregiving and overall pre-
paredness. Mutuality, a term for the relationship quality 
between the family caregiver and care receiver, has been 
widely reported to affect caregiver outcomes.36 For instance, 
a better relationship with the person in need of care increased 
satisfaction and the caring expertise of the family care-
giver.37 Mutuality within the family and the readiness for 
caregiving are positively associated,19,21,38-41 as are living 
arrangements. “Living together” in a shared home, com-
pared with “living apart,” required less coordination of 
time, activities and resources and had a positive impact on 
family satisfaction.32,42

Finally, nursing support in the care triad has been shown 
to lower stress in family caregivers and to increase satisfac-
tion with the caregiver situation.9,10 Involving family care-
givers may enable families to maintain and sustain the 
caring situation,11-14 but little is known which family care-
givers would benefit most from involvement and support by 
nurses from community services to strengthen the care 
triad. Therefore, the study aimed to explore factors associ-
ated with family caregivers’ preparedness from the perspec-
tive of the family caregiver as a part of the caregiver triad.

Methods

This cross-sectional and correlational study used struc-
tured questionnaires to collect data. Derived from the 
Family Adjustment and Adaptation Response (FAAR) 
model, 16 possible factors associated with preparedness in 
the care triad have been explored. The factors may repre-
sent either demands, such as care intensity and duration of 
care, or capabilities, such as high mutuality and involve-
ment of care.

Recruitment and Sample

A collaborator working at a community care agency in a 
major city in the German-speaking part of Switzerland 
identified potential family caregivers through file review. 
Family caregivers were defined as people that provide 
unpaid care to a home-dwelling person and considered 
themselves to be a family member based on emotional, bio-
logical, or economic ties.43 From a total of 1257 care receiv-
ers aged 65 or older, 1672 family caregivers were invited to 
participate in the study.

Care receivers were first informed in writing about the 
study and were given an opportunity to decline having the 
study materials sent out to their family caregivers. If the 
care receiver did not mail in non-approval (ie, opted out), 
the study materials were sent to the family caregivers, 
with one follow-up reminder 1 month after the initial 
notification.
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Both the family caregiver and the care receiver were 
informed that the entire participation process was voluntary 
and that the data were anonymized. The ethics committee of 
the canton Zürich approved the study (KEK-ZH-BASEC-Nr. 
Req.-2016-00288).

Data Collection

Data collection in a convenient sample was conducted in 
2017 by sending study information, informed consent, the 
questionnaires and a return envelope to the family caregiv-
ers. The structured questionnaire comprised a total of 70 
questions, which were divided into 5 sections: (1) charac-
teristics of the family caregiver and care receiver; (2) care 
demands; (3) relationship within the family; (4) prepared-
ness; and (5) involvement in care. An estimated 40 min was 
needed to complete the questionnaire.

Variables and Instruments

Characteristics. The characteristics of the family caregiver 
and care receiver included age in years, gender, and marital 
status (married or partnered, single, divorced, or widowed). 
Additionally, family caregivers’ education level (manda-
tory elementary education and secondary school or high 
school and higher education) was assessed.

Relationship within the family. Relationship status and living 
arrangement of family caregiver and care receiver were 
determined, and the quality of the relationship assessed.

Relationship status was defined as existing between the 
care receiver and members of their immediate family (part-
ner, sibling, own child) or extended relations such as friends, 
neighbors, or other individuals.

The German version of Mutuality Scale of the Family 
Care Inventory [FCI] was used to investigate relationship 
quality.30,38 The FCI is a 15-item scale, which reflects the 
interactive nature of relationship quality between the family 
caregiver and care receiver, and includes dimensions of 
reciprocity, love, shared pleasurable activities, and shared 
values.38 Sample items are: “How close do you feel to him 
or her?” “How much do the two of you laugh together?” or 
“How much emotional support does he or she give you?” 
Family caregivers responded to items using a Likert-scale 
from 0 (not at all) to 4 (a great deal) and a score is calculated 
as the mean of all items.39,40 Cronbach’s alpha values were 
between .91 and .95.36,44-46

The living arrangement was assessed with a dichotomous 
variable (living together with care receiver or living apart).

Intensity of care demands. To measure the degree of depen-
dence of the care receiver we used the multidimensional 
Functional Assessment Questionnaire “Older Americans 
Resources and Services” (OARS) which assesses activities 

of daily living such as bathing, dressing, toileting, transfer, 
and eating (5 items) and instrumental activities of daily liv-
ing such as cooking, shopping, cleaning, managing money, 
administrating medications, and using the telephone (7 
items).47 The score ranges between 0 and 28, a lower score 
indicating higher dependency. The Cronbach’s alpha was 
reported from .86 to .90.47,48

The duration of family caregiving was assessed by 
months of caregiving and hours per week.

