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Abstract
Objectives: To understand the nature and effectiveness of interventions aimed at improving informal

stroke caregiver burden, stress, and strain.

Data sources: In line with Preferred Reporting Items for Systematic Reviews and Meta-Analyses guide-

lines, a systematic search of CENTRAL, CINAHL, MEDLINE, Embase, APA PsycInfo, and Web of Science

was conducted in May 2022.

Reviewmethods: Studies were eligible if they included an intervention designed for informal stroke care-

givers, reported on caregiver burden, strain, or stress, were published in English, and used a randomized

controlled trial design. An updated search was conducted in June 2024. The methodological quality of stud-

ies was appraised using the Cochrane risk-of-bias tool for randomized trials. The data were pooled, and a

meta-analysis was completed for caregiver burden and strain outcomes.

Results: Nineteen studies met inclusion criteria and were meta-analyzed. Interventions ranged from 4

days to 12 months. Most studies incorporated educational and/or support components. Meta-analyses

revealed nonsignificant effects on caregiver burden or strain. Significant between-group differences for

caregiver strain and burden were, however, found in seven studies.

Conclusion: Limited studies, small sample sizes, and conflicting results made definitive conclusions on the

most effective intervention characteristics for improving caregiver outcomes difficult. Of the 19 studies,

seven found significant between-group differences for caregiver outcomes postintervention, and these

tended to incorporate educational components and comprised between seven and nine sessions.

Further high-quality research is required to identify optimal format, duration, and frequency for improving

caregiver outcomes.
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Globally, stroke remains the second leading cause
of death, and third leading cause of death and dis-
ability combined.1,2 The majority of stroke survi-
vors will live in the community following a
stroke and often require ongoing assistance.3–5

Informal caregivers provide ongoing support to
meet the needs of stroke survivors, especially
with community participation, and overcoming
activity restrictions.6,7 Providing ongoing care can
result in caregiver burden, stress, and strain.8

Previous systematic reviews have explored the
effectiveness of interventions on the health, quality
of life, and/or well-being outcomes of stroke care-
givers.9–11 A review by Legg et al.12 evaluated the
effectiveness of interventions targeting informal
stroke caregivers on outcomes such as caregiver
stress and strain. This review included eight rando-
mized controlled trials and found no significant result
for stress or strain, with the exception of one study.13

Another review by Rubbens et al.14 investigated the
effectiveness of interventions to reduce burden and
strain in informal stroke caregivers. Findings demon-
strated a dearth of evidence, and due to the variability
of interventions, the optimal type and length of inter-
vention to reduce caregiver burden and strain was
unclear. The field of research has grown considerably
since these reviews were published.

Therefore, the aim of this systematic review was
to examine the nature and effectiveness of interven-
tions designed to improve outcomes for informal
caregivers of stroke survivors and answer the fol-
lowing research questions:

1. What are the characteristics of interventions
designed for informal caregivers of stroke
survivors?

2. What approaches were used to inform inter-
vention development?

3. Are interventions aiming to improve care-
giver burden, stress, or strain effective?

Methods

In line with Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines
(Supplementary Appendix S1),15 the systematic
review protocol was prospectively registered on
PROSPERO (ID: CRD42022315940). A systematic
search of Cochrane Central Register of Controlled
Trials (CENTRAL), CINAHL (EBSCO),
MEDLINE (Ovid), Embase (Ovid), APA PsycInfo
(EBSCO), and Web of Science was conducted in
May 2022. A search strategy was developed based
on terms related to population, study design, and out-
comes, and date limiters were set for January 2010
throughMay 2022 to provide a summary of evidence
based on recent published interventions in the field
(Supplementary Appendix S2). No organizations,
websites, or clinical registers were used to identify
studies. The search strategy was reexecuted, covering
the period from May 2022 to June 2024 to identify
new studies.

