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Oijedives: This study examined the long-term impact of a psychotherapeutic oognirive-bdtavioral program with 
two intervention follll3ts (ttaditional weekly se:.:.ions (TWS) and minimal therapist contact (~ITC)) in t.'aregiver.. 
who suffered from emotional problems due to caring for elderly dependent relatives. 
Method: The 86 partiapants, who tived with the older persons at home. were randomized into one of the two 
mterVenuon fonnats. The individual treatment program was carried out during an 8-weeJc intervaL Measures of 
aruuety. d~!pression. burden, copmg, social support, and self-esteem were ana1}'2ed at pre- and post-treatment 
and at 1-, 3·, 6·, and 12-month follow-ups. 
ReMJlts: Significant effects were found in the expected direction in most or the measures analyad. The 
parncipants in the m:e~entioo reduced significantly thCU' levels of anxiety, depression, and burden, and they 
1mproved !he levels of problem-focused coping, sooal support, and self-esteem. 1lte rwo intervention formats had 
dill'erent evolutions, wi!h better effects tn the 1WS format, especially at the fust post-test mea:>urem.enls, but the 
dill'erences tended to decrease over tune. 
Conclusion: These data ~11gges1 that individual psychothl:rapentic inte~entioos with caregiv~:rs are effiClent to 
reduce their emotional problems. and rhat this effect is mediated by improvement both in their appraisal of the 
situation and in their per:.onal resources. 
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Introduction 

Family members play an essential role in the care of 
elderly dependent people. The)' carry out the role 
of caregivers of their relatives for long periods of 
time, which places them in a highly vulnerable 
situation (Brodaty. Green, & Koschera, 2003; 
SJrcnsen. Pinquart, & DubeiStem, 2002). Although 
caregivers may experience some positive aspects 
(Lopez, Lopez-Arneta, & Crespo, 2005), to take on 
the role of careg1ver is an important source of stress, 
which increases the risk of suffering from diverse 
physical problems, as well as important emotional 
alterations, espeClalt} aruuet} and depression 
(Cuijpers, 2005; Schulz, O'Brien, Book«•ala, & 
Fleissner, 1995). 

To counteract these negative effects, interventions 
developed to date have been, in addition to fairly 
numerous, very heterogeneous, both in their goals and 
in their cootent and format (Brodaty et al., 2003; 
Cooke, McNally, Mulligan. Harrison, & Newman, 
2001; K.rught, Lutzky, & Macofsky-Urban, 1993; 
Pusey & Richards, 2001, Sorensen et al., 2002). 
However. these mtervenuons can generally be grouped 
into: formal support services, educational programs, 
mutual support groups. and psychotherapeutic inter
ventions; although the conjoint use or combination of 
several of these options is also common (Gallagher, 
1985). 
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An evolution in the content of the mterventions has 
been observed in the literature on caregivers: from the 
presentation of information in the oldest works, to 
providing strategies and tools to help solve concrete 
problems in the most recent ones (LOpez & Crespo, 
2007). Most of the psychotherapeutic programs have 
been of a cognitive-behavioral orientation. These 
interventions usually include training in the control 
of arousal, cogniti\'e restructuring, problem-solving 
training, and increase in pleasant acbvJtJes, to which 
other elements can be added (e.g., self-instructions, 
assertiveness training, ... ). Diverse techniques are used 
to administer them, (group discussion, role-playing, 
reading, audiovisual material, ... ), and there seems to 
be no similarity among the vanous interventlons 
(LOpez & Crespo, 2007; SOrensen et al., 2002). 
Treatments aimed at reducing the emotional problems 
suffered by a large part of caregivers, which have 
achieved smaU or moderate resulls (Knight et al., 
1993), but individual psychotherapeutic treatments 
seem to obtain be~r results than other kinds of 
interventions (Knight et al., 1993, Lopez & Crespo, 
2007). 

Although caregivers may benefit from this kind of 
interventions, especially with regard to depression 
(Sorensen et aL, 2002), family members who care for 
the elderly at home are difficult to access. Many of 
them are not interested in participating in programs to 
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help them to improve their situation, and others, 
despite their mterest have severe difficulties that 
prevent them from becoming mvolved. In fact, in 
general, they show little mitiative in usmg the available 
ri!SOurces. Therefore, it seems C$ential to adapt the 
format of the inten-entions to caregivers' specific needs 
and characteristics (especially. to the scarce amount of 
free tune and their burden of work). In tlus sense, the 
data indicate that long interventions, though effective. 
generate a large number of dropouts. ll appears 
imp01 .ant to offer short intervention programs that 
do not add more stress. which are already endured by 
carcgtvers (Knight et al. 1993; Lopez & Crespo. 2007). 

This suggests that a good alternative would be to 
develop minimal therapiSt contact interventions, which 
would avoid the high cost for burdened caregivers of 
having to travel across town to be interviewed by the 
therapist, and which have shown promtSmg results in 
the treatment of emotional problems (Gould & Clum, 
1993; Rowan & Storey 2002). This kind of inter
ventions usually uses rednced contact with patients, 
either face-to-face, by phone, or by other means (e.g., 
mail, Internet). during which caregivers are provided 
with 'hritt!!n or audio\isual material that they -work on. 
and that is subsequently reviewed. In any case. the 
patieni..S are the most active agents of the intervention 
because they are acquiring new knowledge and skills to 
cope with their problems, mainly at home and not in 
the therapist's office. 

Some of the advantages of minimal therapist 
contact interventions are: (a) patrents" greater involve
ment in the acquisition of skills. (b) reduced costs for 
rhe patient and the therapist, (c) l11gber accessibility 
of treatments (e.g.. rural 1.ones), (d) reduction of 
patients' fear and apprehension toward treatment, 
and (e) higher flex.iblltt) (e.g., better adapted to 
patients' schedules). But it should not be forgotten 
that these treatments also have some disadvantages, 
such as: (a) the need for patients' higher invol\'ement in 
the interventions, (b) the need for patients' higher 
motivation, (c) the danger of patients' lack of 
adherence to treatment. and (d) the inappropriateness 
of the format for ~rtain patients (e.g., functional 
illiteraC}, presence of suicidal idea lion) (Rowan & 
Store). 2002). Furthermore. caregiVers need intensive 
tnterventions and the} must have time to interiorize 
and put the strategies and tools proposed during the 
tntervention tnto practice (Sorensen et aL, 2002). 

