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Abstract

Objective: Although caregiver burden may continue to influence the mental health of cancer

patients' caregivers long after bereavement, few studies have examined this issue.

Methods: A systematic review was conducted to provide a summary of (1)

operationalizations of caregiver burden used in this field and (2) the effect of caregiver burden

on postbereavement mental health of adult caregivers of cancer patients. A systematic search

of the electronic databases PubMed, Web of Science, and PsycINFO was conducted across

empirical studies published in a peer‐reviewed journal up until April 2017.

Results: Caregiver burden was rarely defined, and it was operationalized in multiple and

diverging ways. The 20 included papers present varying results but generally indicate that care-

giver burden (especially emotional) has an adverse effect on postbereavement mental health.

Conclusions: In future studies, researchers seeking to ascertain which aspects of caregiver

burden may prove an appropriate target for prevention and intervention should first use a precise

operational definition of the concept.
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1 | INTRODUCTION

In 2012, a total of 8.2 million people worldwide died of cancer1 leaving

behind a vast number of bereaved relatives. Although grief is

considered a normal process that helps facilitate adjustment to life

without the deceased, it may be accompanied by functional and

psychological impairments,2 and in more severe cases result in

bereavement‐related mental disorders. Depending on the measurement

tool used, the prevalence of complicated grief among the bereaved

varies from 1.8% to 22.2%.3-6 Cancer as a cause of death has been

shown to be a risk factor for complicated grief.6 Bereaved individuals

also showed an increased prevalence of depression (54.2%).7 A

notable comorbidity of complicated grief and depression was

found;8,9 yet both syndromes were shown to be distinct from one

another in terms of symptoms and treatment needs.10 These findings

raise the question of which factors contribute to this elevated risk for

mental health issues among the bereaved, especially among those

who have lost a relative to cancer.

Cancer was shown to be the main cause of patients needing

palliative care and to be connected with increased rates of death at
wileyonlinelibrary.com/journ
home.11,12 Relatives often serve as untrained informal caregivers, and

in doing so, they face emotional challenges related to the patient's

deterioration and impending death as well as practical challenges

related to learning new skills and adopting new responsibilities

including providing practical help, personal care, psychological support,

transport, and coordination of treatment.13,14 Although this may

encompass enrichment and growth in self‐esteem,15 it can also strain

caregiver's resources.16

Caregiver burden (CB) was defined as “the extent to which

caregivers perceived their emotional or physical health, social life, and

financial status as suffering as a result of caring for their relative.”17

Caregiver burden can be seen as comprising multiple dimensions of

perceived stress, which are influenced by resources (eg, previous

caregiving experience and social support) and stressors (eg, objective

caregiving demands).16 A wide variety of conceptualizations have been

proposed in previous research. Role strain is a widely used concept that

encompasses caregiver's perceived impairment in areas of life other

than caregiving such as work, finances, or health.16,18-21 Emotional

and self‐related responses to the demands of caregiving may be

subsumed as personal strain and have been captured by a multitude of
Copyright © 2017 John Wiley & Sons, Ltd.al/pon 757
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concepts: stressfulness,18,21 feeling of overload, changes in self‐con-

cept,16 guilt, embarrassment, anger,20 or stress and relational burden.19

Of caregivers of cancer patients, 32% to 50.7% were shown to be

significantly burdened.22,23 Several studies found an adverse effect of

CB on mental health during caregiving.24-27 However, only few studies

have focused on the long‐term effects on bereavement adjustment.

There are 2 competing hypotheses about the impact of CB on

mental health after bereavement. The stress reduction perspective

focuses on how bereavement ends the stressful obligations of caregiv-

ing and frees resources for the grieving process.28,29 According to this

rationale, the loss of the caregiver role should result in improved men-

tal health, especially in those who experienced high CB before the loss.