Studies were eligible for inclusion in this review
if they met the following criteria: (1) informal care-
givers were aged 18 years and over, regardless of the
length of the caregiving role; (2) inclusion of a non-
pharmacological interventions designed for care-
givers; (3) interventions were implemented in an
acute, rehabilitation, or home setting; (4) caregiver
burden, stress, or strain was included as an
outcome; and (5) studies used a randomized con-
trolled trial design. For the purpose of this review,
informal caregivers were defined as individuals
who provide unpaid care to someone who needs it
within the context of an existing relationship (e.g.,
family member, neighbor, friend).16 Studies that
included paid carers were excluded. Studies were
also excluded if stroke survivors resided in a residen-
tial care facility as evidence suggests the needs and
challenges of these carers can differ substantially.17

Following database searches, records were iden-
tified and imported into Covidence.18 After
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removal of duplicates, two reviewers (MJ and ND)
independently screened the title and abstract and
full text of articles based on the selection criteria.
This process was monitored by a third researcher

(ESG) to resolve any conflicts. Reference lists of
included studies were inspected for additional
studies. The full screening process is described in
Figure 1. When articles were selected, two

Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram.
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reviewers independently extracted data from each
study using a standard recording form. The follow-
ing data were extracted from each study: (1) author
and year of publication; (2) participant characteris-
tics and country; (3) study design, intervention
details (duration, frequency, delivery, type), com-
parison; (4) outcome measures; and (5) main care-
giver outcomes (i.e., between-group difference).
The primary outcome measures extracted from
each study were any changes in caregiver burden,
stress, or strain. If data were missing, the corre-
sponding author of the study was contacted by
email.

The risk of bias was assessed independently by
two reviewers (MJ and ESG) using the Cochrane
risk-of-bias tool for randomized trials
(Supplementary Figure S1).19 Using this tool,
studies were evaluated across five domains for
potential selection, performance, detection, attri-
tion, and reporting bias. For each domain,
reviewers used the tool’s suggested algorithm to
assign an overall rating of “low risk of bias”,
“some concerns”, or “high risk of bias”, and then
assigned an overall risk of bias to each study. An
overall judgment of “low risk” was assigned
when a study was assessed to be low risk of bias
for all domains, whereas studies assigned “some
concerns” for at least one domain were assigned
an overall judgment of “some concerns.” A study
was judged to be at “high risk of bias” where
“some concerns” had been assigned for multiple
domains or at least one domain was scored as
“high risk.”

All studies were pooled for meta-analysis. The
summary measure was the size of the intervention
effect on caregiver burden and strain at intervention
end. All outcomes for caregiver burden and strain
were continuous and multiple measurement scales
were used across the studies; thus, a standardized
mean difference was used (i.e., Hedge’s g).9,20 A
random effects model was used in this study as
the included studies were assumed to be varied
yet similar intervention effects.9,20 The pooled
effect was calculated for burden and strain
between the intervention and control group from
baseline to postintervention follow up. For each
analysis, a forest plot showing the effect of the

intervention on caregiver burden and strain was
generated. For this study, a negative value of
Hedges’ g indicates an effect favoring the interven-
tion, while a positive value indicates the opposite.
Values of Hedges’ g indicated effect sizes that
were categorized as small (0.2), medium (0.5), or
large (0.8 or greater). Heterogeneity across
studies was assessed using the I2 statistic. In the
event where heterogeneity was found (I2>50%),
meta-regression was used to test the impact of
potential effect modifiers (i.e., baseline caregiver
age, baseline stroke survivor age, caregiver sex
etc.). Stata version 17 (StataCorp LLC, College
Station, TX, USA) was used to conduct the
meta-analyses.

Publication bias was assessed using funnel plots
(Supplementary Figure S5) and Egger’s regression
test.

