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This study exploring the relationship between mental healthcare practices 
and caregiver burden in home-based bedridden elderly care. Caregiving, a 
challenging task, often leads to emotional and physical strain. The study 
focuses on understanding the levels of caregiving practices and burden, as 
well as the relationship between these two factors. A quantitative survey 
was conducted among 127 caregivers using validated questionnaires. The 
Zarit Burden Interview (ZBI) measured caregiver burden, while mental 
healthcare practices were assessed using a five-point Likert scale. The 
findings revealed that caregiving practices were predominantly moderate, 
with caregivers actively engaging in communication, mental support, and 
creating a safe environment. However, certain practices, such as identifying 
mental health issues and maintaining regular sleep schedules for the 
elderly, were less frequently performed. The majority of caregivers 
reported light to moderate burden, with only a small percentage 
experiencing severe strain. Notably, a significant positive correlation was 
identified between the quality of mental healthcare practices and reduced 
caregiver burden. The study concludes that enhancing mental healthcare 
practices can alleviate caregiver burden. Recommendations include 
improved caregiver training, integration of spiritual and emotional support, 
and policy reforms to address gaps in elderly care services. By fostering 
supportive environments and accessible resources, the well-being of both 
caregivers and the elderly can be improved, reducing overall caregiving 
challenges. 

INTRODUCTION 

Caregiving has been linked to negative impacts on the physical and mental well-being of caregivers 
(Chen, et al. 2015; Lacey, McMunn, and Webb, 2019). Numerous research findings indicate the 
prevalence of depressive symptoms among caregivers tending to the elderly, with the caregiver's 
burden notably escalating when the elderly become bedridden Chiao, Wu, and Hsiao, 2015; Mendes 
et al, 2019). According to Loh et al. (2017), 40.2% of caregivers of stroke patients suffer from 
depression. Additionally, in the Canadian context, caregivers facing the responsibility of caring for 
elderly stroke patients encounter a heightened burden, primarily attributed to the increased time 
commitment required for caregiving activities (Ganapathy et al, 2015). 

Several studies have reported a significant association between bedridden elderly and cognitive 
disorders (Andrade et al., 2017). This is because mental health issues are inherently linked to the 
social, psychological, behavioural, and biological factors of individuals (Fone and Dunstan, 2006; 
Bowling, 2007; Edmans et al., 2013). It has been found that approximately 80% to 90% of the 
population residing in rural areas with mental disorders go undiagnosed and untreated (Poreddi et 
al., 2015; Högberg et al., 2012). This issue poses challenges for caregivers, patients, and also service 
providers (Chadda, 2014). 
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MATERIALS AND METHODS 

This quantitative study employed a survey method to collect data. Quantitative research involves 
statistical analysis and typically requires a minimum of 10 samples to measure variables in a study 
(Krejcie & Morgan, 1970; Cohen, 1992). In this study, 127 participants in Terengganu, Malaysia were 
selected using G*power 3.1 software, following Krejcie & Morgan, 1970 recommended sampling 
technique. A five-point Likert scale, where 1 represents "never" and 5 represents "very often," was 
used to assess five types of frequencies in the questionnaires. The questionnaires, consisting of 20 
items, focused on mental health care practices for bedridden elderly patients (Eljedi et al., 2015; 
Alhosis et al., 2012). Additionally, the Malay version of the Zarit Burden Interview scale (ZBI, 22 
items) was used to measure the burden experienced by caregivers of bedridden elderly patients. The 
ZBI comprises 22 questions with responses ranging from "never" to "almost always." A pilot study 
involving 40 caregivers was conducted to validate the usability of the questionnaire. Table 1 show 
the reliability index for mental health care practices was 0.89 in the pilot study and 0.92 in the actual 
study, as measured by Cronbach's Alpha. Similarly, the Cronbach's Alpha for caregiver burden was 
0.71 in the pilot study and 0.75 in the actual study. 

Table 1: Test of Cronbach's Alpha reliability 

Variables No. of Item Pilot Study (n = 40) Actual Study (n = 127) 

Level of emotional health care 
practices 

20 0.89 0.92 

Level of caregivers’ burden 22 0.75 0.71 

In this study, descriptive statistical analysis, including mean scores and standard deviations, was 
employed to assess the level of emotional healthcare practices for bedridden elderly patients at 
home. The interpretation of mean scores followed Pallant's (2007) guidelines, where the values are 
divided into three categories, as shown in Table 2: low (1.00 to 2.33), medium (2.34 to 3.66), and 
high (3.67 to 5.00). According to Pallant's (2007), these classifications provide a clear and practical 
framework for distinguishing the different levels of mental healthcare practices. 