The cumulative stress perspective asserts that high CB leads to impaired

bereavement adjustment, facilitated by an accumulation of stressors

over time, depletion of resources, and hindering of preparation for

the death.28,29 According to the latter model, prevention and interven-

tions targeted at reducing CB may help facilitate bereavement

adjustment.

Developing such methods of prevention and intervention first

requires examining the long‐term repercussions of CB after bereave-

ment. To our knowledge, there is no previously existing synthesis of

study results concerning the impact of perceived CB on

postbereavement mental health published in the English language.

The current systematic review aims to synthesize findings on the

effect of perceived CB on postbereavement mental health in bereaved

caregivers of cancer patients to provide a basis for further research in

developing and evaluating prevention and intervention. A more

comprehensive understanding of the current state of research shall

be accomplished in 2 steps: (1) an overview of the operationalizations

of CB used in this field of research will be provided and (2) the impact

of CB on outcome measures reflecting postbereavement mental health

will be examined.
2 | METHOD

2.1 | Search procedure

A systematic search of the electronic databases PubMed, Web of

Science, and PsycINFO was conducted with the following search string

in April 2017 for papers published from inception to date:

“(caregiv*) AND (burden OR strain OR *stress) AND (bereave* OR

grie* OR mourn* OR loss) AND (cancer OR oncol*)”

The search results were screened as follows: (1) Duplicates were

removed using the literature software Zotero. (2) The first 2 authors

independently screened titles and abstracts for inclusion criteria and

(3) performed a full‐text screening of all articles, which could not be

excluded with certainty in the preceding step. Disagreements were

resolved through discussion with the last author. (4) Additional

publications were acquired by scanning the references of all selected

papers using the same procedure.
2.2 | Study selection and analysis

The inclusion criteria for publications were (1) publication in a peer‐

reviewed journal, (2) report on data from a quantitative empirical study
design, (3) sample consisting of bereaved adult caregivers, (4) cancer as

the cause of bereavement in at least 75% of the cases, (5)

measurement of perceived prebereavement CB and postbereavement

mental health or psychopathology, and (6) examination of the associa-

tion between both. Articles were excluded if they were (1) not written

in English, or (2) reviews, case studies, conference abstracts, expert

opinions, or clinical guidelines.

Data from all studies matching the criteria were extracted by the

first author and independently checked for accuracy by the second

author with the help of a data extraction sheet containing the follow-

ing variables: source (author, year, and country), characteristics of the

sample (N, gender, age, and relation to patient), study design, measures

used as independent variable (CB) and dependent variable (eg, compli-

cated grief, depression, and general mental health [GMH]), and results

(prevalence of postbereavement mental health problems and associa-

tion of prebereavement CB with postbereavement mental health).
3 | RESULTS

The literature search described above yielded a total of 699 articles,

220 of which were removed as duplicates. After titles and abstracts

of the remaining 479 articles were screened, 60 publications remained

for full‐text screening. Of those, 17 met the eligibility criteria. Three

articles were added after screening the references of relevant papers.

Ultimately, 20 articles were included in this systematic review. The

procedure is summarized in Figure 1.
3.1 | Study characteristics

To our knowledge, the 20 articles were based on 14 studies. Six

studies were conducted in the United States,31-40 and 1 in each of

the following countries: Australia,41 Canada,42 Denmark,43 Israel,44

Italy,45 Korea,46 Taiwan,47-49 the United Kingdom.50 An overview of

all chosen articles can be found in Table 1.

Four projects were reported on by several different papers, which

respectively concentrated on (1) different time frames,31,37 (2)

different outcome measures as well as time frames,35,36,40 and (3)

grouping of the sample.32,33 (4) One paper49 reported on joint samples

from 2 other articles.47,48

Eleven of the studies (featured in 17 of the papers) used a

prospective design. Caregiver burden was assessed before or up to

1 month after bereavement, and mental health was assessed in a time

range of 1 month to 3.6 years after bereavement. The remaining 3

papers (3 studies) were cross‐sectional studies that measured CB

retrospectively.