Results

Following database searches, 6351 records were
identified. After duplicates were removed, a
total of 3394 records were screened for title and
abstract. A total of 3301 articles were excluded
after title and abstract screening, leaving 93 full-
text articles to be screened for eligibility. Two
additional studies21–23 were identified through
an updated database search in June 2024. A
total of 19 studies were deemed eligible and all
qualified for meta-analysis.21–39

Characteristics of the included studies are listed
in Table 1. Of the 19 randomized controlled trials,
two were feasibility studies,30,36 and three were
pilot trials21,32,33 which were not powered to
detect a significant change in caregiver outcomes.
Of these studies, eight involved the participation
of informal caregivers and stroke survivors (dyad
interventions)21–23,25,27,33,35,38 and 11 involved
caregiver participation only.24,26,28–32,34,36,37,39

Included studies were conducted in nine countries,
China (n= 5), Australia (n= 3), Türkiye (n= 3),
Iran (n= 2), United States (n= 2), Brazil (n= 1),
Egypt (n= 1), Thailand (n= 1), and United
Kingdom (n= 1). All studies assessed intervention
effects directly after the intervention, four studies
assessed intervention effect at six months,29,31,35,37
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and three studies completed a 12-month follow up
assessment of intervention effect.26,35,37

The total sample size recruited across all
included studies was 1440 informal caregivers,
and sample sizes ranged from 1733 to 12825 care-
givers. The caregivers in most studies were pre-
dominately female (mean 72%). Of the studies
that reported caregiver mean age this ranged from
41.127 to 70.034 years (median 53.7 years) for the
intervention group and 40.6 to 69.8 years (median
53.9 years) for the control group. Among the
studies that reported length of caregiving, this
ranged from 14.5 days27 to 10 years.39 From the
studies that reported caregiver relationship (n=
14),21,24–29,31–36,38 most of the caregivers recruited
were a partner (46.2%) or a child (34.5%) of the
stroke survivor. In addition, several studies (n=
9)21,22,24–26,28,29,31,38 reported living arrangements
of caregivers, and within these studies 81.7% of
caregivers lived with the stroke survivor.

End of intervention retention within included
studies ranged from 39%35 to 98%34 (median
81.5) in the intervention groups, and from 50%35

to 97%24 (median 75) in the control group.
Interventions were conducted within acute or

rehabilitation settings (n= 6),21,25,27,28,33,37

community (n= 2),29,36 caregivers’ home
(n= 5),23,26,34,38,39 or across multiple settings
(n= 6).22,24,30–32,35 Nine interventions were deliv-
ered face-to-face,24,26,27,30,31,33,34,36,37 seven
through a combination of telephone and
face-to-face sessions,21–23,25,28,29,39 and three inter-
ventions offered flexible modes such as a website,
skype, telephone, or emails.32,35,38 Fourteen
studies included interventions that were delivered
on an individual basis,21,22,24–26,28,30,32,34,35,37–39

four delivered on a group basis,23,27,31,33 and
two provided a choice between individual or
group delivery.29,36 Interventions were delivered
by nurses (n= 10),21–27,29,31,32 researchers
(n= 3),36,37,39 psychologists (n= 2),34,35 occupa-
tional therapists (n= 1),28 or multidisciplinary
teams (n= 3).30,33,38

Majority of studies incorporated more than one
component such as peer support, psychoeducation,
and problem-solving.21,23–25,27–29,31,33,36–39 A total
of nine studies incorporated an educational and/or

support component focused on stroke risk factors,
positioning and transfers, disease management,
and stress management.22–24,26,28,30,31,33,38 One of
these educational interventions also incorporated
a physical activity component which comprised
circuit training with strength training.33 Four
studies delivered psychoeducational programs
which focused on skill building and providing
stroke education in combination with psychothera-
peutic strategies (i.e., counseling).21,25,29,35 Within
other studies (n= 3) participants received education
and training on how to complete relaxation exer-
cises,36,37,39 and two interventions included
problem-solving techniques such as providing care-
givers with virtual problems to solve.27,32 The
remaining intervention utilized reminiscence
therapy to encourage participants to recall memor-
ies on various topics including childhood, dreams,
and hobbies.34

Interventions varied considerably in duration
and total number of intervention sessions.
Intervention duration ranged from 4 days27 to 12
months37 (median 56 days), and total number of
intervention sessions offered ranged from 326 to
24 sessions37,39 (median eight sessions).
Intervention sessions within the studies also
varied in length. The majority of sessions (n= 14)
ranged from 30 to ≤90 min,21–28,30–32,34,35,39

whereas three studies had sessions that were
between 90 min to 2 h and 30 min.29,33,36 One
intervention involved participants engaging in
muscle relaxation for approximately 28 min three
times per week.39 Of the interventions that incorpo-
rated telephone contact, these sessions ranged from
30 to 60 min and telephone contact was made
approximately three to six times throughout the
intervention.25,28,29