Most of the minimal therapist contact interventions 
carried out wtth caregivers have consisted of listening 
to theu troubles and offenng them, by phone. 
mformation that ma> he of use (Chang, 1999; Davis, 
DurgJ.O. Buckwalter, & Weaver, 2004; Eisdorfer et al.. 
~003; Mahoney Tarlow, & Jones, 2003). But mere 
phone attention to caregi\'ers does not generally reduce 
the emotional variables analyzed. ln contrast, the 
tncorporati.un of the new technologi~ is resulting in 
the creation of new pioneer interventions by Internet 
tBeau~:hamp. Irvine, Seeley, & Johnson. 2005; Maraali 
& Donahue. 2006: White & Dorman. 2000) that show 

pronusing results at post-treatment. However, follow
up studies are needed to determme whether or not the 
unmcdiate results arc maintamed, and whether new 
fruits of the progressive assimilatton of their contents 
emerge. 

As indicated by Brodaty el al. (2003), despite the 
efforts already made, it is still essential to continue 
investigating the efficacy of the various treatments 
proposed to help caregivers deal with the problems 
of stress resulting from their Situation Thus, the 
purpose of this investigation was to e.:~plore tbe 
efficacy of a brief tndivldual psychological inter
ventton. with two intervention formats, one with 
traditional weekly sessions (TWS) and the other with 
minimal therapist contact (M TC), a101ed at stress 
management for the people who must care for an 
elderly dependent at home. In its two formats, the 
main goal of the intervention was to reduce 
caregivers' levels of emotional problems (an'<iety 
and depression). 

Metbods 

Participants 

The participants came from various Health Centers, 
~untcipal Social Services, and Family Associations of 
the Community of Madrid (Spain). The caregivers 
met the following inclusion cnteria. (a) they were 
caring for a noninstitutionaltLed older person (O\eT 
60 years of age); (b) the elderly person was dependent., 
that is, he/she needed supervision or help to perform 
one or more of the activities assessed by the Katz 
Index of Activities of Daily Li\1ng (ADL; Katz, Ford, 
~oskowit:z, Jackson, & Jaffe, 1963); (c) the caregiver 
was the main person responsible for the care of the 
older person; (d) they lived permanently m the same 
domicile with the older person; (e) tbev had been 
caring for their relative for at least 6 months; (f) they 
were not receiving any other indivtdu.al or group 
psychological treatment; and (g) they presented 
emottonal problems as determined by scores over 9 
in the Beck Depress1on Inventory (BDI Beck, Rush, 
Shaw, & Emery, 1979) or scores over 7 m the Anxiety 
Subscale of the Hospttal Amnety and Depression 
Scale (HAD-A, Ligmond & Snaith, 1983). We 
decided to include only caregtvers who presented 
emot1onal problems because the treatment was aimed 
at overcoming t~ problems and therefore, would 
be of no interest to people whose emotional status or 
anxiety levels were unam:cted. despite tbetr canng for 
a relative. 

A total of 123 caregivers were assessed for their 
possible participation in this investigation· 14 (11 °to) 
did not meet the inclusion criteria, 18 (15%) declined 
to participate for various reasons, and 5 (4%), due to 
temporary problems. couldn.ot be treated according to 
the mterventJOll protocol designed for this mvestiga
tion. Therefore, the total sample \\as made up of 
86 caregivers. 
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lnurveldiD1t 

lmervention overview 

In order to adapt the intervention to the specific 
characteristics of the caregivers, it was based both on 
lhe predictors of poorer emotional slatus and a higher 
level of an:<iety among the caregivers (Crespo, Lape-L, 
& Zarit, 2005), and on the bibliographic review 
of intervention studies with caregivers of elderly 
dependents (Lopez & Crespo, 2001). 

The purpose of this mtervention was to prov1de the 
mam caregivers of older dependents, who presented 
high emotional distress, with eflicient strategies to 
control stress and thus, imprm.e their emotional status. 
Therefore, the goals were: (a) to help caregivers to 
relax, using breath-control training; (b) increase their 
LeiSure time, for which a program to increase pleasant 
activities was carried out; (c) mOdify their subjective 
appraisal of the situation; specifically, to decrease their 
perception of burden and their reaction to the older 
person's memory and behavior problems, using 
cognitive restructuring; (d) increase their satisfaction 
with social support, using assertive communication 
training; (e) IIDprove the application of coping 
strategies to caregiving (with a decrease in emotion· 
focused copmg, which implicitly means an increase in 
problem-focused coping), using problem-solving train
ing; and lastly, (f) improve their self-esteem, through a 
specific program. 

When the intervention was ready. a pilot study was 
carried out (n=4, TWS=2, ~TC=2) to determine 
potential problems in its implementation. The rmat 
intervention was hjgbly structured Tn fact, a treatment 
handbook was elaborated. Each session involved a 
brief review of the pre\"ious week's homework in order 
to f.t.rmly establish the skills practiced in the natural 
setting, followed by the development of the specific 
components of each session, and fmi.sh.ing wtth a 
summary of the materictl from lhat the session and 
handi.ng out new homework. At the end of each 
sec;.o;1on, the time and place for the next meeting was set 
up and the matenal with a summary of the session was 
handed out In the fust session, the program was 
presented and the initi.al assessment carried om. In the 
last session, potential future problems were foreseen 
and post-treatment assc:s:.ment was performed. 