Seven papers reported on GMH as an outcome,34,36,40,42,44,46,50 4

on complicated grief,41,43,45,48 and 11 on depression.31-33,35,37-

39,43,46,47,49 No articles were found that considered other mental

illnesses such as anxiety, somatization, or posttraumatic stress disorder

as an outcome.

Sample sizes ranged from 50 to 1989. Gilbar and Ben‐Zur,44 Kim

et al,35,36,40 and Song et al46 sampled cancer patients identified by

state registries; Nielsen et al43 sampled patients registered with drug

reimbursement. Two studies43,46 achieved a representative sample.
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All other studies used convenience samples from one or more

treatment or care institutions. Francis et al used data derived from a

randomized controlled trial,32,33 which was based on a convenience

sample. All caregivers were identified through their ill relatives or

medical staff.

Most studies exclusively addressed caregivers whose relatives

died of cancer, with the exception of 3 studies by Kapari et al,50 Niel-

sen et al,43 and Brazil et al,42 where cancer patients accounted for

96%, 90%, and 82% of the samples, respectively. Two of those studies

controlled for diagnosis and found no significant association with the

respective outcome measures.42,50

All but one study exclusively reported analyses of data concerning

bereaved caregivers. Only Kim et al35,36 assessed bereaved and

nonbereaved caregivers and included “caregiver status” as a covariate

in the analyses.
3.2 | Assessment and definition of CB

The included papers assessed a multitude of substantially differing

concepts of CB. For the purpose of the following analysis, measure-

ments have been divided into personal strain and role strain (Table 1):

Personal Strain was assessed using own questions by some

authors as either a feeling of being burdened or stressed by caregiv-

ing, emphasizing the emotional response (3 papers34,35,44) or “satis-

faction with caregiving abilities,” emphasizing the impact on the self

(one paper39). Emotional responses were measured by the Burden

Scale for Family Caregivers52 (one study43) and the following sub-

scales: “stress overload” from the Pearlin Stress Scale16 (one

study35,36,40); “emotional burden,” “need to know about the disease,”

and “thoughts about death” from the Family Strain Questionnaire55

(one study45); and “mental burden” from the Caregiving Conse-

quences Inventory53 (one study46).The Caregiver Reaction
Assessment (CRA)54 subscale “self‐esteem” assessed the impact of

caregiving on the self (5 studies35,36,38,40-42,47-49).

Role Strain was assessed by most subscales of the CRA (“health

burden,” “schedule burden,” “financial burden,” and “family abandon-

ment”; 5 studies32,33,38,41,42,47-49), the burden domain of the

Caregiving Consequences Inventory (“physical burden,” “financial

burden,” “schedule burden”; one study46), and the Family Strain Ques-

tionnaire subscale “problems in social involvement” (one study45). The

Work and Social Adjustment Scale56 measures impairments in work,

home management, leisure activities, and relationships due to

caregiving (one study50).

The Zarit Interview57 was classified as a measure of overall CB

because it assesses caregivers' mental and physical well‐being,

finances, social life, and the relationship between the caregiver and

the impaired person without distinguishing between the 2 aforemen-

tioned dimensions (2 studies31,37,50).

When a paper only elaborated on total scores of a measurement

tool that mainly assessed 1 of the 2 dimensions (eg, CRA measures

mostly role strain), the results were allocated to the dominant

dimension.
3.3 | Caregiver burden and GMH

3.3.1 | Measurement of GMH and impact of caregiving

Of the 7 papers assessing GMH, 3 used the 12‐ and 36‐Item Short‐

Form Health Survey,65,66 and 1 used the EuroQol 5 dimensions ques-

tionnaire.61 Nonspecific psychological symptoms were assessed using

the Brief Symptom Inventory,58 the Short Form of the Profile of Mood

States,63 and the Revised Clinical Interview Schedule60 by one study,

respectively. Garrido and Prigerson34 assessed the incidence of

depression/anxiety with the Structured Clinical Interview for the Diag-

nostic and Statistical Manual of Mental Disorders (DSM‐IV) Axis 164



T
A
B
LE

1
Im

pa
ct

o
f
ca
re
gi
ve

r
bu

rd
en

o
n
be

re
av
em

en
t
ad

ju
st
m
en

t

A
ut
ho

r,
Y
ea

r,
C
o
un

tr
y

Sa
m
pl
e
(N

;m
ea

n
ag

e;
ge

nd
er
;