Table 2: Interpretation mean score 

Mean Score Interpretation (level of practice) 
1.00 - 2.33  Low  
2.34 - 3.66  Medium 
3.67 - 5.00 High  

Source: Pallant (2007) 

The caregiver's burden level was assessed in this study using the Zarit Burden Interview score (Zarit 
et al., 1980). The score is divided into four categories as outlined in Table 3: a score of 0 to 20 
indicates little or no burden, 21 to 40 indicates mild to moderate burden, 41 to 60 indicates moderate 
to heavy burden, Finally, a score between 61 and 88 represents a severe burden, where caregiving 
responsibilities are overwhelming and may lead to substantial mental, emotional, and physical 
exhaustion. This classification provides a clear and structured approach to understanding the varying 
levels of caregiver strain and is critical for identifying those who may require additional support or 
interventions. 

Table 3: Level of burden 

Score Interpretation (level of burden) 
0 - 20  Little or no burden 
21 - 40  Light to moderate 
41 – 60  Moderate to heavy  
61 - 88 Severe 

Source: Zarit et al. (1980) 

 

Next, the data analysis techniques employed in this study included Pearson correlation and multiple 
regression analyses to determine the relationship and influence between mental healthcare practices 
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and caregiver burden levels. Pearson correlation analysis was used to identify the strength and 
direction of the relationship between the independent variable (mental healthcare practices) and the 
dependent variable (caregiver burden), where the correlation value (r) was assessed at a significance 
level of p<0.05. Subsequently, multiple regression analysis was conducted to measure the extent to 
which mental healthcare practices could predict variations in caregiver burden levels. The R² 
coefficient was used to indicate the percentage of variance in caregiver burden explained by the 
model, while the unstandardized (B) and standardized beta (β) coefficients evaluated the impact of 
each independent variable on the dependent variable. Statistical significance tests were also 
performed to ensure the model’s suitability and confirm that the identified relationships were 
statistically significant. 

 

RESULTS 

Caregiving practices by caregivers of bedridden elderly at home 

As shown in Table 4, the highest percentage of caregivers frequently engaged in mental healthcare 
practices for bedridden elderly patients. Specifically, 32.3% of caregivers often educated themselves 
about mental health-related illnesses in the elderly. Among mental care practices, caregivers were 
highly involved in effective communication, with 52.8% frequently listening and speaking to 
bedridden patients, 59.8% using appropriate and clear tones, and 54.3% employing concise yet clear 
sentences. Additionally, 33.9% provided entertainment equipment for recreational, spiritual, or 
relaxation purposes, while 42.5% regularly monitored body language to detect signs of discomfort 
or pain. 

Caregivers also frequently created a comfortable and safe environment (44.9%) and encouraged 
visits or contact from family members and friends (37.8%). A notable 42.4% promoted the 
involvement of other family members in caregiving, while 44.1% practiced privacy, comfort, and 
dignity care. Mental support was also prominent, with 52.8% treating elderly patients with respect 
and affection, 37% providing spiritual support, and 52% offering emotional presence when needed. 
Additionally, 54.3% avoided hazardous situations for the elderly, 45.7% prevented discomfort, 
46.5% ensured emotional stability, and 36.2% engaged in sensory stimulation therapy to mitigate 
cognitive decline. On the other hand, the most neglected practice, reported by 30.7% of caregivers, 
was identifying mental health issues, while 55.1% never placed visible clocks or calendars. Rare 
practices included ensuring regular sleep, with 40.2% rarely addressing this need. 

Table 4: Mental healthcare practices for bedridden elderly 

Care practices 
Never 
(n=127/%) 

Rarely 
(n=127/%) 

Sometimes 
(n=127/%) 

Always 
(n=127/%) 

Often 
(n=127/%) 

Learning about mental health-
related illnesses in the elderly. 

28 (22.0) 37 (29.1) 16 (12.6) 41 (32.3) 5 (3.9) 

Observing for signs of mental health 
issues in the elderly. 

39 (30.7) 29 (22.8) 2 (15.7) 34 (26.8) 5 (3.9) 

Listening and communicating 
effectively with the elderly. 

0 (0.00) 18 (14.2) 30 (23.6) 67 (52.8) 12 (9.4) 

Using appropriate and clear tones 
when speaking to the elderly. 

1 (0.8) 15 (11.8) 24 (18.9) 76 (59.8) 11 (8.7) 

Using concise but clear sentences 
when speaking to the elderly. 

4 (3.1) 20 (15.7) 23 (18.1) 69 (54.3) 11 (8.7) 

Providing radio/TV/VCD/CD for 
entertainment/rest/spiritual/ 
relaxation purposes for the elderly. 

41 (32.3) 26 (20.5) 11 (8.7) 43 (33.9) 6 (4.7) 

Regularly observing body language 
that indicates discomfort or pain in 
the elderly. 

27 (21.3) 24 (18.9) 18 (14.2) 54 (42.5) 4 (3.1) 

Ensuring the elderly have sufficient 
and regular sleep. 