Fourteen studies reported caregiver burden as an
intervention outcome.21–24,26,27,29,30,32,34,36–39 Of
these studies, eight22,23,29,30,32,36,37,39 used the
Zarit Burden Interview40 to measure burden, and
four21,24,27,34 used the Caregiver Burden
Inventory.41 The remaining studies (n= 2)26,38

used the Caregiver Burden Scale (n= 1)42 or Bakas
Caregiving Outcomes Scale (n= 1).43 Six studies
reported on caregiver strain23,25,28,31,33,35 and utilized
the Caregiver Strain Index44 (n= 5)23,25,28,33,35 or
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Family Strain Index45 (n= 1).31 Two studies30,31

measured caregiver stress using the Adult Carer
Quality of Life Questionnaire (n= 1)46 or Family
Stressors Index (n= 1).45

Study quality

The methodological quality of studies is presented
in Supplementary Figure S1. Eight studies were
rated as “high risk”,22,27,31,33,35,37–39 six were
rated as “some concerns”,21,23,24,29,30,34 and five
were rated as “low risk” of bias
overall.25,26,28,32,36 Two studies reported that parti-
cipants were blinded to group allocation.30,31

Overall, 17 studies were not able to blind partici-
pants and researchers to intervention assignment
due to the nature of the interventions. Concerns
regarding performance bias were raised in two
studies due to missing information and not using
intention to treat analysis.31,35 In addition, some
concerns were identified across eight studies due
to outcome measurement which was mostly attrib-
uted to unblinded outcome asses-
sors.27,29,31,33,35,37–39 Using Cohen’s kappa,47 the
interrater reliability between two reviewers was
0.80, indicating a high level of agreement. A sen-
sitivity analysis of studies by risk of bias for
burden and strain outcomes generally revealed
that studies with a higher risk of bias showed
more favorable effects compared to studies with
a lower risk of bias (Supplementary Figure S2
and S3).

Approaches used to inform intervention
development

Thirteen studies utilized an approach such as a
framework, model, or formative work to guide
intervention components, identify session objec-
tives, and for the development of strategies to
achieve objectives.21,23,25–32,34–36 Twelve studies
adopted a theoretical model or framework to guide
their intervention approach.21,25,27–29,31,32,34,36 This
included models such as the Health Belief Model,28

Biopsychosocial model,36 problem-solving and
stress models (i.e., caregiving stress process model,
problem-solving model),25,32 and family-centered

models (i.e., Family-Centered Empowerment
Model, the resiliency model of family stress).27,31

Theories and frameworks such as a dialogical and
problematizing educational approach (n= 1),26

stress coping theory (n= 2),30,32 and a collaborative
therapy framework (n= 1)35 were also used. Seven
studies utilized formative work to guide intervention
format, content, length, and delivery.21,28,32,34–36,38

Formative work comprised the use of qualitative
methodology (n= 4) (i.e., questionnaires, focus
groups, or interviews),23,28,36,38 the completion of
systematic reviews (n= 2),21,35 and the use of an
advisory panel and pilot study (n= 1).32

Effectiveness of interventions

Fourteen studies evaluated the effects of a
stroke caregiver intervention on caregiver
burden.21–24,26,27,29,30,32,34,36–39 Findings from the
meta-analysis (Supplementary Figure S4) revealed
no overall significant difference in reduction in
caregiver burden (Hedge’s g=−0.40, 95% CI
[−0.81 to 0.01], p= 0.05). Heterogeneity was
high (T2= 0.54, I2= 89.2%) and no predictors
explained this variation. A visual inspection of a
funnel plot (Supplementary Figure S5) and
Egger’s regression test (p= 0.33) suggested no
publication bias.