Intervention condilions 

The intervention was carried out in two formats, one of 
lWSs and the other of MTC. Roth intervention 
formats were performed individually and bad the 
same components. The formats only differed in the 
intensity of therapist-patient contact. and the amount 
of homework. 

Traditional v•eekly sessions 

Thts inl.ervention. format consisted of eight weekly 
individual ~sions (total duration: 2 months), all of 
them in contact with the therapist and lasting 

about ~60 min Dtaphragmatic breathing was prac
hced for seven sessions (2 7); mcrease in pleasant 
acttvities was developed during three sessions (3 5); 
cognitive restructuring in three sessions (5 7): assertive 
communication in two sessions (6 and 7); problem· 
solvmg trallllllg in one SCSSion (4); and techniques to 
improve self-esteem in one session (7). 

Minimal therapist cCRuact 

The duration of this format was also 2 months 
' consisting of three individual sessions with the 

therapist.. each one lasting about 90 m10, with an 
interval of 4 weeks between sessions. During these 
intervals, the caregivers worked at home on the 
materials provided in the previoU$ session, and they 
r~:eeived periodical phone calls from the therapist, 
lasting about IOmin. Three phone contacts were 
established in order to help and encourage the 
caregiver and to supervL"e the evolution of the home
work. The firc;t phone call was made between the 
second and third week, the next one before the 
fourth week, and the J.ast one between the sixth and 
seventh week. 

In contrast to TWS, in this intervention format, 
diaphragmatiC breathing was introduced m the first 
session in order to practice and train it with the 
therapist. In the second session (week 5), caregivers 
were initiated m cognitive restructuring and assertive 
communication. in order to initiate the practice of 
these therapeutic components in the presence and 
under the d.Jrcct supervision of the therapist. The 
caregivers practiced the remaining therapeutic elements 
at home with the help of materials prepared to 
this e.ff ect. 

The time, measured m weeks, ded.tcated to each one 
of the therapeutic components was the same in both 
fonnats, except for breathing contro~ wlucb was 
prdcticed a week more in MTC because it was already 
introduced in the first session. 

Desiglf 

Assigruuion of caregil•er:r to the 
experimnual conditions 

Using the computer program 'Randomization.com' 
(http:{jwww.randomization.com). the professtonals 
from the institutions who bad agreed to collaborate 
in the study (social workers, nurses. doctors, and 
psychologists) and who were in contact with the 
caregivers were randomly assigned to group MTC or 
group TWS. The method of randomly permuted 
blocks was used. Thus, tf a professional was randomly 
assigned to group TWS, be or she could only offer this 
treatment format to the caregivers; oo the contrary, 
if the professional was assigned to group MTC. only 
this kind of intervention was ollered. 

Suicide ideation was the exclusion criterion of the 
patients randomized to the MTC group, as is the case 
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with other MTC programs, as it does not seem ethical 
to treat patients at risk of suicide with programs of 
limjted or null therapist contact (Jamison & Scogin, 
1995; Woody, McLean. l'aylor. &Koch, 1999). Taking 
the abO\e into account. the t.otal sample was made up 
of R6 careg1vers, 42 of them assigned to the lWS 
formal and 44 to the MTC format. 

.\.Jeasurement limes 

In addition to the initial pretreatment measurement, all 
the participants were assessed again 2 months later. 
at post-treatment. Moreover. follow-up measures were 
carried out at I, 3, 6, and 12 months. 

r'ariables 

Treatment eJTI:\:ts were obsen:ed in the dependent 
variables that reflect caregivers' emotional status 
(anxiety and depression), as well as in the medjating 
variables of such status. among whlch can be 
ditTerenllated variables that involve caregi-.en;' perso
nal resources (i.e., coping strategies, social support, 
and self-esteem) on the one hand, and that are related 
to caregivers' appraisal of their situation (i.e., burden), 
un the other Sociodemographic variables and vari
ables involving the care provide(! were also assessed to 
allow us to determme the participants' characteristics 
and thetr care-gtvmg struatton. All sessions and 
assessments were ted by the fiCSt author (J. LOpez). 

,\1eatures 

The assessment battery was made up of the following 
instruments· 

The buen:irw Guide for Caregivt>rs (Crespo & 
wpez, 2007) collects soctodemographlc infonnatton 
and informatiOn about tht! care being provtded. 
Soctodemogmpl'lic charcicleristics of caregivers (i.e., 
age, gender. kinship. work status) and of the older 
people (i.e., age, gender medical diagnosis) were 
assessed, as well as the care situation (i.e.j type of 
caregiver, \\oeek.ly hours providing care, how long they 
had bo:n caring for the relative). 

The Katz lndt'x of Aczi1·ilies of Daily Lhing (ADL; 
Katz et al., 19t'l3) assesses tl'le patient's disability in SIX 

baste seu:care activities (e.g .. bathing, dressing) as a 
mt:asure of functional impairment. Limitation in one 
to two items indicates modemte dependency, whereas 
limttation 10 tb.ree or more items is considered severe 
dependency The internal consistency of the Spanish 
version is satisfactory. wtth Cronbach's or at 0.91 
(lz.al. .Montano. Marquez, & Losada. 2005). 

The An \iet} Subscale of the Hospital Allxiet) and 
Depression Scale (HAD-A; Ztgmond & Snaith. 1983) 
assesses the presence of anxiety symptoms. According 
to the authors of the scale. scores between 0 and 7 
indicate absenu: of arutiety symptl.lmatology, scores 
between 8 and 10 are doubtful cases, and 
scores between I 1 and 21 indicate the presence of 

aruoety symptomatology. A recent revtew verified that 
at a cut-off pomt of 8, lhe c;ensitivity and specificity of 
the subscale is 80%. The mean a across these studies 
was 0.83 {EJeUand, Dahl, Haug, & Neckelmann. 2002). 

