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Abstract

In a world in which the population is aging, the need for caregivers of older adults arises due to physical and cognitive limitations in 
performing activities of daily living. In this context, the aims of this study were to describe the degree of independence and functional 
mobility of older adults, as well as the burden and quality of life of their family caregivers. This was a cross-sectional, descriptive study, 
conducted from March to December 2024, at a Health Promotion Center, in compliance with the ethical requirements for research 
involving human subjects (Ethics Opinion No. 6,641,999). Questionnaires were administered to collect sociodemographic characteristics; 
the Barthel Index was used to assess the degree of functional independence of the older adults; caregiver burden and quality of life were 
measured using the Zarit Burden Interview and the 12-Item Short-Form Health Survey (SF-12), respectively. A total of 101 family caregivers 
participated, with a mean age of 56 years; 82.2% were women and 43.5% were daughters. A total of 81.2% reported deterioration in their 
health status after assuming caregiving responsibilities; 86.1% ceased performing physical, social, and leisure activities; 52.5% presented 
moderate-to-severe burden and 18.8% presented severe burden. Regarding the older adults, 71.3% were women, with a mean age of 
81.1 years; 61.4% were independent or had mild dependency. Women predominantly assume the care of older adults, and when this 
role is combined with other activities, it results in burden, reduced leisure time, and neglect of personal health. Despite the older adults 
presenting independence or mild dependency, their caregivers perceived a worsening of their health status after assuming the caregiving 
role, experienced burden, and showed low quality of life scores – factors that contribute to their becoming dependent older adults in the 
future. There is an urgent need for the development of health education actions focusing on quality of life and healthy aging of caregivers 
of older adults.
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Graphical Abstract

Caregiver burden and quality of life of family caregivers of older adults: 
a cross-sectional correlational study
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INTRODUCTION

Aging is a progressive, individual, and heteroge-
neous process. Individuals aged 65 years or older 
are considered elderly in developed countries, and 
those aged 60 years or older in developing coun-
tries1. An increasing number of people are reaching 
advanced ages; however, with unhealthy lifestyle 
habits such as physical inactivity, low consumption 
of fruits and vegetables, smoking, and alcohol use, 
which become risk factors for the development of 
chronic diseases and their complications – the lead-
ing causes of morbimortality and dependency in 
functional capacity2.

Functional capacity is defined as the ability of the 
older adult to perform their instrumental and basic 
activities of daily living – that is, to maintain daily 
tasks, care for oneself, and preserve autonomy and 
independence within their living environment3. De-
pendency arises when this capacity declines, pre-
venting the older adult from carrying out daily tasks 
without assistance. Frail older adults present a great-
er number of chronic diseases and a higher risk of 
dependency in maintaining functional capacity and, 
as such, may require a caregiver4.

Care and caregiving acquire special significance 
in a progressively aging world. The caregiver of old-
er adults emerges in response to the existence of 
dependency due to physical and/or cognitive limita-
tions, in order to assist with daily activities, ensure a 
better quality of life, and maintain social integration. 
The caregiver may or may not be a family member, 
and may or may not receive remuneration5,6.

In most cases, it is a family member who volun-
tarily assumes the care of the older adult, or does so 
in the absence of another option. Family caregivers 
are generally close relatives, such as spouses and 
children – particularly wives and daughters5,7. This 
scenario of being cared for by a family caregiver 
can be beneficial to the older adult, since the rela-
tionship is more humanized, affectionate, and trust-
based, and occurs primarily within the older adult’s 
own home, which favors the preservation of cultural 
and religious habits and values8.

On the other hand, being a caregiver requires 
time, energy, work, money, patience, effort, affec-
tion, and goodwill. The behavioral and emotional 
changes and cognitive decline that gradually emerge 
in the older adult demand a great capacity for adap-
tation in terms of caregiving and cohabitation. Care 
becomes a daily, solitary, exhausting, and unceasing 
task – often of long duration – overburdening the 
caregiver’s daily activities9,10.

Burden is defined as the set of consequences aris-
ing from the continuous care of an ill individual – in 

this case, a dependent older adult – and consists 
of the family caregiver’s personal perception of the 
consequences of caregiving. It is associated with a 
deterioration in the caregiver’s quality of life and 
with increased morbidity11,12.

Many caregivers end up experiencing affective 
and social isolation, worsening of their own health 
problems, and/or physical, psychological, and/or 
emotional problems that compromise their quality 
of life9,10.

The expression health-related quality of life is 
defined as the value attributed to life, weighted 
by functional impairments, perceptions, and social 
conditions induced by disease, health conditions, 
treatments, and by the political and economic or-
ganization of the health care system. There are two 
main approaches to conceptualizing quality of life, 
reflected in the assessment instruments used to mea-
sure this phenomenon: the first treats it as a generic 
concept, as seen in the World Health Organization’s 
assessment instrument; the second conceptualiza-
tion is directly associated with specific groups with 
health problems13.

According to the World Health Organization1, 
quality of life began to be incorporated as an import-
ant parameter for the assessment of health status 
from the 1960s onward. It is defined as subjective 
quality of life – that is, quality of life as perceived by 
individuals – and what characterizes the concept of 
quality of life are its dimensions of subjectivity and 
multidimensionality. Subjectivity refers to the indi-
vidual’s own assessment of their health status, based 
on self-evaluation. Multidimensionality refers to the 
fact that this assessment encompasses multiple do-
mains of human nature: physical, psychological, 
emotional, social, economic, spiritual, and others14.

The burden related to caring for dependent old-
er adults requires that the family caregiver also re-
ceive health care. It is therefore imperative to care 
for those who care, valuing and dignifying the role 
of family caregivers15. It is essential that the multidis-
ciplinary health care team include the caregiver in 
their care, with the aim of assisting them in coping 
with the challenges of caregiving, identifying better 
care strategies, and also attending to the caregiv-
er’s own well-being and health – thereby minimizing 
burden and, consequently, improving quality of life.