A small number of studies (n= 6) found statis-
tically significant between-group differences for
caregiver burden postintervention.21,22,24,27,30,34

Of these studies, five incorporated an intervention
with an educational component21,22,24,27,30 and
one used reminiscence therapy.34 The majority (n
= 4) of these interventions21,24,30,34 included
between seven and nine sessions, and one study
included four sessions.27 These intervention ses-
sions were delivered on a daily,27 weekly,21,30,34

monthly,22 or on a sporadic basis.24 Of these
studies that found statistically significant
between-group difference, end of intervention reten-
tion ranged from 78%27 to 97%24 in the intervention
groups, and from 75%27 to 97%24 in the control
groups. From the studies that found mean difference
between the intervention and control group, the
majority (n= 4) were rated as “some
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concerns”,21,24,30,34 and two studies received an
overall rating of “high risk”.22,27

Six studies reported on the effectiveness of a
stroke caregiver intervention on reducing caregiver
strain.23,25,28,31,33,35 Five studies had the necessary
data to be included in the meta-analysis
(Supplementary Figure S6).25,28,31,33,35 Findings
from the meta-analysis showed no effect on redu-
cing caregiver strain (Hedge’s g=−0.14, 95% CI
[−0.45 to 0.17], p= 0.38). Heterogeneity was low
(T2= 0.59, I2= 48.7%). Egger’s regression test (p
= 0.40) and review of funnel plot (Supplementary
Figure S7) resembled no significant asymmetry
between studies and suggested no bias from
smaller studies. Thus, no statistically significant
evidence of publication bias was evident.

Two studies tested the effectiveness of interven-
tions on reducing caregiver stress.30,31 One study uti-
lized a benefit finding intervention and found a
nonsignificant (p= 0.0549) between-group differ-
ence for caregiver stress postintervention.30 The
second study also found no statistically significant
changes within the intervention or control group for
family stressors (p= 0.512) or family distress (p=
0.924) outcomes.31

Discussion

This review aimed to determine the nature and effect-
iveness of interventions designed to improve out-
comes for informal stroke caregivers. Overall,
meta-analyses revealed interventions were not effect-
ive in reducing burden or strain. In addition, we
found no evidence that interventions were effective
at reducing caregiver stress. A possible explanation
for these findings could be the variation in the type
of intervention, session frequency, and length of
intervention. An alternative explanation could be
the small sample size in pilot studies that were not
powered to detect change.21,30,32,33,36 In addition,
the majority of studies within this review did not
use a codesign approach or complete formative
work to inform intervention design and implementa-
tion. Evidence suggests, however, the use of a code-
sign approach is recommended to inform the
development of relevant client-centered interven-
tions and can lead to more effective

interventions.48,49 Similarly, included studies were
conducted across various settings, which made it
challenging to draw meaningful comparisons of
intervention effect.

A few studies within this review found significant
between-group differences for caregiver burden and
strain postintervention.21,22,24,25,27,30,34 The majority
of these studies, however, were rated overall as
“some concerns” for risk of bias, primarily due to
inadequate or unclear concealment of allocation.
Five of these studies, included between seven and
nine intervention sessions with an educational com-
ponent.21,24,25,27,30 Most interventions that incorpo-
rated an educational component, focused primarily
on skills and training related to the stroke survivor.
This is consistent with literature, which suggests
within the first three months of the caregiving role,
caregivers often report needing information and edu-
cation on medication, treatment, and managing
medical emergencies.50 When caregivers at this
stage are not provided with education and informa-
tion, it can result in uncertainty and anxiety.
Similarly, a review by Bakas et al.11 found that inter-
ventions combining psychoeducation and skill build-
ing within five and nine sessions may improve
caregiver outcomes.

In line with the findings of the current study,
previous reviews found no statistically signifi-
cant effects on caregiver outcomes.9,11 A
meta-analysis by Cheng et al.25 found a small
but nonsignificant effect of psychoeducational
interventions on reducing caregiver burden in
family caregivers. Whereas a meta-analysis by
Chin et al.9 found a statistically significant
reduction in depressive symptoms for
technology-based interventions with an
element of structured education. This review,
however found no significant effects on other
outcomes such as caregiver burden. Uniquely
the current review reported on the use of
approaches to inform intervention development,
which may influence the effectiveness of
interventions.