The Beck Depression hn:entor} (BDI. Beck et al.. 
1979) identifies the global level of depression and the 
changes occurring over Lime. The published BDI 
.Manual (Beck & Steer, 1993) proposes a cut-off 
pornt of I 7/18 to differentiate n:urumum or slight 
leveb of depress1on from moderate or severe levels. 
Thus, scores over 17 are indicators of a posstble 
depressive disorder. Administered to caregivers, 11 bJ:l5 
sho~ n a scnsttivity of 70% and a speclfil.'ll} of 79% al 
a cut-off pomt of 9/ 10 (slight depression) (Gallagher, 
Rose, Rivera, Lovett, & Thompson, I 989). 

The Burden Jnten•lew (BI; Zarit, Reever, & Bach
Peterson, 1980) evaluates feelings of burden speclfic to 
an individual's role as caregiver. Wtth Spanish 
samples, Martin et aL (I 996) found a specific it) of 
84.4% and a sensitivity of 85.1% at a cut-off point 
of 46i47, and of 93.3% (both for specitictty and for 
sensitivity) at a cut-off point of 55 56 These cut-off 
scores identify family careg~vers at nsk for psycholo
gtcal distress and in need of further assessment and 
intervention. Test-retest reliability was 0.86, and 
Cronbach's or reached the vaJue of 0.91. 

The Brief COPE lCarver, 1997) is a 28-item 
instrument that, according to a study performed with 
caregivers (LOpez, Crespo, Arincro, Gomez. & 
Francisco, 2004), measures three essential coptng 
styles· problem-focused (the use of strategies aimed at 
managing or changing the problem that is causmg 
distress. such as planning and active copmg, positive 
reframing, acceptance and use of instrumental and 
social support), emotion-focused (using methods aimed 
at regulating the emotional response to the problem, 
such as venting, denial, self-blame, behavioral disen
gagement and self-distraction), and the search for 
transcendence (praying and avoiding making fun of 
the Situation when dealing with the problem that causes 
distre.'\S). The internal reliability oft he Jirst two scales is 
adequate, 0.75 for problem-focused copmg, and 0.65 
for emotion-focused coping. whereas in the case of the 
search for transcendence scale. the reliability IS only 
0.:!2 (LOpez el aJ., 2004). Therefore. 1l S<emed SUitable 
to only take the main coping scales into accoun l 
when performing the analyses. that is, problem- and 
emotion-focused coping. 

The main purpose of the versiOn of the Social 
Support Q~testumnaire. Short Form-Revised (SSQSR, 
l.G. Saranson, B. R. Saranson, Shearin, & Pierce. I 987) 
is to measnre the availability of and satisfaction with 
social support. Sut items were selected from the 
original scale upon verifying in a prev1ous study that 
these items explained a sufficient quantity of the 
-.arian..:cs of the available amount of so.;ial support 
and ~tisfaction with such support. and the) presented 
an internal consistency of 0.55 for available support 
and 0.72 for satisfaction w1th support (LOpez. 2005). 
Test-retest reliability of the short form was 0.90 for 
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available support and 0.83 for ..atisfaction with 
support (Saranson et al, 1987}. 

The Rosenberg Self-Esceem Scale (RSE; Rosenberg, 
1965) assesses, with 10 items, the levels of careg1vers' 
self-esteem, that is, a person's feelings of self
satisfaction and self-acceptance. Its 1nternal 
con!>istency is 0.81 and its discriminant validity i.s 
adequate; thus, for e.:umple, the scale has a significant 
and negative correlation of -0.35 wtth the BDI 
(Arinero, Crespo, L6pez, & Gomez. 2004). 

The complete assessment battery was administered 
at pretreabnent. At post-treatment and at the &. and 
I ~-month follow-ups, all the measuring instnmlentc;. 
except for those concerning sociodemographic data, 
were again administered. At the 1- and 3-montb 
follow-ups, only the HAD-A and the BDI were 
adnunistered in order to av01d as much as possible 
caregivers' fatigue and their dropping out of the 
investigation. 

Data analysis 

~ssing data. as long as it did not exceed 15% of the 
total self-report, was replaced by the data provided by 
these same subjects in the immediately preceding 
measurement. 

Likewise, intention-to-treat analysis was per
formed. so that the data of all the caregivers who 
initiated treatment and who participated in more than 
25% of the sessions were included in the analyslS of 
Lreatment efficacy. That is, any subject wllo partiCl· 
pated in more than two sessions was included in the 
analyses. Thus, in the case of dropouts after the second 
session. aU tlleir data at their last recorded measu.re-
ment time was maintained at post-treatment and 
follow-up. Pretreatment data were maintained if 
caregivers dropped out without concluding the treat
ment and the last follow-up data were mamtained 
if they dropped out after concluding the treatment. 

Chi-square and A)JOVAs for independent mea
sures were med to venfy the homogeneity of the 
groups. To analyze the changes produced over time 
and the differences between the two intervention 
formats, a repeated measures' ANOVA was conducted 
for each of the variables analyzed. taking into acoount 
a between-subject factor (two levels: traditional format 
and minimal contact) and a within-subject factor 
(six levels for the variables anxiety and depression 
and four levels for the rest of the vanables studied). 
The sphericit) assumption was verified try the Maucbly 
test. On all occa.stons, Bonferroni's correction was used 
for multiple comparisons and, when the sphericity 
assumption was not met, we used the Huynh Feldt 
corrQ;tion. Paired comparisons were obtained in order 
to determine the mean differences of tile participants 
between pretreatment and each one of the subsequent 
measurement times. 

Moreover, one-factor (intervention format) 
ANCOV As of each of the variables analyzed were 

carried out, with the pretreatment assessment value as 
covariate, for the diverse post-treatment and follow-up 
measurements. Thus, the differences between the two 
intervention formats at each measurement time were 
obtamed. while controlling the eJJects of the pretreat
ment values. 

Lastly, regarding the clinical significance of the 
results., ~c~emar tests were performed to determine 
the pre post changes in the percentages of careg1vers 
with scores over the cut-off point for anxiety and 
depression in the two intervention formats, and the 
relati\'e risk and the effect sm were calculated. 