In this context, the present study aimed to de-
scribe the burden and quality of life of family care-
givers of older adults attending a Health Promotion 
Center, highlighting correlations with the caregivers’ 
own characteristics and those of the older adults 
they care for.

https://creativecommons.org/licenses/by/4.0/
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METHODOLOGY

This was a cross-sectional study with descriptive 
and correlational analysis examining the burden 
and quality of life of family caregivers of older 
adults, as well as identifying associations with 
their characteristics and those of the older adults. 
The STROBE checklist was used to report the 
methodological data16.

Data collection took place between March 
and December 2024 at the Centro de Promoção 
e Reabilitação em Saúde e Integração Social – 
PROMOVE SÃO CAMILO, located in the southern 
area of the city of São Paulo, following approval 
of the research by the Research Ethics Committee 
under Opinion No. 6,641,999.

All caregivers of older adults seen at the study 
institution were eligible for inclusion, and caregivers 
without a family relationship were excluded. 
Participants were approached in the waiting room 
prior to or following their appointment time and 
invited to participate in the research. Those who 
expressed interest were taken to a private room, 
where they received information about the study, 
assurances regarding integrity, data protection, 
and continuity of care, with no harm in cases of 
refusal and/or discontinuation of participation. 
Upon acceptance, participants signed and received 
a copy of the Informed Consent Form. The 
convenience sample totaled 101 family caregivers 
of older adults.

Data were collected using a form developed 
by the authors for interviews and to obtain 
independent variables related to the caregiver and 
the older adult. The functional independence and 
mobility of the older adult were assessed using 
the Barthel Index – a globally used instrument to 
assess the level of functional independence and 
mobility, administered as an interview. Each task is 
scored according to the older adult’s performance 
in carrying out activities independently, with some 
assistance, or in a dependent manner. Scores 
range from 0 to 100 in five-point intervals, with 
higher scores indicating greater independence17. 
The Zarit Caregiver Burden Scale was used for 
the family caregiver. The instrument covers 
questions on health status, psychological well-
being, finances, and social life. It contains 22 items, 
with scores ranging from 0 to 88 points: below 
21 points indicates no burden; 21 to 40, mild to 

moderate burden; 41 to 60, moderate to severe 
burden; and 61 to 88, severe burden11. Regarding 
caregiver quality of life, the 12-Item Short-Form 
Health Survey (SF-12), translated and validated 
into Portuguese, was administered18. The scores 
of the physical, mental, and total domains of the 
instrument served as parameters for the analysis of 
associations between health-related quality of life 
and the independent variables of this study.

Questionnaire administration was assisted by 
the researchers, who read the instruments aloud 
and at a measured pace to the family caregivers of 
the older adults, who followed along continuously 
and indicated their chosen response option.

In the correlation analyses between variables, 
caregiver burden and quality of life – measured 
by the Zarit Scale and the SF-12 Short-Form, 
respectively – were considered dependent 
variables. The independent variables were the 
caregiver’s sociodemographic characteristics: age, 
sex, relationship to the older adult, educational 
attainment, occupational status, and family 
income; health conditions, including presence of 
illness before and after initiating caregiving, and 
perceived health status after assuming caregiving 
responsibilities; and variables related to social, 
leisure, and physical activities. The independent 
variables related to the older adult receiving care 
were: age, sex, religion, and degree of independence 
as measured by the Barthel Index.

Upon completion of data collection, data were 
stored in an electronic spreadsheet on a password-
protected flash drive for five years. Descriptive 
statistics were performed for all variables to 
characterize the overall study sample. Pearson’s 
correlation coefficient and Kendall’s tau correlation 
coefficient were used to analyze the correlations 
between Zarit Scale scores and the mean scores 
of the physical, mental, and total SF-12 domains 
with numerical variables. Wilcoxon-Mann-Whitney, 
Kruskal-Wallis, and Student’s t-tests were used for 
the association analyses of Zarit Scale scores with 
categorical variables, with a significance level of 
5%.

This study was conducted in compliance with the 
Guidelines and Regulatory Standards for Research 
Involving Human Beings set forth in National 
Health Council Resolution No. 466 of 201219.

RESULTS 

A total of 101 family caregivers of older adults 
participated in the study. The mean age of caregivers 
was 56.0 ± 11.1 years, with a predominance of female 

participants (82.2%). The majority lived with the older 
adult (66.3%) and had a filial relationship (43.6%), as 
presented in Table 1.

https://creativecommons.org/licenses/by/4.0/


Mundo Saúde. 2026,50:e19222025
DOI: 10.15343/0104-7809.202650e19222025I

4

Table 1 - Sociodemographic characterization of family caregivers and older adults participating in the 
study. São Paulo, 2025.

Variable Category n %

Caregiver age (years) Mean ± SD 56.0 ± 11.1 —

Female 83 82.2

Male 18 17.8

No 34 33.7

Yes 67 66.3

Spouse 15 14.9

Relationship to older adult Son/Daughter 44 43.6

Other 42 41.6

No 12 11.9

Yes 89 88.1

Incomplete primary education (grades 1–5) 3 3.0

Complete lower secondary education 7 6.9

Incomplete upper secondary education 12 11.9

Educational attainment Complete upper secondary education 40 39.6

Incomplete undergraduate education 2 2.0

Complete undergraduate education 35 34.7

Postgraduate education 2 2.0

Active (employed/self-employed) 55 31.7

Inactive (retired/other) 29 28.7

1–2 minimum wages 22 21.8

3–4 minimum wages 30 29.7

Family income 5–6 minimum wages 5 5.0

7–8 minimum wages 1 1.0

Did not know/did not answer 43 42.6

Older adult age (years) Mean ± SD 81.1 ± 9.4 —

Female 72 71.3

Male 29 28.7

Yes 89 88.1

No 12 11.9

Independent/mild dependency 62 61.4

Moderate to total dependency 39 38.6

The older adults had a mean age of 81.1 years, 
with a predominance of female participants (71.3%). 
According to the Barthel Index, 61.4% presented 
independence or mild dependency (Table 1).

It was observed that the majority of caregivers 
did not present illness prior to assuming caregiving 
responsibilities (69.3%); 80.2% reported 
deterioration in their health status after assuming 
care, and a reduction in the maintenance of 
social and leisure activities. Regarding burden, the 
moderate-to-severe level predominated (52.5%) 
(Table 2).