11 (8.7) 51 (40.2) 23 (18.1) 35 (27.6) 7 (5.5) 

Creating a comfortable and safe 
room and environment. 

6 (4.7) 35 (27.6) 19 (15.0) 57 (44.9) 10 (7.9) 
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Encouraging frequent visits or 
contact from family members, 
friends, and relatives for the elderly. 

4 (3.1) 31 (24.4) 34 (26.8) 48 (37.8) 10 (7.9) 

Encouraging other family members 
to be involved in caring for and 
managing the elderly. 

19 (15.0) 18 (14.2) 24 (18.9) 54 (42.5) 12 (9.4) 

Placing visible wall clocks/bells and 
calendars for the elderly. 

70 (55.1) 6 (4.7) 6 (4.7) 34 (26.8) 11 (8.7) 

Respecting the privacy, comfort, 
and dignity of the elderly. 

8 (6.3) 28 (22.0) 17 (13.4) 56 (44.1) 18 (14.2) 

Caring for/managing the elderly 
with full respect and affection. 

1 (0.8) 17 (13.4) 17 (13.4) 67 (52.8) 25 (19.7) 

Providing spiritual support. 31 (24.4) 24 (18.9) 16 (12.6) 47 (37.0) 9 (7.1) 

Being present and offering 
emotional support when needed. 

14 (11.0) 30 (23.6) 9 (7.1) 66 (52.0) 8 (6.3) 

Avoiding the elderly from any 
hazardous situations. 

4 (3.1) 30 (23.6) 11 (8.7) 69 (54.3) 13 (10.2) 

Preventing the elderly from any 
uncomfortable situations. 

10 (7.9) 23 (18.1) 26 (20.5) 58 (45.7) 10 (7.9) 

Ensuring emotional and 
behavioural stability in the elderly. 

11 (8.7) 26 (20.5) 24 (18.9) 59 (46.5) 7 (5.5) 

Ensuring the elderly receive 
sensory stimulation therapy to 
prevent worsening cognitive 
decline. 

29 (22.8) 40 (31.5) 7 (5.5) 46 (36.2) 5 (3.9) 

Level of caregiving practices by caregivers of bedridden elderly at home 

According to Table 5, 21 caregivers (16.5%) exhibited a low level of mental healthcare practices for 
bedridden elderly individuals. A majority of 72 caregivers (56.7%) demonstrated moderate 
practices, while eight caregivers (26.8%) reported a high level of practice in this area. Overall, the 
findings indicate that caregivers’ practices in providing mental health care at home are generally 
moderate, with a mean (M) score of 2.60 and a standard deviation (SD) of 1.148. The moderate level 
of care can be attributed to the fact that most elderly individuals reside with their caregivers, allowing 
for continuous monitoring and support, which facilitates a more balanced approach to addressing 
emotional needs over time. 

The results suggest that while caregivers are able to offer regular mental care, the level of 
engagement is neither minimal nor exceedingly intensive. The moderate practices reflect the 
caregivers’ ability to maintain a stable mental environment for the bedridden elderly, likely due to 
their proximity and ongoing presence. However, these findings also highlight opportunities for 
improvement in ensuring a higher level of mental health care, which could further enhance the well-
being of bedridden elderly individuals. 

Table 5: Level of caregivers’ emotional health care practices for the bedridden elderly 

Level of Practice Frequency Percentage 
(%) 

Mean Standard 
Deviation 

Low 21 16.5 2.60 1.148 
Moderate 72 56.7 
High 34 26.8 
Total 127 100.0 Moderate 

 
Burden levels among caregivers of bedridden elderly at home 

Table 6 indicates that among the 127 participants in the study, a significant majority (64.6%) 
reported experiencing a light to moderate level of burden while caring for bedridden elderly 
individuals at home. In contrast, 33.9% of caregivers noted little to no burden, while only a small 
fraction (1.6%) indicated a moderate to heavy burden. These results imply that most caregivers 
manage their responsibilities without overwhelming stress, as reflected by the overall mean burden 
score of 23.49 and a standard deviation of 9.12. This data suggests that while caregiving presents its 
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challenges, the burden experienced by caregivers generally remains within a light to moderate range, 
allowing them to cope effectively with their caregiving duties. 

Table 6: Level of burden 

Level of Burden Frequency Percentage 
(%) 

Mean Standard 
Deviation 

Little or no burden 43 33.9 23.49 9.12 
Light to moderate burden 82 64.6 
Moderate to heavy burden 2 1.6 
Total 127 100.0 Light to moderate 

 
Correlation between the mental healthcare practices level and the caregivers' burden 

The findings from the Pearson Correlation statistical analysis, as shown in Table 7, reveal a significant 
correlation between mental healthcare practices and the level of burden experienced by caregivers 
of bedridden elderly patients. The calculated correlation coefficient (r = .643) indicates a strong 
positive relationship between these two variables. This suggests that caregivers who engage more 
frequently in effective mental healthcare practices such as providing mental support, fostering 
communication, and creating a nurturing environment tend to experience lower levels of burden. 