Results 
At!MrMu to treatment 
There were five dropouts, three before ending treat
ment (one because the elderly relative died and two 
because the relatives were institutionahzed) and the 
remaining two dropou~ occurred at the 12-montll 
foUow-up (one due to death, and one to institutiona
lization). As treatment was individual, thus allowing us 
to set up a swtable schedule for the meeungs, dropouts 
were very scarce. It seems that participants only 
dropped out of the intervention formats due lo 
causes of 'force majeure'. Of the tive dropouts, four 
o~"Ul'red in the TWS format. which apparently 
indicates worse adherence to treatment tn this 
format, but it should not be forgotten tllat compliance 
with tile llomework assignments also reveals the 
caregivers' adherence to the intervention formats. In 
fact, attending a session did not guarantee that they 
would do the homework. A signifi.C3Dtly h1gher 
number of homework assignments were completed by 
participants who were in the TWS format (M = 12.88) 

• versus tb.e MTC format (M = 6.46). F (l, 78) -= 36.977, 
p<O.OOl). 

Sampk clwracteristitJ and gro•p /wmtJgeneily 

Most of the 86 caregivers who began treatment were 
women (89.5%), the older relative's children (62.85%), 
and did not work out of the home (52.2%) (i.e., they 
were housewives. retired. or unemployed). and their 
age ranged between 29 and 80 years (M- 53.30, 
SD-11.31). 

Women not only largely predominated among the 
population that provided informal llelp, but also 
among those who recetved such help (69.8%). Tile 
receJvers of informal help !lad a mean age of 
77.59 years (SD - 8.35), w1th a range between 60 and 
95 years. Most of them (80.2%) presented a dlagnosis 
of dementia. 

Canng for an elderly dependent is a very demand
ing task. Thus, the caregivers dedicated an average of 
97.82b per week (SD=60.75). that is, about 14h per 
day, and lhey had played lhis role for an average of 
66 months (SO= 77.17), that is 5.5 years. It should not 
be forgotten that the elderly people needed help or 
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Trell1mtnt tfjktley 

Depentlem variables 

mpervision for an average 3.67 (SO= 1.71) activities of 
daily liv~ng (ADLs). Caregivers considered themselves 
to be the elderly person's main caregiver (76.7%) or the 
t)nly careg1ver of their family (23.3%). 

The randomizauon process was successful as there 
were no significant pretreatment differences between 
the caregivers of the TWS and the MTC formats in any 
of the variables studied. 

As can be seen io Table 1. the variable allXlety showed 
significant within-subject dtfferences. In fact, 
significant differences were produced between the 
pretreatment means and all the subsequent measure
ment times. As can be seen in Table 2 and in Ftgure 1, 

Table I. Analysis of the differences in the dependent variables at various measurement times (n = 86). 

Variables --- - ---
An.'l.iety 

Wilhin-subje~:!!i factor (frmel 
Within-subjects compaosons : 

Pre-post 
Pre-1-month follow-up 
Pre-3-mondl follow-up 
Pre-6-month follow-up 
Pre·l2-month follow-up 

DepressiOn 
WJthm-snbjec<S factor (Tnne~ 
Wu.lun-sub_Jects comparisons : 

Pre-po<rt 
Pre-1-month follow-up 
Pre-3-month follow-up 
Pre-6-month follow-up 
Pre-12-month follow-up 

l'o:cs: •Hnvnh-Feldt correction factor was used. 
11Bonferroni corr~"tion factor was used. 

F(4.48, 363.S63) = 16. 767" 

lo&2) = 2.605 
1(112) = 3.551 
t,&2)=2.737 
trtm= 2.418 
ltll2) = 2.845 

llf<2) = 5.428 
l(82)= 5.601 
,(,1)- 4.440 
ll82) = 4.244 
rm,=5.l58 

Table :?. Evolution of the results of !he dependent and media~ variables (n :o 86). 

Time of measure 

Variables Pre-~atment Post-treatment 1 Monili 3 Months 

Am:iecy (range 0-21) 
TWS 11 .51 (3.97) 7.73 (3.27) 7.21.(3.32) 7.61 (4.24) 
MTC 10.74 (3.63) 9.31 (3.95) 7.93 (3.91) 9.17 (4.99) 

Depres:.,un (range 0-63) 
TWS 17.29 (9.19) 8.32 (7.84) 8.80 (6.58) 10.32 (7.19) 
MTC 13.29 (7 52) 11.40 (7.46) 10.57 (8.48) 11.38 (7.69) 

Burden (range 28-112) 
TWS 64.34 (12.95) 57.05 (12.48) 
MTC 67.12 (13.67) 62.81 (13.67) 

Problcm-fOC'Used coping (range 1-4) 
TWS 2.45 (0.58) 2.79 (0.49) 
MT\ 2 2Q (0.56) 2.41 (0.53) 

t:motion-focuscd coping {range 1-4) 
TWS 1.82 (0.44) 1.80 (0.34) 
MTC 1.66 (0.47) 1.61 (0.38) 

Self-est.eem (range 10-40) 
TWS 28 32 (4 58) 30.24 (3.48) 
MTC :!9.00 (3.53) 29.83 (3.55) 

s.x-ial suppor. (range: 0-J 8) 
T\\"S 5.92 (4.46) 9.98 (5.63) 
Ml'C 5.83 (4.49) 7.29 (4. 79) 

S:ltisfaction with social support (range 3- 18) 
TWS I L85 (3.21) 14 97 (3.36) 
MTC 12.45 (4.13) 13.67 (3.94) 

6 Months 

8.39 (4.68) 
9.02 {4.19) 

I 0. 76 (8. 71) 
11.33 {9.13) 

60.71 (13.11) 
61.71 (12.55) 

2.53 (0.59) 
2.22 (0.56) 

1.78 (0.46) 
1.66 (0.37) 

29.24 (4.0&) 
30 19 (3.96) 

8.66 (5.73) 
7.28 (4.83) 

14.58 (3.61; 
13.57 (2.94) 

:'-Jote: TV.'S (traditJo)oal weekly sessions) and MTC (minimal therapist contact) are shown as M (SO). 