As shown in Table 3, in the correlation analysis 
between caregiver burden — measured by the Zarit 
Scale — and numerical variables, a negative correlation 

was observed with the Barthel Index (r = −0.247; p 
= 0.013) and with family income (r = −0.240; p = 
0.024), indicating lower burden among caregivers of 
older adults with greater functional independence and 
among families with higher income. In the comparison 
of burden scores according to categorical variables, 
a difference was found between caregivers who 
developed illness after assuming care (53.38 ± 12.18) 
and those who did not (44.42 ± 14.65), with greater 
burden in the former group (p = 0.001). Similarly, 
caregivers who reported deterioration in health status 
after initiating caregiving presented higher burden 
scores (50.36 ± 13.49) compared to those who did 
not perceive any deterioration (41.89 ± 15.84), with a 
statistically significant difference (p = 0.022).

Caregiver sex

Lives with older adult

Caregiver’s religion

Occupational status

Sex of older adults

Religion of older adults

Barthel Index

https://creativecommons.org/licenses/by/4.0/
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Table 2 - Characterization of health conditions, participation in social activities, and burden level (Zarit 
Scale) of family caregivers of older adults. São Paulo, 2025.

Variable Category n %

No 70 69.3

Presence of illness prior to assuming caregiving Yes 29 28.7

Did not know 2 2.0

No 9 8.9

Undergoes health follow-up Yes 31 30.7

Did not answer 61 60.4

No 53 52.5

Yes 48 47.5

No 18 17.8

Perceived deterioration in health after assuming caregiving Yes 81 80.2

Did not know 2 2.0

No 20 19.8

Yes 81 80.2

No 86 85.1

Yes 15 14.9

Absent 2 2.0

Mild to moderate 27 26.7

Moderate to severe 53 52.5

Severe 19 18.8

Table 3 - Correlation of caregiver burden measured by the Zarit Scale according to numerical and cate-
gorical variables. São Paulo, 2025.

Variable r n Zarit Mean ± SD 95% CI p

Caregiver age r = 0.195 101 — −0.001 to 0.376 0.051*

Time in caregiving role r = 0.093 101 — −0.104 to 0.283 0.354*

Persons financially dependent on income r = −0.136 63 — −0.372 to 0.115 0.287*

Older adult age r = 0.056 101 — −0.141 to 0.249 0.579*

Barthel Index r = −0.247 101 — −0.422 to −0.054 0.013*

Educational attainment r = −0.040 101 — −0.170 to 0.091 0.599**

Family income r = −0.240 58 — −0.398 to −0.069 0.024**

Female 83 49.54 ± 14.46 11–73

Male 18 44.67 ± 12.50 16–64

No 34 49.35 ± 13.66 —

Yes 67 48.33 ± 14.55 —

Spouse 15 48.00 ± 13.13 21–65

Relationship Son/Daughter 44 48.32 ± 13.76 16–70

Other 42 49.29 ± 15.28 11–73

No 72 46.78 ± 14.01 —

Yes 29 52.31 ± 13.88 —

No 39 50.97 ± 13.77 —

Yes 62 47.29 ± 14.29 —

Active (employed/self-employed) 55 47.11 ± 14.02 —

Inactive (retired/other) 46 50.29 ± 14.31 —

No 53 44.42 ± 14.65 —

Yes 48 53.38 ± 12.18 —

No 18 41.89 ± 15.84 —

Yes 81 50.36 ± 13.49 —

Female 72 47.33 ± 14.26 —

Male 29 52.00 ± 13.71 —

No 12 49.83 ± 15.57 —

Yes 89 48.52 ± 14.09 —
 
*Pearson’s correlation; **Kendall’s tau coefficient; ***Student’s t-test / Wilcoxon-Mann-Whitney; ****Kruskal-Wallis test; SD: standard deviation; CI: confidence interval.

0.041*

0.106***

0.846***

0.914****

0.118*

0.284****

0.001***

0.022***

0.079***

0.512***

Developed illness after assuming caregiving

Performed social/leisure activities before caregiving

Burden level (Zarit Scale)

Maintains social/leisure activities after assuming caregiving

Caregiver sex

Lives with older adult

Had illness prior to assuming caregiving

Undergoes own health follow-up

Occupational status

Developed illness after assuming caregiving

Perceived health deterioration after assuming caregiving

Sex of older adult

Religion of older adult

https://creativecommons.org/licenses/by/4.0/
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Table 5 - Comparison of mean scores of the physical (PCS) and mental (MCS) domains and SF-12 mean 
with categorical variables of the caregiver and older adult. São Paulo, 2025.

Table 4 - Correlation between mean scores of the physical (PCS) and mental (MCS) quality of life do-
mains of the caregiver and numerical variables. São Paulo, 2025.

In the analysis of categorical variables, caregivers 
who resided with the older adult presented higher 
mean scores in the physical domain (p = 0.016) and in 
the total SF-12 score (p = 0.005). Furthermore, main-
taining regular personal health follow-up was associ-
ated with better scores in the physical domain (p = 
0.002) and in the total score (p = 0.002). Caregivers 

who reported health deterioration after assuming care-
giving responsibilities presented worse mean scores in 
the mental domain (p = 0.010). On the other hand, the 
maintenance of social, physical, and leisure activities 
after assuming caregiving was associated with better 
scores in the mental domain (p = 0.011) and in the 
total score (p = 0.005) (Table 5).

The mean quality of life scores were 42.88 for the 
physical component, 40.07 for the mental component, 
and 82.95 for the total SF-12 score.

In the correlation analysis, a negative association 
was observed between caregiver age and the physical 
domain of quality of life (r = −0.328; p < 0.001), indicating 
worse physical perception with advancing age. A positive 

correlation was found between educational attainment 
and the physical domain (r = 0.240; p = 0.002), as well as 
between the Barthel Index and the physical domain (r = 
0.225; p = 0.024), demonstrating that higher educational 
attainment and greater functional independence of the 
older adult were associated with better physical quality 
of life among caregivers (Table 4).