The majority of caregivers recruited within
this review were a partner or child of the stroke
survivor. This is reflective of statistics from
countries within the Organisation for Economic
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Co-operation and Development.51 Additionally,
most studies within this review included predomin-
antly female caregivers. This is reflective of global
demographics which indicate that most caregivers
(paid and unpaid), regardless of location and
income level, are women.52 The mean age of care-
givers ranged from 40.6 to 70.0 years. This sample
represents the average age of primary carers within
countries such as Australia,53 United States,54 and
United Kingdom.55 There is a shift in global demo-
graphics with an increase in prevalence of young
carers (2%–8%) between 2001 and 2011,56

however, research indicates that young caregivers
(aged ≤25 years) are often overlooked in research
and policy.57,58 Based on limited evidence, young
caregivers may experience unique challenges,
including restricted peer networks, employment,
and educational opportunities.59

Studies within this review recruited caregivers at
different time points in their caregiving role. As the
caregiving trajectory can be nonlinear, the needs of
stroke caregivers can change over time. Predictors
such as time spent caregiving, lifestyle restrictions,
and number of caregiving tasks are associated with
burden at different time points.60,61 Therefore, it is
important that where possible, interventions are
designed to suit the specific needs of caregivers at
different time points.

There are several strengths and limitations
within this review. Through use of the PRISMA
guidelines this review was conducted in a rigorous
manner, reducing inherent bias and error.
Moreover, the use of meta-analysis and the
Cochrane Risk of Bias tool further strengthened
this review. The findings of this review should be
interpreted with consideration given potential lim-
itations. First, although approximately 68% of
included studies were conducted in non-English
speaking countries, only articles published in
English were included. Similarly, grey literature
was not searched. This may introduce language
bias and exclude alternative perspectives published
in nonmainstream sources. Second, meta-analysis
indicated high levels of heterogeneity for caregiver
burden, and no predictors explained this variation.
In addition, analyses were limited to postinterven-
tion results due to variation in intervention length

and data collection points, so the long-term effect
could not be established. Third, the majority of
studies within this review scored an overall
quality rating of “some concerns” or “high risk,”
indicating a lower research quality, and highlight-
ing a need for high-quality interventions in this
population. Finally, in line with previous reviews,
most of the included studies recruited predomin-
antly female caregivers, so the impact of these
interventions on male caregivers remains unclear.

This review demonstrates the importance of
equipping caregivers with necessary skills and
support, to reduce caregiver burden, stress, and
strain. High-quality trials are needed to facilitate
recommendations regarding the optimal interven-
tion, type, frequency, and length of sessions.
Similarly, future studies should consider a codesign
approach and recruit diverse samples of caregivers
including male carers and young carers who are
underrepresented in research and policy.

Clinical messages

• High-quality interventions that use a code-
sign approach to inform design and imple-
mentation are needed.

• Future studies should consider recruiting
diverse samples of caregivers including
male and young carers.
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22. BİTek DE and Erol Ö. The effect of discharge training and
telephone counseling service on patients’ functional status
and caregiver burden after stroke: a randomized controlled
trial. Neurol Asia 2023; 28: 583–592.

23. Deepradit S, Powwattana A, Lagampan S, et al.
Effectiveness of a family-based program for post-stroke
patients and families: a cluster randomized controlled trial.
Int J Nurs Sci 2023; 10: 446–455.

24. Ashghali Farahani M, Najafi Ghezeljeh T, Haghani S, et al.
The effect of a supportive home care program on caregiver
burden with stroke patients in Iran: an experimental study.
BMC Health Serv Res 2021; 21: 46.

25. Cheng HY, Chair SY and Chau JPC. Effectiveness of a
strength-oriented psychoeducation on caregiving compe-
tence, problem-solving abilities, psychosocial outcomes
and physical health among family caregiver of stroke survi-
vors: a randomised controlled trial. Int J Nurs Stud 2018; 87:
84–93.