The significance level of .000 further emphasizes the robustness of this correlation, indicating that 
the relationship is statistically significant and unlikely to have occurred by chance. These results 
highlight the critical role that mental healthcare practices play in mitigating caregiver stress and 
strain. 

Table 7: Correlation between the level of mental healthcare practices and the level of caregivers’ 
burden 

Variables Mental Healthcare Practices 
Level of Burden  Pearson Correlation .643** 

Sig. (2-tailed) .000 
N 127 

**. Correlation is significant at the level p< 0.01 (2-tailed). 

*. Correlation is significant at the level p< 0.05 (2-tailed). 

The influence of mental healthcare practices for the level of caregiver burden 

Table 8 demonstrates that the multiple regression analysis yields an R² value of .647, suggesting that 
caregiving practices account for 64.7% of the variance in caregiver burden levels. This implies that 
the remaining 35.3% of the variance is attributed to other factors not included in the model. The 
model fit statistics indicate that the independent variables significantly influence the dependent 
variable (F (4, 122) = 55.905, p < .000ᵇ), confirming the model's suitability for this analysis. Notably, 
the coefficients table reveals that mental healthcare practices (B = .446, t = 7.1, p = .000) play a 
significant role in impacting caregiver burden. 

Table 8: Summary results of regression model influence factors to mental healthcare practices and 
the level of caregiver burden 

Model Unstandardized 
Coefficients 

Standardized t p 

 B Std. Error Beta (B)   
Constant 1.100 .191  5.762 .000 
Mental 
healthcare 
Practices 

.327 .046 .446 7.118 .000 

Note: Dependent Variable = Burden; R= .804a; R²= .647; Model fits = F (4, 122) = 55.905, p < .000b; Mental 
healthcare Practices = B = .446, t = 7.1, p = .000 

DISCUSSION 

One of the most pressing challenges faced by bedridden elderly individuals is social isolation, which 
further intensifies cognitive and emotional deterioration. Churproong et al. (2016), argue that the 
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lack of social interaction and physical confinement often leads to feelings of alienation, which can 
compound their mental health issues. This isolation, coupled with the physical limitations of 
bedridden patients, creates an environment in which cognitive functions rapidly deteriorate. 

Emotional distress experienced by the elderly can be reduced if family members and the surrounding 
community provide support and motivation (Dhara and Jogsan, 2013; Kloppers, 2011). It is the 
caregiver's responsibility to provide mental support and comfort to the elderly under their care 
(Given et al., 2008). This study uses indicators such as identifying mental health issues, 
communication, and social support for the elderly. Overall, the level of caregiver practices in mental 
healthcare for bedridden elderly is moderate. However, findings from Dixon et al. (2018) Zhangn et 
al. (2017) and Gabra, et al. (2020) show that caregiver practices in mental health care for the elderly 
are still low. Moreover Poreddi et al. (2015) and Högberg et al. (2012) report that 80%-90% of elderly 
individuals with mental health issues in rural areas are undiagnosed and untreated, indicating a lack 
of attention to the mental care of the elderly. 

In terms of support, caregivers provide moderate levels of social, emotional, and spiritual support to 
the elderly. Some caregivers communicate well with the elderly, using appropriate tone and simple 
language. They also encourage family members and friends to visit or stay in touch with the elderly 
and involve other family members in caregiving. Phillips et al. (2008) state that family members play 
a more significant role in promoting elderly well-being than friends and neighbours. Lack of social 
support is linked to negative impacts on the health and well-being of the elderly. Support from others 
can reduce stress, improve physical health, and prevent psychological problems such as depression 
and anxiety. Mental support from caregivers has a significant impact on the psychosocial health and 
quality of life of the elderly (Given et al., 2008; Friedland et al., 1996). 

Spirituality is considered a fundamental need for many, motivating and guiding individuals to live a 
more meaningful life (McDonnell-Naughton et al, 2020). Studies by Koenig et al. (2004) and Helm et 
al. (2000) show a strong relationship between religiosity and adaptation to the challenges of aging. 
Religion and spirituality have been proven to be effective tools for providing mental support and 
have positive effects on the physical and mental health of the elderly Best et al., 2015; Zenevicz et al., 
2013; Mackenzie et al., 2000). However, this study shows that caregivers still have moderate 
practices in providing spiritual support to bedridden elderly. Research by Erichsen and Büssing 
(2013) and Shaw et al. (2016) indicates that caregivers often neglect the spiritual needs of the elderly. 
It is a challenge for caregivers to meet the spiritual needs of bedridden patients who are entirely 
dependent on them. In conclusion, while the level of mental healthcare practices for bedridden 
elderly is moderate (56.6%), only 26.8% of caregivers demonstrate a high level of practice. As 
caregivers often have familial ties with the elderly, they may be able to provide better care and 
attention (Phannarus et al., 2017). 