Variable n PCS p MCS p SF-12 Total p

Overall Mean SF-12 101 42.88 — 40.07 82.95 —

PCS (r) p MCS (r) p SF-12 Total p

Caregiver age 101 −0.328 <0.001* 0.193 0.053* −0.065 0.521*

Educational attainment 101 0.240 0.002** −0.073 0.335** 0.080 0.288**

Family income 58 0.016 0.881** −0.034 0.747** −0.027 0.799**

Time in caregiving role 101 −0.028 0.784* −0.032 0.747* −0.042 0.674*

Persons financially dependent on income 63 −0.096 0.452* −0.233 0.066* −0.229 0.072*

Older adult age 101 −0.073 0.467* 0.112 0.264* 0.038 0.708*

Barthel Index 101 0.225 0.024* 0.053 0.602* 0.183 0.067*

*Pearson’s correlation; **Kendall’s rank correlation tau.

Variable Category PCS p MCS p SF-12 p

Female 42.64 0.576* 39.32 0.132* 81.96 0.061*

Male 43.97 43.52 87.51

No 42.21 0.789* 37.19 0.323* 79.38 0.360**

Yes 42.97 40.46 83.43

No 39.84 0.016* 37.57 0.094* 77.41 0.005*

Yes 44.42 41.34 85.76

Spouse 40.39 42,81 0,529** 83,20 0,997***

Relationship to older adult Son/Daughter 43,77 0.470** 39,18 82,95

 Other 42,83 40,03 82,86

Occupational status

Active (employed/self-em-
ployed)

44.30 0.159*** 39.18 0.898** 84.76 0.692***

Inactive (retired/other) 37.85 41.66 82.69

Illness prior to caregiving

No 44.09 0.069* 40.44 0.635* 84.53 0.129**

Yes 40.43 39.31 79.75

Health follow-up

No 33.32 0.002* 34.01 0.121* 67.34 0.002**

Yes 43.12 39.70 82.83

to be continued...

Caregiver sex

Religion (caregiver)

Lives with older adult

https://creativecommons.org/licenses/by/4.0/
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Variable Category PCS p MCS p SF-12 p

No 44.85 0.315* 45.71 0.010* * 90.59 0.010** *

Yes 42.44 38.63 81.06 0.360**

Illness after assuming caregiving

No 42.61 0.761* 39.18 0.383* 81.80 0.400**

Yes 43.17 41.05 84.22

No 41.73 0.533* 42.98 0.274* 84.71 0.542**

Yes 43.16 39.35 82.52

No 42,36 0.177* 38.95 0.011* 81.31 0.005**

Yes 45,83 46.51 92.33

Female 43,68 0.165* 40.6 0.466* 84.24 0.154**

Male 40,88 38.4 79.74 

No 43.71 0.739* 35.27 0.098* 78.97 0.308**

Yes 42.76 40.72 83.49 

*Student’s t-test; **One-way ANOVA; ***Kruskal-Wallis test.

continuation - Table 5. 

DISCUSSION

The growth of the older adult population poses 
numerous challenges to health systems, due to the 
greater incidence of chronic non-communicable 
diseases (NCDs) and the consequent increase in the 
number of hospitalizations and institutionalizations, 
resulting in reduced functional capacity and 
dependency20.

The family typically assumes the care of its 
relatives, constituting a unit for the provision of care 
and individual and social development21. Studies 
indicate that those who assume this role are generally 
women over the age of 3022. The relationship 
between the caregiver and the care recipient is 
usually filial or conjugal, a finding corroborated by 
this research, in which the majority were women 
and daughters.

Despite contemporary social changes, the role of 
women continues to be associated with the care of 
the home and family, as caregiving involves tasks 
culturally characterized as feminine, learned since 
childhood23. Conversely, assuming the position of 
caregiver for an older adult may be influenced by 
cultural or social factors. In a study conducted in 
China, 55.4% of caregivers of older adults were 
male24.

Maintaining the quality of care for older adults 
requires an active support network to prevent an 
increase in perceived burden. When caregivers 
express religiosity, they tend to accept and face 
everyday adversities with faith and greater resilience25. 
Similarly, educational attainment and social 
engagement are positive predictors of caregiving 
performance, as they enable greater adaptability 
derived from experience and knowledge26.

Family income is a factor that contributes to 
caregiver stress and burden, since caregiving often 

takes place under conditions of financial scarcity. 
It should be noted that caregivers who are also 
formally employed tend to underperform both in 
their caregiving tasks and in their professional role. In 
some cases, they reduce their working hours or even 
leave their jobs due to the difficulty of reconciling the 
demands of caregiving and employment, which may 
result in financial hardship for their own family27. In 
view of other possible solutions, the literature shows 
that families would like to receive financial assistance 
from organizations or voluntary groups committed 
to helping individuals in these circumstances28.

In this study, health deterioration after assuming 
caregiving and the lack of time for social activities 
were reported by the majority of family caregivers. 
Prioritizing the care of the older adult ends up 
impacting the caregiver’s lack of time to care for 
themselves, as well as their participation in physical 
and social activities29.

The majority of caregivers participating in this 
study presented moderate-to-severe burden. The 
lack of resources and the absence of an active 
support network singularizes care, centering it on 
a single family member who, among their various 
activities, assumes the caregiving role, thereby 
contributing to the increase in burden30.

A study conducted with senescent caregivers 
found that the majority devoted all their time to 
caregiving, and of these, only a portion received 
some form of assistance23. It should also be noted 
that high caregiver burden is directly related to the 
lack of time for self-care: the greater the degree of 
dependency of the older adult in basic activities of 
daily living, the more the caregiver neglects their 
own health and personal satisfaction – due to the 
need for full dedication to the care of the older adult 

Health deterioration after assuming caregiving

Social activities before caregiving

Social activities after assuming caregiving

Sex of older 

Religion of older adult

https://creativecommons.org/licenses/by/4.0/
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– while the remaining time is directed toward other 
tasks, such as caring for children and/or a spouse29.