Family caregivers were asked to indicate the care hours 
delivered by the community care service and to differentiate 
between nursing services and domestic support (eg, 
housecleaning).

Professional involvement of family caregivers in care pro-
cess. Family caregivers’ involvement in care was assessed 
with the subscale of perceived social support from the Fam-
ily Functioning, Health and Social Support [FAFHES] 
questionnaire.49 The questionnaire assesses the perceived 
support and recognition toward families provided by nurses.

The subscale contains 3 domains: first the “affective” or 
emotional support that measures the perceived appreciation, 
admiration, sense of security, respect or love; second “affir-
mation” that describes reinforcement, feedback and help the 
individuals to find a solution; and third “concrete aid,” 
meaning spending time, helping someone with tangible sup-
port, for example, preparing a meal, organizing services, or 
providing financial means.50,51 The questionnaire has been 
used across settings and populations, including families with 
children and older people living at home. It has been trans-
lated into different languages.9,51-56 The internal consistency 
coefficients showed Cronbach’s alphas > .90.9,56

Dependent variable preparedness. Preparedness was assessed 
with the Preparedness-Scale by Schumacher et al.30 The 
scale consists of 8 items to evaluate how prepared family 
members feel for caregiving tasks, such as providing physi-
cal and emotional care or coordinating the organization of 
services. Items include, “How well prepared do you think 
you are to take care of your family member’s emotional 
needs?” and “How well prepared do you think you are to get 
the help and information you need from the health care sys-
tem?” A 5-point Likert scale is used to rate each item (0 = not 
at all prepared; 4 = very well prepared), the index represents 
an average value over all items of the scale.38 Cronbach’s 
alphas of this widely used questionnaire have been reported 
between .87 and .92.44,45,57

Data Analysis

Data were entered into the IBM SPSS Statistical Programme 
version 26. Multiple imputation methods (estimation maxi-
mization) helped to compensate for missing data when 3 or 
fewer items were missing, by imposing a probability model 
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on the completed data.58 If more than 20% of the data (ie, 4 
or more items) of social support scale, preparedness, and 
mutuality were missing, the cases were excluded. In a first 
step, the characteristics of study participants were assessed 
using descriptive statistics (mean and standard deviation or 
percentages, Table 1). To explore associations among the 
dependent variable, preparedness, and the candidate covari-
ates, we used multivariable linear regression models with 
backwards elimination with a probability level>.1. The 
backwards elimination approach was motivated by Occam’s 
razor, that is, the idea that if several explanations are com-
patible with a set of data, the simplest—including the few-
est possible parameters—should be chosen. Mean-centered 
predictor variables were used throughout the analysis for all 
continuous predictors to eliminate multicollinearity when 
interaction terms entered the regression equations.59,60

For all linear regression models, we visually checked 
whether independent variables were related linearly to the 
outcome, checked homoscedasticity using the Breusch-Pagan 
test, and assessed multicollinearity using the variance infla-
tion factor (VIF) in the multivariable models. We reported 
unstandardized and standardized regression coefficients with 
corresponding standard errors (SE), t-values, and P-values.

Significant determinants will be interpreted according 
the FAAR Model, where positive correlation will be linked 
to capability while negative correlation corresponds to 
demands. Statistical significance was established at P < .05.

Results

A total of 243 questionnaires were returned, but due to 
missing data, 44 surveys had to be excluded. In the end, a 
total of 199 questionnaires could be analyzed.

The mean age of the care receivers was 84.6 years (±9 
SD) with a range from 65 to 98. Two-thirds of the care 
receivers were women (71.4%; 142), with the majority sin-
gle, divorced or widowed (78.4%; 147). The care depen-
dency measured with the OARS was 16 (±6.38 SD).

The mean age of the family caregivers was 62.3 years 
(±11 SD, Mdn = 60, IQR = 55–70), with a wide range 
between 31 and 90. Of 199 family caregivers two-third 
(62.3%; 124) were women, more than two-third (70.4%; 
140) were married or lived in partnership. Almost half of 
the family caregivers (47.7%; 95) had more than the man-
datory level of elementary education.

Family caregivers were mainly partners, siblings, or 
adult children (78.4%; 156). More than three-quarters 
(76.4%; 152) of family caregiver and care receiver were liv-
ing apart. The average on the mutuality scale, measuring 
relationship quality between the family caregiver and care 
receiver, was 2.9 (±0.87 SD).

The family caregivers provided an average of 18 h of 
care per week (±32.33 SD, Mdn = 6, IQR = 3–15), ranging 

from 1 to 168 h. The duration of care was on average of 
62.4 months (around 5 years).