To maintain mental health, caregivers play a crucial role in managing their own emotional and mental 
stress (Herath et al., 2019). According to a study by Indu et al. (2018), elderly caregivers believe that 
better communication with the elderly helps them understand their emotional needs. However, 
elderly individuals with prolonged mental health issues are at risk of functional decline, requiring 
continuous monitoring and care (Lodha, and De Sousa, 2018). This can cause caregivers to 
experience heightened stress when faced with the responsibility of caring for elderly individuals with 
poor mental health (Shankar and Rao, 2004). 

Supporting this trend, research by Bekdemir and Ilhan (2019) and Unver et al. (2016) found that 
caregivers of bedridden elderly experience a moderate level of burden. However, the literature 
shows varying findings. Ma et al. (2014) reported that caregivers of elderly individuals with severe 
health issues experience moderate to heavy burdens. Conversely, Rodakowski et al. (2012) found 
that some caregivers reported little to no burden, possibly due to having different support systems 
or utilizing formal care services. These differences suggest that the level of burden can be influenced 
by various factors, such as the health status of the individual being cared for, the availability of 
support, and the frequency of caregiving. 

Caregivers often experience significant stress due to the emotional impact of managing their patients' 
feelings and the subsequent effects on the patients’ overall well-being. This stress is particularly 
pronounced when caregivers are required to exhibit high levels of tolerance and patience while 
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attending to elderly individuals who are grappling with sadness and frustration related to their 
illnesses (Croog et al., 2006). The role of a caregiver involves not only physical support but also the 
challenging task of helping patients navigate their emotional responses to their health conditions and 
providing consistent mental support. This responsibility can be overwhelming, as noted by Rha et al. 
(2015), who described it as one of the most demanding aspects of caregiving. 

Cultural differences further complicate this role. In China, for instance, it is customary not to disclose 
the full extent of an illness to elderly patients, in order to protect their emotional well-being. This 
approach is intended to shield the elderly from emotional distress, contrasting sharply with Western 
practices where transparency and truth-telling about health conditions are emphasized to promote 
informed decision-making (Hu et al., 2018). A study by Deshields et al. (2012) highlights that 81% of 
caregivers support their loved ones in managing emotions related to their illness, yet 36% of these 
caregiver’s report that addressing emotional needs is the most challenging part of their role. 

The provision of mental support, although crucial, can restrict caregivers’ social participation and 
increase their sense of isolation. Research by Tseng and Hsu (2019) and Tamdee et al. (2018) reveals 
that caregivers who are deeply involved in providing physical and emotional care to elderly family 
members often face limitations in engaging in social activities. This isolation can exacerbate caregiver 
stress, leading to both physical and mental exhaustion (Gok Metin et al., 2019). Furthermore, elderly 
patients exhibiting behavioural issues, such as aggression or emotional sensitivity, significantly 
contribute to caregiver burden. According to studies by Hashimoto et al. (2017) and Allen et al. 
(2020), managing these behaviours requires considerable patience and resilience, placing additional 
strain on caregivers. 

The challenges of caregiving are further illustrated by Hazlan et al (2019), who documented various 
difficult behaviours exhibited by elderly individuals, such as becoming easily irritated when requests 
are not immediately fulfilled, throwing objects, and using abusive language. These behaviour’s 
demand that caregivers possess not only patience but also effective coping strategies. Thus, it is 
imperative that caregivers receive adequate training and early exposure to the complexities of caring 
for elderly individuals, especially those with chronic illnesses. Such preparation can equip them with 
the necessary skills and mental resilience to handle the physical and emotional demands of 
caregiving, ultimately enhancing their well-being and the quality of care they provide. 

CONCLUSIONS 

To ensure the successful implementation of this intervention strategy in Malaysia, researchers 
suggest that all components of the care model, including the government, policymakers, relevant 
institutions, community, and families, must be involved in the planning process. The involvement of 
all parties will increase the likelihood of successfully executing all proposed programs, allowing the 
target groups to receive maximum benefits. Caregiving burdens have a negative impact on the 
emotional and psychological well-being of both caregivers and the elderly. To address this issue, 
responsible parties such as families, social workers, healthcare professionals, social service 
providers, policymakers, the community, and agencies working with the elderly need to develop and 
implement appropriate intervention programs that can improve and resolve the challenges of caring 
for bedridden elderly at home. To ensure the success of the proposed care model in the future, the 
structures within the National Senior Citizens Policy, the National Health Policy for Senior Citizens, 
the National Nutrition Policy of Malaysia, and the National Mental Health Policy related to elderly 
care need to be reviewed and improved. This will enable all levels of implementing groups to better 
execute policy recommendations. The proposed intervention strategies are expected to reduce the 
caregiving burden for the elderly at home and enhance the well-being of both the elderly and their 
caregivers. 