The quality of life of family caregivers has been 
measured to assess the impact of caregiving burden 
on both the physical and psychological dimensions31. 
In this study, the mean score of the physical 
component was 42.88 points and that of the mental 
component was 40.07 points. An international study 
evaluating the quality of life of family caregivers 
of older adults using the SF-12 obtained physical 
component scores ranging from 61.7 to 28.2 points 
and mental component scores ranging from 39.6 
to 44.3 points32. A Brazilian publication31 that used 
the same instrument to assess the quality of life of 
family caregivers of bedridden older adults reported 
mean values close to those found in this study: 
43.26 and 50.98 points for the physical and mental 
components, respectively.

Physical and mental exhaustion is not related 
solely to the emergence of disease, but also to the 
deterioration of the individual’s self-perceived health 
status. Physical and mental burden directly impacts 
the caregiver’s quality of life and overall health and 
well-being33.

Regarding the characteristics of the older adults 
receiving care, the vast majority were women and 
octogenarians. According to data from the Brazilian 
Institute of Geography and Statistics34, 55.7% of 
older adults in households are women. Old age has a 
strong gender component: the female mortality rate 
is lower, older women are more likely to become 
widowed and to face economic disadvantage, and 
they live a longer period with physical frailty before 
death – making them dependent on care, despite 
having traditionally been caregivers themselves23,25,30.

In the correlation analyses of burden measured 
by the Zarit Scale, statistically significant results with 
a negative correlation were found for the degree of 
independence of older adults and family income. 
The independence of the older adult is related to 
their capacity to carry out basic and instrumental 
activities of daily living without assistance, as 
well as to their autonomy. An older adult may be 
dependent, requiring assistance with self-care, while 
still preserving their autonomy35. The complexity 
of the caregiving task leads caregivers not to 
prioritize their own needs. Feelings of anxiety, fear, 
insecurity, and concern about the financial situation 
are consistent with caregiver burden and emerge 
as a consequence of uninterrupted care for the 
dependent older adult36.

Providing nutritional care, acquiring and 
purchasing medications and necessary caregiving 
products may result in financial losses due to the 
high costs arising from the demands of care. Most 
caregivers stop working to dedicate themselves 

exclusively to caregiving and household tasks, which 
results in greater financial hardship for the entire 
family. The limitation of resources may translate 
into a stress-generating factor for the caregiver, who 
feels compelled to adapt the quality of care to their 
economic conditions, thereby impacting caregiving 
quality and, consequently, caregiver burden37,38.

In the comparative analyses of burden with 
the variables, statistically significant results were 
found for developing illness and perceiving health 
deterioration after assuming caregiving – findings 
consistent with those of a previously conducted 
study39. Caregivers tend to devote most of their time 
to this activity. Senescent family caregivers may be 
associated with higher levels of burden and a decline 
in physical quality of life, due to the accumulation 
of responsibilities and the reduction of functional 
capacity39. Reconciling personal health follow-up 
with caregiving becomes exhausting; appointment 
cancellations and rescheduling occur routinely, as 
the older adult is always the priority29.

In this study, the correlation analyses of variables 
with the physical, mental, and total SF-12 score 
domains indicated that family caregivers of more 
advanced age tend to perceive a worsening of their 
physical health. The literature mentions several 
factors associated with caregiver quality of life, such 
as caregiving burden, degree of dependency of the 
older adult, length of time in the caregiving role, and 
the presence of sequelae and diseases in the older 
adult40,41.

Regarding educational attainment, 36.63% of 
caregivers reported having eight years of schooling. 
A higher level of education may be significantly 
related to the understanding required for caregiving 
performance, which encompasses knowledge 
ranging from the performance of instrumental 
and basic caregiving activities to understanding 
the diagnosis, prognosis, and complications of the 
diseases of dependent older adults42.

The degree of functional independence of the 
older adult correlated positively with the physical 
component of caregiver quality of life; therefore, 
the more independent the older adult, the lower 
the perceived burden by the caregiver, resulting 
in better physical quality of life scores. The 
functional dependency of the older adult is directly 
associated with an increase in caregiver burden and 
deterioration of quality of life43.

Caregivers who resided with the older adult 
receiving care obtained higher mean scores in the 
physical dimension of quality of life. Living with a 
dependent older adult can be advantageous, as 
caregiving demands can be promptly met. On the 
other hand, it can have a negative impact due to the 
exposure to the effects of the caregiving process that 
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CONCLUSION

It is concluded that the family caregivers of older 
adults were, in their majority, women in their fifties, 
daughters, employed, who perceived a deteriora-
tion in their health status and ceased performing 
physical, social, and leisure activities after assuming 
caregiving responsibilities. These findings corrobo-
rated the results of the applied scales, which demon-
strated moderate-to-severe burden and an impact 
on quality of life.

With regard to the older adults, they were pre-
dominantly women, octogenarians, independent or 
with mild dependency, and lived with their caregiv-
ers. The fact of living with the older adult and main-
taining personal health follow-up was reflected in 
higher mean scores in the physical domain of family 

caregiver quality of life.
This research made it evident that family care-

givers are adults who are approaching the age at 
which they will themselves be considered older 
adults. Thus, there is an urgent need to raise aware-
ness among these caregivers to maintain healthy 
habits, leisure activities, and well-being, in addition 
to health follow-up, even while bearing caregiving 
responsibilities. Similarly, health professionals must 
be attentive to developing health education actions 
focused on healthy aging and the maintenance of 
quality of life among caregivers of older adults. 
Health managers and decision-makers must invest 
resources in developing specific policies to support 
family caregivers.