The perceived involvement in care from professionals 
had an average score of 57.6 (±23.9 SD), with a range from 

Table 1. Characteristics of Participants and Variables (n = 199).

M SD n %

Characteristics family caregiver FC
 FC age in years 62.3 11.30  
Gender
 Male 75 37.7
 Female 124 62.3
Marital status FC
 Married or partner 140 70.4
 Single, divorced or 

widowed
59 29.6

Education FC
 High school, higher 

education
95 47.7

 Mandatory education 104 52.3
Characteristics care receiver CR
 CR age in years 84.6 9.03  
Gender
 Male 57 28.6
 Female 142 71.4
Marital status CR
 Married or partner 52 26.1
 Single, divorced or 

widowed
147 73.9

Relationship within family
 Nuclear family 156 78.4
 Friend or other 43 21.6
Living situation FC
 Together with CR 47 23.6
 Apart from CR 152 76.4
 Mutuality 2.9 0.87  
Intensity of care demands
 OARS score 16.0 6.38  
 ADL 8.8 3.14  
 IADL 7.2 3.68  
 Care hours per week 

FC
18.4 32.33  

 CR duration of care 
(in months)

62.4 61.91  

Professional family support
 Involvement 55.5 23.90  
 Nursing care hours 4.8 3.87  
Nursing service
 Domestic support 39 19.6
 Nursing and 

domestic support
160 80.4

Dependent variable
 Preparedness 2.5 0.77  

Abbreviations: FC, family caregiver; CR, care receiver.
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not involved (0) to very involved (95). The home care 
agency provided home care nursing to at least four-fifths 
(80.4%; 160) and household help to one-fifth (19.6%; 39) 
of the care receivers. The time professionals spent for both 
types of services ranged from 45 min to 23 h per week, with 
an average of 4.8 h (±3.87).

Preparedness, the dependent variable, had an average 
score of 2.5 (±0.768 SD).

Overall, the model explained 29.1% of the variance of 
preparedness. Five variables were significantly associated 
with preparedness: being married as care receiver, family 
caregiver’s gender (borderline significance with P = .051), 
the number of care hours delivered by the family caregiver 
per week, being a friend that served as a family caregiver, 
perceived mutuality with the care receiver, and involvement 
in care. Family caregiver’s gender was of borderline statis-
tical significance61 with P = .051 (see Table 2). Considering 
standardized beta coefficients, the independent variables 
mutuality and not being a member of the immediate family 
had the highest values, indicating that in terms of effect 
size, they had more importance relative to other factors in 
the model.

Discussion

This cross-sectional correlational study examined the pre-
paredness of family caregivers and its associated factors. 
Five factors including relationship quality, perceived 
involvement of family caregivers in the care triad, relation-
ship status, the number of care hours delivered per week by 
a family caregiver, and marital status were significantly 
associated with preparedness and explained 29.1% of the 
variance.

Generally, family caregivers’ preparedness was fair, with 
the average score of 2.9 and was similar to other studies 
showing scores between 2.1 and 2.8.18,22,30,57 The response 
rate with 14.5% was rather low but comparable to other 
Swiss studies with similar populations (7.7%-21.7%).62,63 
Our sample was comparable to samples in other studies 
regarding gender, age and relationship status,1,2 but differed 

by showing lower levels of mutuality (2.9 vs 3.4).57 This 
result might be due to the 43 family caregivers who labeled 
themselves as “friend or other”. In the free text field of the 
questionnaire, 34 persons of those 43 “friends” were volun-
tary representatives. Therefore, we assume that they might 
perceive less mutual emotions and closeness with the care 
receiver. Additionally, studies with a similar population 
suggested that mutuality might decline over time and length 
of caregiving.36,57,64 This might also be true for our sample, 
which had an average duration of caregiving lasting 5 years. 
Compared with other studies, the care receivers had higher 
OARS scores, indicating more dependency. The number of 
care hours provided by family members (18 h per week) 
indicate intensive caregiving duties, as caregiving above 
11 h per week has been defined as intense.2

The most important factor in our model was mutuality, 
one dimension of relationship within family. High per-
ceived mutuality was associated with high preparedness 
scores. This finding is in accordance with previous investi-
gations in which mutuality correlated positively with pre-
paredness.21,38,64 These results underline that home care 
nurses should involve the family as a unit, in order to func-
tion as a team throughout the care trajectory potentially 
deepening the family relationship.64 The relationship 
dimension to be married as family care receiver and to be a 
friend showed to be relevant for preparedness as well. Being 
married can be interpreted according the FAAR Model as a 
meaning to accept the caregiver role. Family caregivers of 
married care receivers felt better prepared than those of care 
receivers who were single, divorced, or widowed, even 
when the care receiver was not married to the caregiver. 
Nevertheless, the effect of a normative obligation of mar-
riage may provide sufficient explanation, as mentioned 
above and in a previous study.12,65 The living arrangement 
as a further dimension of relationship did not influence pre-
paredness in our sample.