Stgruftca.nce 

p<O.OOl 

p<O.OOI 
p<O.OOI 
p<O.OOl 
p<0.001 
p<O.OOI 

p<O.OOI 

p<O.OOI 
p<O.OOl 
p<li.OOl 
p<O.OOI 
p<0.001 

12 Months 

7.56 1_4.03) 
9.00 (H9) 

10.05 (7.68) 
10.21 (8.00) 

'i8.12 (12.32) 
59.79 (14.82) 

2.45 (0.58) 
2.27 (0 49) 

1.71 10.38) 
1.6~ (0.46) 

30.02 (4.29) 
31.19 (3.91) 

9.66 (6.22) 
6.26 (3. 77) 

14.51 0.26) 
13.50 (3.05) 
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the means of anxiety show a pronounced decrease 
between the basehne or pretreatment value and the 
post-treatment value and these improvements are 
sustained a1 the follow-ups of both intervention 
formats. 

As can be seen in Table 3, no significant 
betvt-een-subject ditrerences were obtained in anxiety 
or m the Timex InterVention interaction. However, 
the diverse A.~COV As reveal the existence of 
stgnificant differences in this variable bet\\·een the 
intervention formats at post-treatment and at the 
3- and 12-month follow-ups. 

In the case of depressed mood, significant within
subject differences were observed. ln fact, there were 
significant differences between the pretreatment means 
and all the subsequent measurements (fable 1). 

Significant differences were also obtained for the 
TIUle x Intervention mtcractio~ but no significant 
between-subject differences were obtained (Table 3). 

12 

11 

10 

9 

8 

7 

s 
Pre Post 1mon1n 3 monthS 6 montls 12 montls 

lreatroonl lrealmenl 
-e-TWS MTC 

Figure I. Evolution over time of the Levels of on:riety 
(A.n:tie~y Substale of the Hospital Anxiety and Depression 
Scale) in the two e~rimentel groups (n= 86). 

As can be seen in Table 2 and Figure 2, the means 
show an important post-treatment decrease compared 
to pretreatment, and these levels remamed relatively 
stable at the follow-ups in the TWS intervention 
focnat, whereas the decrease was more progressive in 
the MTC format. The diverse ANCOV As re,·ealed 
stgnificant differences in depression between the two 
tntervcntion formats at post-treatment and at the 
1-month follow-up. 

Mediating variables 

Sjgni.ficant within-subject differences were observed in 
burden, F (2.389, 193.492) = 10.966, p<O.OOl, with a 
decrease in the participants' levels of burden over time. 
Mean comparisons indicated significant reductions 
between pretreatment and all the subsequent measure
ment times: post-treatment. t (82)=5.801; p<O.OOl, 
6-montb follow-up, t (82) = 4.519; p<0.017, and 

-------------- -

6-------------~--~-----~--------~ 
Pre P<>sl 1 month 3 monthS 6 montllS 12 m<:>ntls 

lreatmont rreamoot 
---rws MTC 

Figure 2. Evolution over lime of the levels of depression 
(Beck Depression Inventory) in the two i!ll:perimental group~> 
(n=86). 

Table 3. Analyliis of tlu! differenCI!S be~c:cn the two experimental groups with the dependent variables at the 
vanons me3SUJ'ement times (n=86). 

Variables 

Anxiety 
Between-subjects factor (intervention) 
Timex lntervention interaction 

ANCOVAS 
Post-treatment 
1-month follow-up 
3-month follow-up 
6-month follow-up 
12-month follow-up 

Depression 
Between-subjects factor (latervention) 
Time x Intervention Interaction 

ANCOVAS 
Postreatmdlt 
1-month fotlow-up 
3-mon:b follow-up 
6-month follow-up 
12-monlh follow-up 

Note: "'Huynh-Feldt correction factor was used. 

F(l, It)= 1.421 
F<44-1,. \63 .563)=2.303"' 

F!l, to)= 10.99 
r;, •. 80)=212 
.f(J, 10) = 4.21 
1'!•. &o)= 1.23 
F (I,I0)= 4.03 

F(l , al)=0.90 • 
1'(1 111, lOS..431) = 5.341 

Significance 

n.s. 
n.s. 

p<O.OOI 
n.s. 

p<0.042 
ll.S. 

p<0.048 

n.s. 
p<O.OOl 

p<O.OOl 
p<0.024 

n.s. 
ll.S. 

n.s. 
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12-month follow-up, t (82)=6.776; p<O.OOl. No 
Significant between-subject or Time x Intervention 
interaction difl'erenres were found. Likewise. none of 
the A. 'lCOV As reached statistical significance. 

Regarding coping strategies, problem-focused 
coping showed significant within-subject differences, 
F (3, 243)- 8.156, p<O.OOl, with an increase in 
participants' use of this kind of coping. Mean 
compariSons indicated significant increases between 
pr<> and post-treatment, t (82) = -0.228; p<O.OOl. 
This kind of coping was also being m;eci significant!) 
more in the participants of the lWS format. 
Frl.81)=6.758. p<O.OIL than in the MTC format, 
but the differences in the interaction 
T!me x Interventton were not statisticaUy significant. 
More frequent use of this coping was also observed io 
the TWS format than m the MTC format at post
treatment, F (1,80)= 10.761, p<0.002, and at the 
6-month follo\1.-up, F (1,80)=4.259, p<0.042. 
However, there were no significant difterences in 
emotion-focused coping. 