CRediT author statement

Conceptualization: Garzin, ACA; Ferrari, CMM. Methodology: Garzin, ACA; Ferrari, CMM. Validation: Sales, DAT; Garzin, ACA; Dantas, LMF; Devezas, 
AMLO; Auricchio, AM; Ferrari, CMM. Statistical analysis: Sales, DAT; Garzin, ACA; Dantas, LMF; Ferrari, CMM. Formal analysis: Sales, DAT; Garzin, 
ACA; Dantas, LMF; Devezas, AMLO; Auricchio, AM; Ferrari, CMM. Investigation: Sales, DAT; Garzin, ACA; Dantas, LMF; Devezas, AMLO; Auricchio, 
AM; Ferrari, CMM. Resources: Sales, DAT; Garzin, ACA; Dantas, LMF; Devezas, AMLO; Auricchio, AM; Ferrari, CMM. Writing-original draft preparation: 
Ferrari, CMM. Writing-review and editing: Sales, DAT; Garzin, ACA; Dantas, LMF; Ferrari, CMM. Visualization: Sales, DAT; Garzin, ACA; Dantas, LMF; 
Devezas, AMLO; Auricchio, AM; Ferrari, CMM. Supervision: Garzin, ACA; Ferrari, CMM. Project administration: Sales, DAT; Garzin, ACA; Dantas, LMF; 
Devezas, AMLO; Auricchio, AM; Ferrari, CMM.

All authors have read and agreed to the published version of the manuscript.

1. Organização Mundial da Saúde. Envelhecimento ativo: uma política de saúde [Internet]. Brasília: Organização Pan-Americana da Saúde; 2005 [acesso 
em 25 abr 2025]. Disponível em: https://bvsms.saude.gov.br/bvs/publicacoes/envelhecimento_ativo.pdf
2. Chaimowicz F, Chaimowicz BF. Epidemiologia do envelhecimento no Brasil. In: Freitas EV, Py L, editores. Tratado de geriatria e gerontologia. 5. ed. Rio 
de Janeiro: Guanabara Koogan; 2022. p. 12-25.
3. Galera SC, Freitas EV, Costa EFA, Gabriele RR. Avaliação geriátrica ampla. In: Freitas EV, Py L, editores. Tratado de geriatria e gerontologia. 5. ed. Rio 
de Janeiro: Guanabara Koogan; 2022. p. 77-89.
4. Moraes EN, Marino MCA, Santos RR. Principais síndromes geriátricas. Rev Med Minas Gerais [Internet]. 2010 [acesso em 25 maio 2025];20(1):108-116. 
Disponível em: https://rmmg.org/artigo/detalhes/383
5. Sociedade Brasileira de Geriatria e Gerontologia. A função do cuidador no acompanhamento de pessoas com a doença de Alzheimer [Internet]. Rio de 
Janeiro: SBGG; 2021 [acesso em 25 maio 2025]. Disponível em: https://sbgg.org.br/a-funcao-do-cuidador-no-acompanhamento-de-pessoas-com-a-doenca-
de-alzheimer/
6. Gonçalves LHT, Alvarez AM, Santos SMA. Cuidado na enfermagem gerontológica: conceito e prática. In: Freitas EV, Py L, editores. Tratado de geriatria 

REFERENCES

cohabitation entails42. Significant changes in daily 
routine arising from the demands of caregiving for 
the older adult directly affect the family caregiver’s 
quality of life. The need to reorganize everyday life 
often leads to the renunciation of habitual activities, 
which may result in self-neglect42,43.

Finally, another aspect deserving emphasis is 
the fact that caregivers cease to participate in 
social activities after assuming the caregiving role 
– evidenced by worse quality of life mean scores. 
Among the main challenges faced in the daily 
caregiving routine, the limitation to leave home 

and engage in leisure activities stands out, as the 
caregiver is constantly involved in responsibilities 
and concerns related to the older adult’s illness 
and demands. The continuous care of a dependent 
individual imposes a transformation in the caregiver’s 
lifestyle, which becomes organized around the 
needs of the other person. Regardless of the 
caregiver’s age, these changes directly affect their 
social interactions and opportunities for recreation, 
often generating a sense of loss of autonomy and 
the feeling that their own life has been relegated to 
the background44.

Declaration of competing interest

The authors declare that they have no known competing financial interests or personal relationships that could have appeared to influence the work 
reported in this paper.