The perception of being involved as family caregiver 
was shown to be an important factor in our model as well. 
As in previous studies, we found that being supported and 
recognized by professionals in the care triad had a 

Table 2. Regression Coefficients of Preparedness (n = 199).

Variables B SE B β t P

(Constants) 2.658 0.081 32.998 .000
Marital status CR 0.234 0.117 .134 1.996 .047
FC gender –0.189 0.096 –.119 –1.963 .051
Care hours per week FC 0.003 0.002 .147 2.320 .021
Relationship within family 0.346 0.119 .186 2.896 .004
Involvement 0.006 0.002 .185 2.808 .005
Mutuality 0.339 0.056 .384 6.068 .000
Model adjusted R2 0.291 .000

Abbreviations: CR, care receiver; FC, family caregiver.
R2 = 0.313.
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significant impact on family caregivers’ preparedness. This 
finding underlines the crucial role of nurses in collaborating 
with family caregivers to ensure optimal care for care 
receivers. Earlier studies have shown that family caregivers 
perceived that preparedness increased the health and self-
care ability of older persons with chronic conditions.23 
Although we did not assess how the care receiver perceived 
involvement, it is very likely that the care receivers have 
benefited as well. However, further studies are needed to 
clarify this issue.

Factors in our model that can be assigned to the care 
intensity dimensions or as a demand according the FAAR 
model may not necessarily influence preparedness. The 
intensity of care demand measured with the OARS was not 
a significant factor. Therefore, the severity of disability 
which affects basic daily activities of the care receivers, may 
not influence preparedness. The finding is in accordance 
with the literature, which did not describe dependency as a 
major factor,12,26,66 whereas the numbers of care hours per 
week was significantly related to higher preparedness scores. 
Although this result might be surprising at first sight, the 
literature shows that family caregivers may become more 
aware of their caregiver role and develop expertise when 
spending more time per week with the care receiver.2,23 
While the hours of care provided by family caregivers 
showed an effect on preparedness, the length of time or 
duration caregiving does not appear to be an important issue 
for family caregivers’ preparedness. This might be due to the 
cross-sectional design of our study, which does not capture 
the adjustment process over time that has been described in 
the literature. The care required by the older adults requires 
adjustment over time due to changing illness.

Finally, characteristics of the family caregivers and care 
receivers may be interpreted according the FAAR model as 
context factors, which effect preparedness.36 We did not find 
associations among age or education level of family caregiv-
ers, nor the age of the care receiver with preparedness. In 
contrast, Petruzzo et al18 findings showed an inverse rela-
tionship between age of caregivers of heart failure patients 
and preparedness. Moreover, previous studies found associ-
ations of level of education with preparedness.23 Only the 
finding that women were better prepared than men is consis-
tent with previous studies.20 According to the FAAR Model, 
adjustments between care demands and capabilities may dif-
fer by gender67 and a perceived female obligation to care 
may have had an effect on feeling better prepared.68 
Therefore, nurses should be aware of gender vulnerabilities 
which exist in the day-to-day work with families.

Limitations

In our explorative regression model, we included several 
parameters based on relevant literature. While we consider 
our model to reflect a snapshot of the care triad, we may 

have missed other important factors that may be relevant to 
the care triad. The latter may potentially have induced omit-
ted-variable bias. Moreover, the limits of a cross-sectional 
study design need to be considered. Using a family caregiver 
self-report questionnaire may have resulted in an over-or 
underestimation of determinants. For example, the item 
“caregiving hours” provided by family caregivers and home 
care nurses may not be enough reliable and valid, consider-
ing the wide range of the variable. Moreover, the use of self-
report measures could have increased the risk of social 
desirability response bias affecting the results. Furthermore, 
the interpretation of results within the context of the FAAR 
Model should be made with caution, as we interpreted that 
mutuality in combination with involvement may balance the 
care demands and yet in the end effect, care demands were 
not significant in the model. In addition, results around gen-
der, marital status and not being a member of the immediate 
family are difficult to interpret with the theoretical approach 
used. Finally, we used standardized regression coefficients 
to assess the relative importance of effects, but any effect 
reflected by the standardized coefficients may be due to con-
founding with the particularities of our sample, such as the 
variability and distribution of specific variables.69,70

Conclusion

The family caregivers from this study were fairly prepared 
for providing care to care receivers. Mutuality and profes-
sional involvement were positively associated with pre-
paredness whereas intensity and demands were not relevant. 
To increase quality care, nurses play a pivotal role in sup-
porting family relationship regardless of care intensity. 
Additionally, the positive association of not being a member 
of the immediate family with preparedness indicates that 
nurses need to tailor their intervention to the caregiving 
arrangement and think beyond supporting only members of 
the immediate family. They also can help to overcome gen-
der stereotypes. For example, male family caregivers—sin-
gle, divorced, or widowed—have been shown to be less 
prepared and may need special attention in clinical practice.