With regard to levels of self-esteem, significant 
within-subJect differences were observed, F (2.802. 
226.948)-10.576, p<O.OOl, as self-esteem increased 
over time. The mean comparison indicated a signifi
c.:ant increase m self-esteem between pretreatment 
and two subsequent moments: post-treatment. 
l (82)=-1.380: p<O.OOI, and 12-month follow-up. 
t (82) == -1.949. p <0.001. No signilkant between
group or I'imc x Intervention interaction dlfferenccs 
were obtamed. None of the ANCOVAs reached 
statistical sip.ni.ficance. 

Available social support also revealed wJthin
;;ubject differences, f\3, 24 ') == 9.111, p <0.00 1 .. 
increasmg over time. Mean comparisons indicated 
signif1eant increases between pretreatment and all 
th.e other subsequent measurement times: 
post-treatment, t(82)- -2.751: p<O.OOL 6-month 
follow-up, t{82) -2.092; p<O.OOl. and 12-month 
tallow-up, t(82) - -2.080; p<0.007. Social support 
was significantly higher in the TWS format than the 
MTC tormat. reaching signifiCant between-subject. 
F(l.81)==4.727), p<0.033, and fimexlntervention 
mteraction, F (3. 243)==3.402, p<0.018, differences. 
At post-treatment, more social support was 
observed among the caregivers tn the 1WS format. 
F{ 1. 80) = 6.87 p < 0.0 II, in comparison with the MTC 
format. 

Participants' satisfaction with social support 
showed significant v.ithin-subject differences, 
F {2.767. 224.1 12) -14.878. p<O.OOL increasmg over 
rime. The mean comparisons indic.'lted significant 
m~.-Teases betwc:en pretreatment and all the subsequent 
measurement times: po~1-treatment, 1(82) = -2.168: 
p<O.OOL 6-month follow-up, t{82)=-1.925 
p<O.OOJ. and 12-month follow-up. i(82)=-1.853. 
p<O.OOI. Timex Intervention interaction diffaences 
\\ere obtained. F(2. 767, 224.112) = 2 792. p < 0.046. 
but not between-subject differences, as satisfaction 
increased in the TWS formal, whereas it remained 

stable after a slight post-treatment increase m the MTC 
format. Significantly, higher satisfaction was found tn 
the TWS format at post-treatment, F(l. 80) = 7.703, 
p<0.001, and at the 1~-month follow-up. F( I. 80) = 
4.094. p<0.046, in comparison to the MTC format. 

CliniCJJI signiftetutce 

From the clinical viewpoint. the ~cNemar tests 
showed a significant reduction m the percentages of 
possible cases of anxiety and depression between 
pretreatment and each and every one of the subsequent 
measurement times_ 

As observed in Figure 3, there were important 
improvements in emotional stams, with significant 
reductions in the relative risk of possible anxiety and 
depression problems in the 'IWS format. The risk of 
anxiety problems was similar 111 both formats before 
treatment and decreased among those who parhci
pated in the lWS format. Thus. at post-treatment. 
the likelihood of fmding anx1ety d1sorders m 
the MTC format was five times higher than in the 
TWS format. At the 12-month follow-up, 63% 
more anxiety cases could be expected among 
the MTC participants than among the TWS 
participants. 

On the other hand, the risk of su.tTering a possible 
depression, which was 1.4 times lug her in the TWS 
group before treatment, dropped to 5 tunes lower at 
post-treatment in comparison to the MTC group. 
These differences decreased progress1vel), but at all 
measnrement time:;, the likelihood u1 finding possible 
cases of depression was still lo\\er in the wtre~nvers of 
the TWS format. -

In order to quantify the clinical impact of the 
intervention, the effect s.izefor each dependent van.able 
was determined, classifying them according to the 
values proposed by Faul and Erdfelder (1992) (i.e .. 
small <0.5; medium >0.5 and <0.8; and large >0.8). 
Large effect sizes were found in the TIVS treatment 
program for an.'tiet) (ranged from 0.95 to 1.17) and 
depress1on (ranged from 0.84 to 1.06), except for the 

1 6 

Ht--,.---------------
1.2 

0.8 t----'~:-----------:;;;;:;;:;=--i 

0.6 t----"~cr------:--:::;;;;o--t=-'~._-..... '--' 
0.4 r---~i:"""":::;;;:;oo"..o=:!~~:::..__--------' 
0.2 

0~--------------------------~ 
Pre POSI I monfl 3 months 6 monlhs 12 monlhs 

trgalmenl trealmnnl 

--Anxiety _._Depression 

Fi~ 3. Rislc mdices of !he presence of l:lO'"Ible anxiety 
(Anxiety SUbscale of the Hospital Anxiety and Depresgon 
Scale >10) and depression disorders (Decl.: Depression 
Inventory > 17) an the TWS in tervention group vs. the 
MTC group at various measurement times (n= 86). 
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6-month follow-up when the effects sizes were medium 
tO.? I and 0.72. respectively). However. the effect sizes 
were small for the MTC intervention (ranged from 0.23 
to 0.43). except for the !-month follow-up for anxiety 
when it was medium (0.74). 

Discussion 

This investigation performs a detailed analysis of the 
efficacy of a treatment program. with two formats. to 
unprove informal caregivers' emotional status. using 
for this purpose rather restrictive selection criteria. a 
large sample of caregtvers. a meticulous assessment 
and sufficiently extended follow-ups. Moreover, it 
complies with most of the prerequisites that investiga
tions of treatment efficacy should meet (Seligman, 
1995): {a) random assignment of patients to the 
experimental conditions, (b) in-depth assessment, 
(c) clearly described and protocolized treatments, 
{d) a fixed nmnber of sessions, and (e) long-term 
follow-up of patients. 