https://creativecommons.org/licenses/by/4.0/


Mundo Saúde. 2026,50:e19222025
DOI: 10.15343/0104-7809.202650e19222025I

10

e gerontologia. 5. ed. Rio de Janeiro: Guanabara Koogan; 2022. p. 1086-92.
7. Almeida L, Azevedo RCS, Reiners AAO, Sudré MRS. Cuidado realizado pelo cuidador familiar ao idoso dependente no domicílio no contexto da 
Estratégia de Saúde da Família. Texto Contexto Enferm [Internet]. 2012 [acesso em 25 maio 2025];21(3):595-602. Disponível em: https://doi.org/10.1590/
S0104-07072012000300008.
8. Capelo MRTF, Brasil CCP, Silva RMLB, Capelo JAF, Quintal AJOM, Ribeiro LJM, et al. Percepções de cuidadoras informais sobre motivações, necessidades 
e benefícios do cuidado para o idoso dependente. Cien Saude Colet. 2024 [acesso em 25 maio 2025];29:e05612024. Disponível em: https://doi.
org/10.1590/1413-81232024298.05612024. 
9. Pachla A, Follak NCF, Pletch MU, Busnellos MB, Roman AR, Strassburger MJ. A saúde do cuidador: um desafio para o cuidado integral. In: Anais do 
XVII Jornada de Extensão do Salão do Conhecimento [Internet]; 2016; Ijuí. Ijuí: Editora Unijuí; 2016 [acesso 10 Abril 2025]. Disponível em: https://www.
publicacoeseventos.unijui.edu.br/index.php/salaoconhecimento/article/view/6231/5010
10. Gonçalves LTH, Leite MT, Hildebrandt LM, Bisogno SC, Biasuz S, Falcade BL. Convívio e cuidado familiar na quarta idade: qualidade de vida de 
idosos e seus cuidadores. Rev Bras Geriatr Gerontol [Internet]. 2013 [acesso10 Abril 2025];16:315-25. Disponível em: https://doi.org/10.1590/S1809-
98232013000200011
11. Scazufca M. Versão brasileira da escala Burden Interview para avaliação de sobrecarga em cuidadores de indivíduos com doenças mentais. Rev Bras 
Psiquiatr [Internet]. 2002 [acesso 10 maio 2025];24(1):12-7. Disponível em: https://doi.org/10.1590/S1516-44462002000100006
12. Sequeira C. Adaptação e validação da Escala de Sobrecarga do Cuidador de Zarit. Rev Ref. 2010; [acesso 10 maio 2025]; 2(12):9-20. Disponível em: 
https://doi.org/10.12707/RII1012
13. Seidl EMF, Zannon CMLC. Qualidade de vida e saúde: aspectos conceituais e metodológicos.     Cad Saude Publica. 2004; [acesso 10 maio 2025];  
Mar-Apr;20(2):580-588. Disponível em: https://doi:10.1590/S0102-311X2004000200027.
14. Secretaria Municipal de Saúde (SP). Diretrizes da Rede de Atenção à Saúde da Pessoa Idosa [Internet]. São Paulo: Secretaria Municipal de Saúde; 2021 
[acesso em 2 out 2025]. Disponível em: https://www.prefeitura.sp.gov.br/cidade/secretarias/upload/saude/DIRETRIZES_RASPI_2021.pdf 
15. Scalco JC, Tavares KO, Vieira L, Silva JR, Bastos CCCB. O dia a dia de cuidadores familiares de idosos dependentes. Kairós-Gerontologia [Internet]. 
2013 [acesso 25 Abril 2026 ];16(1):191-20. Disponível em: https://revistas.pucsp.br/kairos/article/view/19072
16. Moura AC, Bezerra STF, Moreira TMM, Fialho AVM. Iniciativa STROBE: subsídios para a comunicação de estudos observacionais. Rev Eletr Gest Saude 
[Internet]. 2016 [acesso 25 Abril 2026 ];7(3):1241-50. Disponível em: https://docs.bvsalud.org/biblioref/2017/08/848018/rdt_v22n3_121-126.pdf.
17. Minosso JSM, Amendola F, Alvarenga MRM, Oliveira MAC. Validação no Brasil do Índice de Barthel em idosos atendidos em ambulatórios. Acta Paul 
Enferm [Internet]. 2010 [acesso 20 maio 2024 ];23(2):218-23. Disponível em: https://doi.org/10.1590/S0103-21002010000200011.
18. Silveira MF, Almeida JC, Freire RS, Haikal DS, Martins AEBL. Propriedades psicométricas do instrumento de avaliação da qualidade de vida 12-item 
health survey (SF-12). Cien Saude Colet [Internet]. 2013 [acesso 25 Abril 2026 Apr 25];18(7):1923-31. Disponível em: http://doi.org/10.1590/S1413-
81232013000700007
19. Brasil. Conselho Nacional de Saúde. Resolução nº 466, de 12 de dezembro de 2012. Diário Oficial da União [Internet]. Brasília, DF; 13 jun 2013 
[acesso em 5 ago 2024]; Seção 1:59. Disponível em: https://bvsms.saude.gov.br/bvs/saudelegis/cns/2013/res0466_12_12_2012.html
20. Gonçalves FCA, Lima ICS. Alzheimer e os desafios dos cuidados de enfermagem ao idoso e ao seu cuidador familiar. Rev Pesqui Cuid Fundam Online 
[Internet]. 2020 [acesso em 20 jun 2025]; 12:1474-1482. Disponível em: http://doi:10.9789/2175-5361.rpcfo.v12.7971.
21. Boaventura LC, Borges HC, Ozaki AH. Avaliação da sobrecarga do cuidador de pacientes neurológicos cadeirantes adultos. Cien Saude Colet. 2016 
[acesso em 20 jun 2025];21(10):3193-3202. Disponível em: http://doi:10.1590/1413-812320152110.15202016.
22. Cronemberger GL, Sousa RC. Caring for dependent older adults and their caregivers: a challenge for societies. Cien Saude Colet [Internet]. 2023 
[acesso em 3 jul 2025];28(3):957-958. Disponível em: http://doi:10.1590/1413-81232023283.07032022EN.
23. Maciel MC. Ambulatório para cuidadores de idosos: ações para a qualidade de vida de cuidadores senescentes [dissertação na Internet]. São Paulo: 
Escola de Enfermagem, Universidade de São Paulo; 2022 [acesso em 2 jul 2025]. http://doi:10.11606/D.7.2021.tde-13012022-090811.
24. Ru J, Ma J, Niu H, Chen Y, Li L, Liu Y, et al. Burden and depression in caregivers of patients     with rheuma-toid arthritis in China. Int J Rheum Dis. 2019 
[acesso em 2 jul 2025];22(4):608-613. Disponível em: http://doi:10.1111/1756-185X.13397.
25. Lemos LC, Batistoni SST, Cachioni M, Neri AL. Controle percebido em cuidadores de idosos no contexto familiar: variáveis associadas. Psico (Porto 
Alegre). 2020 [acesso em 2 jul 2025];51(1):e33690. Disponível em: http://doi:10.15448/1980-8623.2020.1.33690.
26. Bianchi M, Flesch LD, Alves EVC, Batistoni SST, Neri AL. Indicadores psicométricos da Zarit Burden Inter-view aplicada a idosos cuidadores de outros 
idosos. Rev Lat Am Enfermagem. 2016 [acesso em 2 jul 2025];24:e2835. Disponível em: http://doi:10.1590/1518-8345.1379.2835.
27. Brasil. Secretaria Especial dos Direitos Humanos. Manual do cuidador da pessoa idosa [Internet]. Brasília: Secretaria Especial dos Direitos Humanos; 
2008 [acesso em 3 jul 2025]. Disponível em: https://fiapam.org/wp-content/uploads/2013/11/Manual-do-Cuidador-da-Pessoa-Idosa.pdf.
28. Moreira MD, Caldas CP. A importância do cuidador no contexto da saúde do idoso. Esc Anna Nery. 2007 [acesso em 3 jul 2025];11(3):520-525.
Disponível em: http://doi:10.1590/S1414-81452007000300019.
29. Mendes PN, Figueiredo MLF, Santos AMR, Fernandes MA, Fonseca RSB. Sobrecargas física, emocional e social dos cuidadores informais de idosos. 
Acta Paul Enferm. 2019 [acesso em 3 jul 2025];32(1):87-94. Disponí-vel em: http://doi:10.1590/1982-0194201900012.
30. Corrêa LPC, Santos PL, Nakao RT, Araújo MMF. A pessoa idosa como cuidador informal de outro idoso: sobrecarga, depressão e dependência. Estud 
Interdiscip Envelhec. 2024 [acesso em 3 jul 2025];29:1-13. Dispo-nível em: https://pesquisa.bvsalud.org/portal/resource/pt/biblio-1585685
31. Neto LSS, Pagotto V, Nunes DP, Batista IB. Qualidade de vida de cuidadores familiares de pessoas idosas acamadas. Acta Paul Enferm. 2023 [acesso 
em 3 jul 2025];36:eAO00361.Disponível em: http://doi:10.37689/acta-ape/2023AO00361.
32. Kazaki S, Christodoulakis A, Tsiligianni I, Linardakis M, Mantadaki AE, Kaffesakis T, et al. Health-related issues of users of social care services for elderly 
and their caregivers: a cross-sectional study in a day care cen-ter. Curr Health Sci J. 2024 [acesso em 3 jul 2025];50(1):117-124. Disponível em: https://
pubmed.ncbi.nlm.nih.gov/38846480/
33. Custodio N, Lira D, Herrera-Perez E, Nuñez Del Prado L, Parodi J, Guevara-Silva E, et al. Sobrecarga do cui-dador informal de países de renda média: 
resultados de Centros de Memória em Lima - Peru. Dement Neu-ropsychol. 2014 [acesso em 3 jul 2025];8(4). Disponível em: https://doi:10.1590/S1980-
57642014DN84000012.
34. Instituto Brasileiro de Geografia e Estatística. Censo demográfico 2022: população por idade e sexo – pesso-as de 60 anos ou mais de idade 
[Internet]. Rio de Janeiro: IBGE; 2024 [acesso em 2 out 2025]. Disponível em: https://sbgg.org.br/wp-content/uploads/2024/07/1720455166_Censo_
Demogrfico_2022_-Populao_por_idade_e_sexo-_Pessoas_de_60_anos_ou_mais_de_idade.pdf
35. Gratão ACM, Vendrúscolo TRP, Talmelli LFS, Figueiredo LC, Santos JLF, Rodrigues RAP. Sobrecarga e des-conforto emocional em cuidadores de idosos. 
Texto Contexto Enferm. 2012 ; [acesso em 2 out 2025]; 21(2):304-312. Disponível em: http://doi:10.1590/S0104-07072012000200007.
36. Luzardo AR, Waldman BF. Atenção ao familiar cuidador do idoso com doença de Alzheimer. Acta Sci Health Sci. 2004 [acesso em 2 out 2025];26(1):135-
145. Disponível em: http://doi:10.4025/actascihealthsci.v26i1.1640.
37. Oliveira MC, Boaretto ML, Vieira L, Tavares KO. A percepção do cuidador familiar de idosos dependentes sobre o papel do profissional da saúde em 
sua atividade. Semina Cienc Biol Saude. 2014 [acesso em 2 out 2025];35(2):81-90. Disponível em: htt://doi:10.5433/1679-0367.2014v35n2p81.
38. Costa TF, Costa KNFM, Martins KP, Fernandes MGM, Brito SS. Burden over family caregivers of elderly people with stroke. Esc Anna Nery. 2015 
[acesso em 2 out 2025]; 19(2):350-355. Disponível em: http://doi:10.5935/1414-8145.20150048.
39. Silva AM, Nunes DP, Grazziano ES, Jesus ITM, Brito TRP, Santos-Orlandi AA. Relação entre sobrecarga e qualidade de vida de cuidadores informais de 
idosos: um estudo transversal em atendimento ambulatorial. Online Braz J Nurs. 2020 [acesso em 2 out 2025];19(1). Disponível em: https://objnursing.
uff.br/nursing/article/view/6275.
40. Anjos KF, Boery RNSO, Santos VC, Boery EN, Rosa DOS. Homem cuidador familiar de idosa com doença de Alzheimer. Saude Pesqui. 2017[acesso 
em 2 out 2025];10(2):317-324. Disponível em: https://fi-admin.bvsalud.org/document/view/zd52t.
41. Pothiban L, Srirat C, Wongpakaran N, Pankong O. Quality of life and the associated factors among family caregivers of older people with dementia in 
Thailand. Nurs Health Sci. 2020 [acesso em 2 out 2025];22(4):913-920. http://doi:10.1111/nhs.12746.
42. Loureiro LS, Fernandes MGM. Perfil do cuidador familiar de idosos dependentes em convívio domiciliar. Rev Pesqui Cuid Fundam Online. 2015 [acesso 