26. Day CB, Bierhals C, Mocellin D, et al. Nursing Home Care
Intervention Post Stroke (SHARE) 1 year effect on the
burden of family caregivers for older adults in Brazil: a ran-
domized controlled trial.Health Soc Care Community 2021;
29: 56–65.

27. Deyhoul N, Vasli P, Rohani C, et al. The effect of family-
centered empowerment program on the family caregiver

1444 Clinical Rehabilitation 38(11)

https://orcid.org/0000-0003-4677-8646
https://orcid.org/0000-0003-4677-8646
https://orcid.org/0000-0003-4677-8646
https://www.stroke.org/en/life-after-stroke/stroke-rehab/rehab-therapy-after-a-stroke#:~:text=More%20than%2080%25%20of%20stroke
https://www.stroke.org/en/life-after-stroke/stroke-rehab/rehab-therapy-after-a-stroke#:~:text=More%20than%2080%25%20of%20stroke
https://www.stroke.org/en/life-after-stroke/stroke-rehab/rehab-therapy-after-a-stroke#:~:text=More%20than%2080%25%20of%20stroke
https://www.stroke.org/en/life-after-stroke/stroke-rehab/rehab-therapy-after-a-stroke#:~:text=More%20than%2080%25%20of%20stroke
http://www.covidence.org


burden and the activities of daily living of Iranian patients
with stroke: a randomized controlled trial study. Aging
Clin Exp Res 2020; 32: 1343–1352.

28. Eames S, Hoffmann T, Worrall L, et al. Randomised con-
trolled trial of an education and support package for stroke
patients and their carers. BMJ Open 2013; 3: e002538.

29. Elsheikh MA, Moriyama M, Rahman MM, et al. Effect of a
tailored multidimensional intervention on the care burden
among family caregivers of stroke survivors: a randomised
controlled trial. BMJ Open 2022; 12: e049741.

30. Fu B, Mei Y, lin B, et al. Effects of a benefit-finding inter-
vention in stroke caregivers in communities. Clin Gerontol
2022; 45: 1317–1329.

31. Inci FHandTemelAB.The effect of the support programon the
resilience of female family caregivers of stroke patients: rando-
mized controlled trial. Appl Nurs Res 2016; 32: 233–240.

32. LeLaurin JH, Freytes IM, Findley KE, et al. Feasibility
and acceptability of a telephone and web-based stroke
caregiver intervention: a pilot randomized controlled
trial of the RESCUE intervention. Clin Rehabil 2021;
35: 253–265.

33. Marsden D, Quinn R, Pond N, et al. A multidisciplinary
group programme in rural settings for community-dwelling
chronic stroke survivors and their carers: a pilot randomized
controlled trial. Clin Rehabil 2010; 24: 328–341.

34. Mei Y, Lin B, Li Y, et al. Effects of modified 8-week rem-
iniscence therapy on the older spouse caregivers of stroke
survivors in Chinese communities: a randomized controlled
trial. Int J Geriatr Psychiatry 2018; 33: 633–641.

35. Minshall C, Castle DJ, Thompson DR, et al. A psychosocial
intervention for stroke survivors and carers: 12-month out-
comes of a randomized controlled trial. Top Stroke
Rehabil 2020; 27: 563–576.

36. Walker M, Cobley C, Whitehead P, et al. Biopsychosocial
intervention for stroke carers (BISC): results of a feasibility
randomised controlled trial. Eur Stroke J 2018; 3: 24.

37. Wang J, Liu J, Li L, et al. Effect of education and muscle
relaxation program on anxiety, depression and care burden
in caregivers of acute stroke survivors: a randomized, con-
trolled study. Medicine 2021; 100: e24154.

38. Woodward AT, Fritz MC, Hughes AK, et al. Effect of tran-
sitional care stroke case management interventions on care-
giver outcomes: the MISTT randomized trial. Soc Work
Health Care 2021; 60: 642–655.

39. Yilmaz CK, Asiret GD, Cetinkaya F, et al. Effect of progressive
muscle relaxation on the caregiver burden and level of depres-
sion among caregivers of older patients with a stroke: a rando-
mized controlled trial. Jpn J Nurs Sci 2019; 16: 202–211.