Authors’ contribution 

Conceptualization: Azlini Chik 
Research: Normala Riza, Lukman, Z. M., Siti Hajar Abdul Rauf, Azlini Chik,  

Methodology: Normala Riza 

Data Analysis: Nuruaslizawati Ayob, Siti Hajar Abdul Rauf 

Writing (Original Draft): Normala Riza, Lukman, Z. M. 



Riza et al.                                                                                                     Exploring the Relationship between Mental Healthcare Practices 

 

20179 

(Revision and Editing): Normala Riza, Lukman, Z. M. 

Acknowledgments: This project was supported by Universiti Sultan Zainal Abidin (UniSZA) under 
Dana Penyelidikan Universiti 1.0 (UniSZA/2022/DPU1.0/44). 

REFERENCES 
 
Alhosis K, S Qalawa, and D Abd El-Moneem, 2012. Effect of designed pressure ulcer prevention 

program on caregivers' knowledge of immobilized patients. Journal of American Science, 
8(12): 939-948. 

Allen AP, MM Buckley, JF Cryan, A Ní Chorcoráin, TG Dinan, PM Kearney, et al., 2020. Informal 
caregiving for dementia patients: The contribution of patient characteristics and behaviours 
to caregiver burden. Age and Ageing, 49(1): 52-56. 

Andrade FLJP, JMR Lima, KDNM Fidelis, J Jerez-Roig, and KCD Lima, 2017. Cognitive impairment and 
associated factors among institutionalized elderly persons in Natal, Rio Grande do Norte, 
Brazil. Revista Brasileira de Geriatria e Gerontologia, 20(2): 186-196. 

Bekdemir A, and N Ilhan, 2019. Predictors of caregiver burden in caregivers of bedridden patients. 
The Journal of Nursing Research, 27(3): e24. 

Best M, P Butow, and I Olver, 2015. Do patients want doctors to talk about spirituality? A systematic 
literature review. Patient Education and Counseling, 98(11): 1320-1328. 

Bowling A, 2007. Gender-specific and gender-sensitive associations with psychological health and 
morbidity in older age. Baseline findings from a British population survey of ageing. Aging 
and Mental Health, 11(3): 301-309. 

Chadda RK, 2014. Caring for the family caregivers of persons with mental illness. Indian Journal of 
Psychiatry, 56(3): 221. 

Chen MC, Chen KM, and Chu TP, 2015. Caregiver burden, health status, and learned resourcefulness 
of older caregivers. Western Journal of Nursing Research, 37(6): 767-780. 

Chiao CY, HS Wu, and CY Hsiao, 2015. Caregiver burden for informal caregivers of patients with 
dementia: A systematic review. International Nursing Review, 62(3): 340-350. 

Churproong S, P Jongkol, K Pasayadej, S Chadsarin, P Wattanapan, P Watakit, and W Sinjariyanon, 
2016. The strategy to encourage the bedridden paraplegic patient to keep fit at home with 
the development of exercise machine. Journal of Sports Science, 4(6): 14. 

Cohen J, 1992. Statistical power analysis. Current Directions in Psychological Science, 1(3): 98-101. 
Croog SH, JA Burleson, A Sudilovsky, and RM Baume, 2006. Spouse caregivers of Alzheimer patients: 

Problem responses to caregiver burden. Aging and Mental Health, 10(2): 87-100. 
Deshields TL, ARihanek, P Potter, Q Zhang, M Kuhrik, N Kuhrik, and J O'Neill, 2012. Psychosocial 

aspects of caregiving: Perceptions of cancer patients and family caregivers. Supportive Care 
in Cancer, 20(2): 349-356. 

Dhara RD, and YA Jogsan, 2013. Depression and psychological well-being in old age. Journal of Psychol 
Psychother, 3(3): 117. 

Dixon J, J Lei, W Huang, J Sin, and G Smith, 2018. The views of mental health manager towards the use 
of a family work model for psychosis in Guangzhou, China. Community Mental Health Journal, 
54(7): 1057-1063. 

Edmans J, L Bradshaw, JR Gladman, M Franklin, V Berdunov, R Elliott, and SP Conroy, 2013. The 
Identification of Seniors at Risk (ISAR) score to predict clinical outcomes and health service 
costs in older people discharged from UK acute medical units. Age and Ageing, 42(6): 747-
753. 