https://creativecommons.org/licenses/by/4.0/


Mundo Saúde. 2026,50:e19222025
DOI: 10.15343/0104-7809.202650e19222025I

How to cite this article: Sales, D.A.T., Garzin, A.C.A., Dantas, L.M.F., Devezas, A.M.L.O., Auricchio, A.M., Ferrari, C.M.M. (2026). 
Caregiver burden and quality of life of family caregivers of older adults:  a cross-sectional correlational study. O Mundo Da Saúde, 50. 
https://doi.org/10.15343/0104-7809.202650e19222025I. Mundo Saúde. 2026,50:e19222025.

em 2 out 2025];7(Suppl):145-154. Disponível em: https://www.redalyc.org/pdf/5057/505750949011.pdf
43. Cattani RB, Girardon-Perlini NMO. O cuidar do idoso doente no domicílio na voz de cuidadores familiares. Rev Eletron Enferm. 2004 [acesso em 2 out 
2025];6(2):254-271.Disponível em: http://doi:10.5216/ree.v6i2.812.
44. Ferreira CG, Alexandre TS, Lemos ND. Fatores associados à qualidade de vida de cuidadores de idosos em assistência domiciliar. Saude Soc. 2011 
[acesso em 2 out 2025];20(2):398-409. Disponível em: http://doi:10.1590/S0104-12902011000200012.

11

https://creativecommons.org/licenses/by/4.0/