Our study also showed the need for further research. 
Exploring more factors from the perspective of nurses or care 
receivers and its influence on family caregivers’ prepared-
ness need to be conducted to develop a stringent theoretical 
framework. Longitudinal studies are needed to investigate 
changes over time. For example, the impact of preparedness 
and involvement by nurses on caregivers’ health or on length 
of home dwelling should be investigated in future.

Acknowledgments

The authors wish to thank all participating family members and 
the home health agency (Spitex Zürich Limmat AG) for their col-
laboration in data collection. We also want to thank to Jessica 
Gaylord for English editing.



Ris et al 7

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, 
authorship, and/or publication of this article.

ORCID iD

Irène Ris  https://orcid.org/0000-0002-6786-4490

References

 1. OECD. Health at a Glance 2017: OECD Indicators. 2017:220. 
Accessed March 28, 2022. https://www.oecd-ilibrary.org/
social-issues-migration-health/health-at-a-glance-2017_
health_glance-2017-en

 2. Verbakel E, Tamlagsrønning S, Winstone L, Fjær EL, Eikemo 
TA. Informal care in Europe: findings from the European 
Social Survey (2014) special module on the social determi-
nants of health. Eur J Public Health. 2017;27(suppl_1):90-95. 
doi:10.1093/eurpub/ckw229

 3. Höpflinger F, Hugentobler V, Spini D. Wohnen in den späten 
Lebensjahren. Grundlagen und regionale Unterschiede, Age 
Report IV. Seismo-Verlag; 2019.

 4. Glendinning C, Tjadens F, Arksey H, Morée M, Moran N, 
Nies H. Care Provision Within Families and Its Socio-
Economic Impact on Care Providers. Social Policy Research 
Unit, University of York Heslington; 2009.

 5. de Oiveria DC, Vass C, Aubeeluck A. Ageing and quality of 
life in family carers of people with dementia being cared for at 
home: a literature review. Qual Prim Care. 2015;23(1):18-30.

 6. Parmar J, Jette N, Brémault-Phillips S, Holroyd-Leduc J. 
Supporting people who care for older family members. Can 
Med Assoc J. 2014;186(7):487-488. doi:10.1503/cmaj.131831

 7. Greenwood N, Habibi R. Carer mentoring: A mixed methods 
investigation of a carer mentoring service. Int J Nurs Stud. 
2014;51(3):359-369. doi:10.1016/j.ijnurstu.2013.06.011

 8. Kenny P, King MT, Hall J. The physical functioning and men-
tal health of informal carers: evidence of care-giving impacts 
from an Australian population-based cohort. Health Soc Care 
Community. 2014;22(6):646-659 doi:10.1111/hsc.12136

 9. Hautsalo K, Rantanen A, Astedt-Kurki P. Family functioning, 
health and social support assessed by aged home care clients 
and their family members. J Clin Nurs. 2013;22(19/20):2953-
2963. doi:10.1111/j.1365-2702.2012.04335.x

 10. Sigurdardottir SH, Sundstrom G, Malmberg B, Bravell ME. 
Needs and care of older people living at home in Iceland. 
Scand J Public Health. 2012;40(1):1-9. doi:10.1177/14034948 
11421976

 11. Lévesque L, Ducharme F, Caron C, et al. A partnership 
approach to service needs assessment with family caregivers 
of an aging relative living at home: a qualitative analysis of the 
experiences of caregivers and practitioners. Int J Nurs Stud. 
2010;47(7):876-887. doi:10.1016/j.ijnurstu.2009.12.006

 12. Chappell NL, Dujela C, Smith A. Caregiver well-being: 
intersections of relationship and gender. Res Aging. 
2015;37(6):623-645. doi:10.1177/0164027514549258

 13. Ris I, Schnepp W, Mahrer Imhof R. An integrative review 
on family caregivers’ involvement in care of home-dwelling 
elderly. Health Soc Care Community. 2019;27(3):e95-e111. 
doi:10.1111/hsc.12663

 14. Haesler E, Bauer M, Nay R. Staff-family relationships in the 
care of older people: a report on a systematic review. Res Nurs 
Health. 2007;30(4):385-398. doi:10.1002/nur.20200