Eljedi A, T ElDaharja, and N Dukhan, 2015. Effect of an educational program on a family caregiver’s 
prevention and management of pressure ulcers in bedridden patients after discharge from 
hospitals in Palestine. International Journal of Medical Science and Public Health, 4(5): 600. 

Erichsen NB, and Büssing A, 2013. Spiritual needs of elderly living in residential/ nursing homes. 
Evidence-Based Complementary and Alternative Medicine: eCAM, 2013: 913247. 

Fone DL, and F Dunstan, 2006. Mental health, places and people: A multilevel analysis of economic 
inactivity and social deprivation. Health and Place, 12(3): 332-344. 

Friedland J, R Renwick, and M McColl, 1996. Coping and social support as determinants of quality of 
life in HIV/AIDS. AIDS Care, 8(1): 15-32. 



Riza et al.                                                                                                     Exploring the Relationship between Mental Healthcare Practices 

 

20180 

Gabra RH, OS Ebrahim, DM Osman, and GS Al-Attar, 2020. Knowledge, attitude and health-seeking 
behavior among family caregivers of mentally ill patients at Assiut University Hospitals: A 
cross-sectional study. Middle East Current Psychiatry, 27(1): 1-8. 

Ganapathy V, GD Graham, MD DiBonaventura, PJ Gillard, A Goren, and RD Zorowitz, 2015. Caregiver 
burden, productivity loss, and indirect costs associated with caring for patients with 
poststroke spasticity. Clinical Interventions in Aging, 10: 1793. 

Ganz PA, E Guadagnoli, MB Landrum, TL Lash, W Rakowski, and RA Silliman, 2003. Breast cancer in 
older women: Quality of life and psychosocial adjustment in the 15 months after diagnosis. 
Journal of Clinical Oncology, 21(21): 4027-4033. 

Given B, PR Sherwood, and CW Given, 2008. What knowledge and skills do caregivers need? Journal 
of Social Work Education, 44(sup3): 115-123. 

Gok Metin Z, C Karadas, C Balci, and MCankurtaran, 2019. The perceived caregiver burden among 
Turkish family caregivers providing care for frail older adults. Journal of Transcultural 
Nursing, 30(3): 222-230. 

Hashimoto A, Matsuoka K, Yasuno F, Takahashi M, Iida J, Jikumaru K, and Kishimoto T, 2017. Frontal 
lobe function in elderly patients with Alzheimer's disease and caregiver burden. 
Psychogeriatrics, 17(4): 267-272. 

Hazlan NH, MA Rhaman, and K Alavi, 2019. Meneroka cabaran perantis kerja sosial gerontologi dalam 
memberi perkhidmatan penjagaan pesakit warga emas kronik: Kajian kes di Rumah Ehsan 
Kuala Kubu Bharu. Jurnal Wacana Sarjana, 3(1): 1-9. 

Helm HM, JC Hays, EP Flint, HG Koenig, and DG Blazer, 2000. Does private religious activity prolong 
survival? A six-year follow-up study of 3,851 older adults. The Journals of Gerontology Series 
A: Biological Sciences and Medical Sciences, 55(7): M400-M405. 

Herath WBN, Ranasinghe RAKI, Sandaru MPC, Lakmali IAS, Aluthgama AGNK, and Abeysinghe AMAP, 
2019. Identifying the mental status of bedridden elderly by the body temperature, heart rate, 
and skin conductivity using an Arduino sensor module. Applied Sciences. 

Högberg T, A Magnusson, K Lützén, and BE Ewalds-Kvist, 2012. Swedish attitudes towards persons 
with mental illness. Nordic Journal of Psychiatry, 66(2): 86-96. 

Hu X, X Peng, Y Su, and W Huang, 2018. Caregiver burden among Chinese family caregivers of patients 
with lung cancer: A cross-sectional survey. European Journal of Oncology Nursing, 37: 74-80. 

Indu PV, S Remadevi, S Philip, and T Mathew, 2018. A qualitative study on the mental health needs of 
elderly in Kerala, South India. Journal of Geriatric Mental Health, 5(2): 143. 

Krejcie J, and DW Morgan, 1970. Determining sample size for research activities. Educational and 
Psychological Measurement, 30(3): 607-610. 

Kloppers JM, 2011. An Educational, Practice-Orientated Programme for Caregivers of the Elderly in Old 
Age Homes in Windhoek and Rehoboth. Ph.D. Dissertation. University of Namibia. 

Koenig HG, LK George, and P Titus, 2004. Religion, spirituality, and health in medically ill hospitalized 
older patients. Journal of the American Geriatrics Society, 52(4): 554-562. 

Kreifeldt JG, 1989. An analysis of surface-detected EMG as an amplitude-modulated noise. Presented 
at the 1989 Int. Conf. Medicine and Biological Engineering, Chicago, IL. 