40. Zarit SH, Reever KE and Bach-Peterson J. Relatives of the
impaired elderly: correlates of feelings of burden.
Gerontologist 1980; 20: 649–655.

41. Novak M and Guest C. Application of a multidimensional
caregiver burden inventory.Gerontologist1989; 29: 798–803.

42. Elmståhl S,MalmbergB andAnnerstedt L. Caregiver’s burden
of patients 3 years after stroke assessed by a novel caregiver
burden scale. Arch Phys Med Rehabil 1996; 77: 177–182.

43. Bakas T and Champion V. Development and psychometric
testing of the Bakas Caregiving Outcomes Scale. Nurs Res
1999; 48: 250–259.

44. Robinson BC. Validation of a caregiver strain index.
J Gerontol 1983; 38: 344–348.

45. McCubbin H. FIRA-G family index of regenerativity and
adaptation-General. Family assessment inventories for
research and practice, 1987, pp. 285–302.

46. Elwick H, Joseph S, Becker S, et al. Adult Carer Quality of
Life Questionnaire (AC-QoL).

47. Cohen J. A coefficient of agreement for nominal scales.
Educ Psychol Meas 1960; 20: 37–46.

48. Chevalier JM and Buckles DJ. Thinking outside the box. In:
Participatory action research: theory and methods for
engaged inquiry. 1st ed. Milton, UK: Taylor & Francis
Group, 2019, pp.299–317.

49. Atkinson T, Brown E, Jones G, et al. “I assumed it would be
somebody who had a stroke that was doing this”: views of
stroke survivors, caregivers, and health professionals on tai-
loring a relaxation and mindfulness intervention.
Healthcare (Basel) 2023; 11: 20230131.

50. Tsai PC, Yip PK, Tai JJ, et al. Needs of family caregivers of
stroke patients: a longitudinal study of caregivers’ perspec-
tives. Patient Prefer Adherence 2015; 9: 449–457.

51. OECD. Informal carers. 2021.
52. United Nations Department of Economic Social Affairs.

World social report 2023: Leaving no one behind in an
ageing world. United Nations, 2023.

53. Australian Bureau of Statistics. Disability, ageing and
carers, Australia: Summary of findings, 2018. Canberra,
Australia: ABS, 2019.

54. National Alliance for Caregiving and AARP. Caregiving in
the United States 2020. Washington, DC, May 2020.

55. Foley N, Powell A, Kennedy S, et al. Informal Carers. Report
no. 07756. London, UK: House of Commons Library, 2023.

56. Becker S. Young carers international: reflections on 25
years of research, campaigning & life. In: In the Swedish
Family Care Competence Centre, SFCCC—Nationellt kom-
petenscentrum anhöriga; Proceedings of the 2nd
International Conference ‘Every Child has the Right to
Family’ Malmo, Sweden, 2017.

57. Hendricks BA, Kavanaugh MS and Bakitas MA. How far
have we come? An updated scoping review of young carers
in the US. Child Adolesc Soc Work J 2021; 38: 491–504.

58. Saragosa M, Frew M, Hahn-Goldberg S, et al. The young
carers’ journey: a systematic review and meta ethnography.
Int J Environ Res Public Health 2022; 19: 1–25.

59. Kaiser S and Schulze G. Between inclusion and participa-
tion: young carers who are absent from school. J Cogn
Educ Psychol 2015; 14: 314–328.

60. Graf R, LeLaurin J, Schmitzberger M, et al. The stroke care-
giving trajectory in relation to caregiver depressive symp-
toms, burden, and intervention outcomes. Top Stroke
Rehabil 2017; 24: 488–495.

61. RigbyH,GubitzGandPhillips S.A systematic reviewof care-
giver burden following stroke. Int J Stroke 2009; 4: 285–292.

Jammal et al. 1445


	 Methods
	 Results
	 Study quality
	 Approaches used to inform intervention development
	 Effectiveness of interventions

	 Discussion
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