 15. Coon DW. Resilience and family caregiving. Annu Rev 
Gerontol Geriatr. 2012;32(1):231-249. doi:10.1891/0198-
8794.32.231

 16. Walsh F. Applying a family resilience framework in training, 
practice, and research: mastering the art of the possible. Fam 
Process. 2016;55(4):616-632. doi:10.1111/famp.12260

 17. Schumacher K, Beck CA, Marren JM. Family caregivers: 
caring for older adults, working with their families. Am J 
Nurs. 2006;106(8):40-49; quiz 50. doi:10.1097/00000446-
200608000-00020

 18. Petruzzo A, Biagioli V, Durante A, et al. Influence of pre-
paredness on anxiety, depression, and quality of life in 
caregivers of heart failure patients: testing a model of path 
analysis. Patient Educ Couns. 2019;102(5):1021-1028. 
doi:10.1016/j.pec.2018.12.027

 19. Schumacher KL, Stewart BJ, Archbold PG, Caparro M, 
Mutale F, Agrawal S. Effects of caregiving demand, mutu-
ality, and preparedness on family caregiver outcomes dur-
ing cancer treatment. Oncol Nurs Forum. 2008;35(1):49-56. 
doi:10.1188/08.ONF.49-56

 20. Henriksson A, Årestedt K. Exploring factors and caregiver 
outcomes associated with feelings of preparedness for care-
giving in family caregivers in palliative care: a correlational, 
cross-sectional study. Palliat Med. 2013;27(7):639-646. 
doi:10.1177/0269216313486954

 21. Shyu YI, Yang CT, Huang CC, Kuo HC, Chen ST, Hsu WC. 
Influences of mutuality, preparedness, and balance on care-
givers of patients with dementia. J Nurs Res. 2010;18(3):155-
163. doi:10.1097/JNR.0b013e3181ed5845

 22. Gonzalez EW, Polansky M, Lippa CF, Gitlin LN, Zauszniewski 
JA. Enhancing resourcefulness to improve outcomes in fam-
ily caregivers and persons with Alzheimer's disease: a pilot 
randomized trial. Int J Alzheimer Dis. 2014;2014:323478-
323510. doi:10.1155/2014/323478

 23. Hagedoorn EI, Keers JC, Jaarsma T, van der Schans CP, 
Luttik MLA, Paans W. The association of collaboration 
between family caregivers and nurses in the hospital and 
their preparedness for caregiving at home. Geriatr Nurs. 
2020;41(4):373-380. doi:10.1016/j.gerinurse.2019.02.004

 24. Neubauer S, Holle R, Menn P, Grässel E. A valid instrument 
for measuring informal care time for people with dementia. 
Int J Geriatr Psychiatry. 2009;24(3):275-282. doi:10.1002/
gps.2103

 25. Patterson JM. Integrating family resilience and family 
stress theory. J Marital Fam Ther. 2002;64(2):349-360. 
doi:10.1111/j.1741-3737.2002.00349.x

 26. Kim H, Chang M, Rose K, Kim S. Predictors of care-
giver burden in caregivers of individuals with dementia.  
J Adv Nurs. 2012;68(4):846-855. doi:10.1111/j.1365-2648. 
2011.05787.x

 27. Pinquart M, Sörensen S. Differences between caregiv-
ers and noncaregivers in psychological health and physical 

https://orcid.org/0000-0002-6786-4490
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-2017_health_glance-2017-en
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-2017_health_glance-2017-en
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-2017_health_glance-2017-en


8 Journal of Primary Care & Community Health 

health: a meta-analysis. Psychol Aging. 2003;18(2):250-267. 
doi:10.1037/0882-7974.18.2.250

 28. Lin IF, Fee HR, Wu HS. Negative and positive caregiving 
experiences: a closer look at the intersection of gender and 
relationship. Fam Relat. 2012;61(2):343-358. doi:10.1111/
j.1741-3729.2011.00692.x

 29. McCubbin HI, Patterson JM. The family stress process: the 
double ABCX model of adjustment and adaptation. Marriage 
Fam Rev. 1983;6(1–2):7-37.