Lacey RE, A McMunn, and E Webb, 2019. Informal caregiving patterns and trajectories of 
psychological distress in the UK Household Longitudinal Study. Psychological Medicine, 
49(10): 1652-1660. 

Li W, L Zhang, X Luo, B Liu, Z Liu, F Lin, and F Naeem, 2017. A qualitative study to explore views of 
patients’, carers’, and mental health professionals’ to inform cultural adaptation of CBT for 
psychosis (CBTp) in China. BMC Psychiatry, 17(1): 1-9. 

Lodha P, and A De Sousa, 2018. Geriatric mental health: The challenges for India. Journal of Geriatric 
Mental Health, 5(1): 16. 

Loh AZ, JS Tan, MW Zhang, and RC Ho, 2017. The global prevalence of anxiety and depressive 
symptoms among caregivers of stroke survivors. Journal of the American Medical Directors 
Association, 18(2): 111-116. 

Ma HP, Lu HJ, Xiong XY, Yao JY, and Yang Z, 2014. The investigation of care burden and coping style 
in caregivers of spinal cord injury patients. International Journal of Nursing Sciences, 1(2): 
185-190. 



Riza et al.                                                                                                     Exploring the Relationship between Mental Healthcare Practices 

 

20181 

Mackenzie ER, Rajagopal DE, Meilbohm M, and Lavizzo-Mourey R, 2000. Spiritual support and 
psychological well-being: Older adults' perceptions of the religion and health connection. 
Alternative Therapies in Health and Medicine, 6(6): 37. 

McDonnell-Naughton M, L Gaffney, and A Fagan, 2020. Spirituality and caring for the older person: A 
discussion paper. Journal of Religion and Health, 59: 2775-2793. 

Mendes PN, MDLF Figueiredo, AMRD Santos, MA Fernandes, and RSB Fonseca, 2019. Physical, 
emotional, and social burden of elderly patients’ informal caregivers. Acta Paulista de 
Enfermagem, 32: 87-94. 

Pallant J, 2007. SPSS Survival Manual: A Step-by-Step Guide to Data Analysis Using SPSS (3rd edition). 
Allen and Unwin, Sydney, Australia. 

Phannarus H, Muangpaisan W, Siritipakorn P, Junkhum S, Pitiyarn S, Pengsorn N, and Pisansalakij D, 
2017. Relationship between caregiver’s factors, level of caregiver knowledge about dementia 
and the level of psychological burden experienced by caregivers of people with dementia. J 
Gerontol Geriatr Med., 16: 70-79. 

Phillips DR, OL Siu, AG Yeh, and KH Cheng, 2008. Informal social support and older persons’ 
psychological well-being in Hong Kong. Journal of Cross-Cultural Gerontology, 23(1): 39-55. 

Poreddi V, R Birudu, R Thimmaiah, and SB Math, 2015. Mental health literacy among caregivers of 
persons with mental illness: A descriptive survey. Journal of Neurosciences in Rural Practice, 
6(3): 355. 

Rodakowski J, ER Skidmore, JC Rogers, and R Schulz, 2012. Role of social support in predicting 
caregiver burden. Archives of Physical Medicine and Rehabilitation, 93(12): 2229-2236. 

Shankar R, and K Rao, 2004. “From burden to empowerment: The journey of family caregivers in 
India”. In Families and mental disorders: From burden to empowerment, S. Norman, L. Julian, 
J. J. Lopez, M. Maj, and A. Okasha (Eds.), John Wiley & Sons, Ltd, pp259-290. 

Shaw R, Gullifer J, and Wood K, 2016. Religion and spirituality: A qualitative study of older adults. 
Ageing International, 41(3): 311-330. 

Tamdee D, Tamdee P, Greiner C, Boonchiang W, Okamoto N, and Isowa T, 2018. Conditions of caring 
for the elderly and family caregiver stress in Chiang Mai, Thailand. Journal of Health Research. 

Tseng WS, and CW Hsu, 2019. A smart, caring, interactive chair designed for improving emotional 
support and parent-child interactions to promote sustainable relationships between elderly 
and other family members. Sustainability, 11(4): 961. 

Unver V, T Basak, N Tosun, O Aslan, and N Akbayrak, 2016. Care burden and self-efficacy levels of 
family caregivers of elderly people in Turkey. Holistic Nursing Practice, 30(3): 166-173. 

Wallach M, 2010. Role of antibody in immunity and control of chicken coccidiosis: A review. Trends 
in Parasitology, 26: 382–387. 

Zarit SH, KE Reever, and J Bach-Peterson, 1980. Relatives of the impaired elderly: Correlates of 
feelings of burden. The Gerontologist, 20(6): 649-655. 

Zenevicz L, Y Moriguchi, and VSF Madureira, 2013. The religiosity in the process of living getting old. 
Revista da Escola de Enfermagem da USP, 47(2): 433-439. 

 

 

 