The data show that the stress-management training 
proposed herein (both intervention format:;) contri
butes to a decrease in the initial levels of anxiety, 
depression, even improving the levels of perceived 
burden, problem-focused coping, SOCial support, and 
levels of self-esteem. In fact, previous data have shown 
that caregivers receiving this stress-control program 
had a greater reduction in anxiety and depressive 
symptoms t.mmediately following the intervention than 
did the people in an untreated control group (Lopez, 
Crespo & Zarit, 2007) 

Therefore. it seems necessary to continue to offer 
such cognitive-behavioraJ psychotherapeutic inter
ventions to people who are emotionally affected to 
help them reduce their levels of distress. AccordJng to 
research and the theoretic models, there are two 
elements that affect caregivers· emotional problems 
decis1vely. First persona] resources (i.e., levels of 
copmg. social support, and self-esteem), and second, 
their appraisal of their situation. The present stress

management intervention improved these mediating 
vanables (e.g., problem-focused copmg, available 
support, satisfaction with social support, and levels 
of self-esteem increased, and the pen;eption of burden 
decreased) and perhaps, that is why it was effective. 

lt would be too pretentious to expect to modify 
such a multiple and complex problem as the chroruc 
stress suffered by many caregivers of elderly dependent 
people by means of a single and bnef mtervention 
(Mahoney et aL, 2003). Therefore, a more reasonable 
cliltical goal could be to attempt to stabilize their 
emotional problems cLbpez & Cr~po, :!007). The 
intervention herem described managed to reduce 
important aspects of caregivers' emotional problems 
{especially their levels of anxiety and depression) 
without bemg able to modify others substantially. 
In some oonditions, if problems or their impact on 
the person do not increase, it is considered a 

therapeutic achievement. Such is the case of the 
caregivers of elderly dependents, who endure many 
problems and difficulties, generally of mcreasing 
intensity and quantity. Thus, the substantial improve
ments achie11ed in this intervention m l>Dme ' 'anables 
make special relevance. This could have to do, at least 
partially, with the fact that the intervention was 
administered exclusively to caregivers with emotional 
problems (which is not very common 1n this kind of 
studies). This may have compensated for the 'floor 
e.ITects' that may o~--ur in persons who present lllitially 
low levels of an;tu:ty and depression. 

The refusal and dropout rates of the tn;atmenl 
proposed herein were very low. which IS su.rpnsing, as 
m the works about caregivers, the percentages of 
dropouts and refusals is usually high (L6pez & Crespo, 
2007, Sorensen et al, 2002). This good result may be 
related to the fle.ribility and the indiv1dual nature of 
the program, and also to the fact that it targeted people 
who really needed it (that is, who showed con.c;iderable 
emotional distress). The fact that the dropouts of the 
stress-management program are not very numerous 
(5.6°-o) can be considered a success. But It should not 
be forgotten that to allend a session diU not guarantee 
performing the homework, as only 53% of the assigned 
homework. was performed. 

Moreover. in some aspects, It is notable that the 
TWS intervention format presents different results 
from those of the MTC fonnat. For Lnstancc, the 1WS 
format reduced the levels of anxiety and depression 
more than the MTC format, in addition to the fact 
that, on the one band. it achieved higher levels of 
caregivers' problem-focused coping and, on the other 
the caregivers had more available support and felt 
more satisfied with such support. In any case, both 
intervention formats showed a different change 
tendency. In the TWS format, the reductJon of 
emotional distress occurred essentially between pre
and post-treatment, and these tmprovements tended to 
be sustained at follow-ups. In contrast, in the MTC 
format, the reduction tended to be progressive. It 
therefore seems that learning and putting into practice 
the strategies propliSed by the stress-management 
program was carried oul quickly, aJmosl immediately, 
by the caregivers in the TWS format. whereas the 
caregivers in the MTC format needed more hme to 
assimilate and put these strategies mto practice. This 
mav be because in the TWS mterventions, there was, 
on lhe one hand, more contact, and more work in the 
treatment phase in companson to the MTC group. 
Moreover, there was snch an impori.ant reduction 
between pre-- and post-treatment that it was difficult to 
continue decreasing to any further extent the levels of 
the emotional problems they suffered. 

Thus. there are some differences between the 
intervention formats, both in the general efficacy of 
the programs and in the evolution of the dependent 
and mediating variables. However. one wonders 
whether the differences found 'compensation· for the 
additional effort required from the caregiver who 
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participates in a program of ·weekly sessions. and 
whether, there are different profiles of caregivers who 
could benctit from one format or the other. 

We must acknowledge a series of limitations that 
should be taken into account when interpreting the 
results; (I) the evaluations were not perfooned by blind 
interviewers; (2) the randomization was carried out at 
first on the professionals instead of on the caregivers. 
This wa.s because of the fact that t11s difficult to access 
the careg1vers unless the professionals with wbom they 
are m contact tell them what kind of mtervenlion is 
being offered by the therapiSt The caregivers and the 
professionals from the diverse institutions are usually 
averse to the practice of randomization. However. 
the possible biases that may have been introduced were 
not particularly relevant as it was shown by the 
homogeneity analysis; and (3) despite the fact that we 
attempted to plan a simple treatment, that lS, with 
materials of easily understandable content. simple 
boiDt-··work, self-reports that were easy to fill in .. ac
tually, the intervention may be somewhat difticuJt for 
c:uegi\·ers of a low educationaJ level, who are not used 
to reading and writing. Some of the therapeutic 
components were developed orally in session. but 
others were developed in writing during the session and 
at home. and this may be a limitation for the 
implementation of the intervention. 

As can be seen. the mtervention descrihed herein is 
not a spec1al extensive stress-management training 
program. Nevenheless. an ~-session treat.mt!Ilt. sucn as 
be one tested here, would be rated as medium high 

mtcnsity, according to the meta-analysis of Knight 
ct al. (1993) The number of sessions could be in(,:reased 
in order to spend more time working on eacll of 
the stress-management techniques proposed but this 
would probabl) mcreasc the dropouts and also, 
particularly, the number of refusals to partlcipate 
in the intl!nenl!un. 

Lastl}. all the efions carried out wit.b llus 
investigatJon, independently of the results and limita
tions, were auned at offering the caregivers. with 
pallcncc and understanding, the possibility of learning 
to manage the stress they endure, as much as possible. 
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