 30. Schumacher KL, Stewart BJ, Archbold PG. Mutuality and 
preparedness moderate the effects of caregiving demand on 
cancer family caregiver outcomes. Nurs Res. 2007;56(6):425-
433. doi:10.1097/01.NNR.0000299852.75300.03

 31. Toljamo M, Perälä M-L, Laukkala H. Impact of caregiv-
ing on Finnish family caregivers. Scand J Caring Sci. 
2012;26(2):211-218. doi:10.1111/j.1471-6712.2011.00919.x

 32. Wittenberg Y, de Boer A, Plaisier I, Verhoeff A, Kwekkeboom 
R. Informal caregivers’ judgements on sharing care with home 
care professionals from an intersectional perspective: the 
influence of personal and situational characteristics. Scand J 
Caring Sci. 2019;33(4):1006-1016. doi:10.1111/scs.12699

 33. Nijboer C, Triemstra M, Tempelaar R, Mulder M, Sanderman 
R, van den Bos GA. Patterns of caregiver experiences among 
partners of cancer patients. Gerontologist. 2000;40(6):738-
746. doi:10.1093/geront/40.6.738

 34. Mafullul YM. Burden of informal carers of mentally infirm 
eldery in Lancashire. East Afr Med J. 2002;79(6):291-298.

 35. Lee Y, Penning M. The determinants of informal, formal, and 
mixed in-home care in the Canadian context. J Aging Health. 
2019;31(9):1692-1714. doi:10.1177/0898264318789579

 36. Park EO, Schumacher KL. The state of the science of family 
caregiver-care receiver mutuality: a systematic review. Nurs 
Inq. 2014;21(2):140-152. doi:10.1111/nin.12032

 37. Mahrer-Imhof R, Hediger H, Naef R, Bruylands M. 
[Development of a nurse-led family counseling program for 
families of the elderly: the first cycle of a community-based 
action research project (CBPR)]. Pflege. 2014;27(4):231-241. 
doi:10.1024/1012-5302/a000371

 38. Archbold PG, Stewart BJ, Greenlick MR, Harvath T. 
Mutuality and preparedness as predictors of caregiver role 
strain. Res Nurs Health. 1990;13(6):375-384. doi:10.1002/
nur.4770130605

 39. Lyons KS, Sayer AG, Archbold PG, Hornbrook MC, Stewart 
BJ. The enduring and contextual effects of physical health 
and depression on care-dyad mutuality. Res Nurs Health. 
2007;30(1):84-98. doi:10.1002/nur.20165

 40. Kneeshaw MF, Considine RM, Jennings J. Mutuality and pre-
paredness of family caregivers for elderly women after bypass 
surgery. Appl Nurs Res. 1999;12(3):128-135. doi:10.1016/
s0897-1897(99)80034-2

 41. Lewis L. Family caregiving. Discussion and recommenda-
tions. Am J Nurs. 2008;108(9 Suppl):83-87. doi:10.1097/01.
NAJ.0000336430.18806.b2

 42. Karlsson SG, Johansson S, Gerdner A, Borell K. Caring 
while living apart. J Gerontol Soc Work. 2007;49(4):3-27. 
doi:10.1300/J083v49n04_02

 43. Wright LM, & Leahey M. Nurses and Families: A Guide to 
Family Assessment and Intervention, 6th ed. F.A. Davis; 2013.

 44. Yang CT, Liu HY, Shyu YI. Dyadic relational resources 
and role strain in family caregivers of persons living with 
dementia at home: a cross-sectional survey. Int J Nurs Stud. 
2014;51(4):593-602. doi:10.1016/j.ijnurstu.2013.09.001

 45. Naef R, Hediger H, Imhof L, Mahrer-Imhof R. Variances in 
family carers’ quality of life based on selected relationship 
and caregiving indicators: a quantitative secondary analysis. 
Int J Older People Nurs. 2017;12(2):e12138. doi:10.1111/
opn.12138

 46. Karlstedt M, Fereshtehnejad SM, Winnberg E, Aarsland D, 
Lökk J. Psychometric properties of the mutuality scale in 
Swedish dyads with Parkinson’s disease. Acta Neurol Scand. 
2017;136(2):122-128. doi:10.1111/ane.12706

 47. Fillenbaum GG. Multidimensional Functional Assessment of 
Older Adults OARS Multidimensional Functional Assessment 
Questionnaire. Duke University Center for the Study of 
Aging and Human Development; 1988.

 48. Sussman T, Regehr C. The influence of community-based ser-
vices on the burden of spouses caring for their partners with 
dementia. Health Soc Work. 2009;34(1):29-39. doi:10.1093/
hsw/34.1.29

 49. Astedt-Kurki P, Tarkka MT, Paavilainen E, Lehti K. 
Development and testing of a family nursing scale. West J Nurs 
Res. 2002;24(5):567-579. doi:10.1177/019394590202400508

 50. Kahn RL, Antonucci TC. Convoys over the life course: 
attachment, roles, and social support. In: Baltes PB and  
Brim O (eds) Life-Span Development and Behavior. 
Academic Press; 1980.

 51. Tarkka MT, Paavilainen E, Lehti K, Astedt-Kurki P. 
In-hospital social support for families of heart patients. 
J Clin Nurs. 2003;12(5):736-743. doi:10.1046/j.1365-
2702.2003.00771.x

 52. Paavilainen E, Lehti K, Astedt-Kurki P, Tarkka MT. Family 
functioning assessed by family members in Finnish families 
of heart patients. Eur J Cardiovasc Nurs. 2006;5(1):54-59. 
doi:10.1016/j.ejcnurse.2005.10.002

 53. Hakio N, Rantanen A, Åstedt-Kurki P, Suominen T. Parents’ 
experiences of family functioning, health and social support 
provided by nurses–a pilot study in paediatric intensive care. 
Intensive Crit Care Nurs. 2015;31(1):29-37. doi:10.1016/j.
iccn.2014.08.001

 54. Demidenko J, Routasalo P, Helminen M, Åstedt-Kurki P, 
Paavilainen E, Suominen T. Social support received by the 
family of older patients in emergency department: a cross-
sectional study. Clin Nurs Stud. 2017;6(2):1. doi:10.5430/cns.
v6n2p1

 55. Østergaard B, Pedersen KS, Lauridsen J, Nørgaard B, Jeune B. 
Translation and field testing of the family functioning, family 
health and social support questionnaire in Danish outpatients 
with heart failure. Scand J Caring Sci. 2018;32(2):554-566. 
doi:10.1111/scs.12479

 56. Ris I, Schnepp W, Mahrer Imhof R. Psychometric evaluation 
of the German version of a social support scale of FAFHES 
(family functioning, family health and social support). Scand 
J Caring Sci. 2020;34(1):34-43. doi:10.1111/scs.12700

 57. Tetz KB, Archbold PG, Stewart BJ, Messecar D, Hornbrook 
MC, Lucas SA. How frail elders evaluate their caregiver’s role 
enactment: a scale to measure affection, skill, and attentiveness. 



Ris et al 9

J Fam Nurs. 2006;12(3):251-275. doi:10.1177/107484070 
6291554

 58. Schafer JL, Graham JW. Missing data: our view of the 
state of the art. Psychol Methods. 2002;7(2):147-177. 
doi:10.1037//1082-989x.7.2.147

 59. Cohen J, Cohen P, West SG, Aiken LS. Applied Multiple 
Regression/Correlation Analysis for the Behavioral Sciences, 
3rd ed. Routledge; 2015.

 60. Tabachnick BG, Fidell LS. Mulitvariate Analysis. Using 
Multivariate Statistics, 6th ed. Pearson Education; 2014.

 61. Bland M. An Introduction to Medical Statistics. Oxford 
University Press; 2015.

 62. Fringer A, Kiener L, Schwarz N. Situation of family care-
givers in the city of St.Gallen (SitPA-SG). Research proj-
ect commissioned by the city of St.Gallen. final report. 
(Situation pflegender Angehöriger in der Stadt St.Gallen 
(SitPA-SG). Forschungsprojekt im Auftrag der Stadt St.Gallen. 
Abschlussbericht). 2013.

 63. Imhof L, Naef R, Wallhagen MI, Schwarz J, Mahrer-Imhof R. 
Effects of an advanced practice nurse in-home health consul-
tation program for community-dwelling persons aged 80 and 
older. J Am Geriatr Soc. 2012;60(12):2223-2231.

 64. Lyons KS, Stewart BJ, Archbold PG, Carter JH. Optimism, pes-
simism, mutuality, and gender: predicting 10-year role strain in 

Parkinson’s disease spouses. Gerontologist. 2009;49(3):378-
387. doi:10.1093/geront/gnp046

 65. Pinquart M, Sörensen S. Correlates of physical health of infor-
mal caregivers: a meta-analysis. J Gerontol B Psychol Sci Soc 
Sci. 2007;62(2):126-137. doi:10.1093/geronb/62.2.p126

 66. Harris GJ. Caregiver Well-Being: Factors Influencing 
Positive Outcomes in the Informal Caregiving Process. The 
Florida State University; 2009.

 67. Friedemann M-L, Newman FL, Buckwalter KC, Montgomery 
RJ. Resource need and use of multiethnic caregivers of elders 
in their homes. J Adv Nurs. 2014;70(3):662-673. doi:10.1111/
jan.12230

 68. Egdell V. Who cares? Managing obligation and responsi-
bility across the changing landscapes of informal demen-
tia care. Ageing Soc. 2013;33(5):888-907. doi:10.1017/
S0144686X12000311

 69. Greenland S, Maclure M, Schlesselman JJ, Poole C, 
Morgenstern H. Standardized regression coefficients: a fur-
ther critique and review of some alternatives. Epidemiology. 
1991;2:387-392.

 70. Greenland S, Schlesselman JJ, Criqui MH. The fallacy of 
employing standardized regression coefficients and correla-
tions as measures of effect. Am J Epidemiol. 1986;123(2): 
203-208.