re
la
ti
o
n
to

pa
ti
en

t)
P
ro
sp
ec

ti
ve

D
es
ig
n

T
im

e
o
f

P
o
st
be

re
av

em
en

t
A
ss
es
sm

en
t

C
B
M
ea

su
re

O
ut
co

m
e

M
ea

su
re

A
ss
o
ci
at
io
n
o
f
O
ut
co

m
e
w
it
h
C
B

P
re
va

le
n
ce

o
f/
G
ro
u
p

D
if
fe
re
n
ce

s
in

O
u
tc
o
m
e

M
ea

su
re

P
er
so

na
lS

tr
ai
n

R
o
le

St
ra
in

O
ut
co

m
e:

G
M
H

B
ra
zi
le

t
al
.(
2
0
0
2
),

C
an

ad
a

4
2

N
=
1
5
1
;

6
1
y;

8
7
.8
%

fe
m
al
e;

6
5
.6
%

sp
o
us
e,

3
0
.4
%

ch
ild

N
o

1
0
m
o

C
R
A

SF
‐1
2

N
o
as
so
ci
at
io
n
be

tw
ee

n
m
en

ta
l

bu
rd
en

an
d
po

st
be

re
av
em

en
t

G
M
H
.

Im
p
ac
t
o
n
h
ea

lt
h
an

d
se
n
se

o
f

fa
m
ily

ab
an

d
o
n
m
en

t,
b
u
t
n
o

o
th
er

d
im

en
si
o
n
s
o
f
ro
le

st
ra
in

p
re
d
ic
te
d
p
o
o
re
r
G
M
H

sc
o
re
s
in

u
n
iv
ar
ia
te

an
d

m
u
lt
iv
ar
ia
te

re
gr
es
si
o
n

m
o
d
el
s.

SF
‐1
2
:

Sc
o
re
s
w
er
e
si
gn

if
ic
an

tl
y

b
el
o
w

th
e
p
o
p
u
la
ti
o
n

n
o
rm

.

G
ar
ri
do

&
P
ri
ge

rs
o
n

(2
0
1
4
),
U
SA

3
4

N
=
2
4
5
;

5
1
.9
6
y;

7
5
.9
%

fe
m
al
e;

5
6
%

sp
o
us
e

Y
es

6
m
o

A
ut
ho

r's
ow

n:
B
ur
de

n
o
f

pr
o
vi
di
ng

em
o
ti
o
na

l
su
pp

o
rt

SF
‐3
6

SC
ID

H
ig
h
bu

rd
en

co
rr
el
at
ed

w
it
h

im
pr
o
ve

m
en

t
in

G
M
H

sc
o
re
s

o
n
th
e
bo

rd
er
lin

e
o
f

si
gn

if
ic
an

ce
(P

=
.0
6
),
bu

t
al
so

pr
ed

ic
te
d
th
e
in
ci
de

nc
e
o
f

de
pr
es
si
o
n
o
r
an

xi
et
y.

N
o

ef
fe
ct

w
as

fo
un

d
in

a
m
ul
ti
pl
e

lin
ea

r
re
gr
es
si
o
n.

‐
D
ep

re
ss
io
n
/a
n
xi
et
y:

6
m
o
:
1
2
.6
2
%

G
ilb

ar
&

B
en

‐Z
ur

(2
0
0
2
),
Is
ra
el

4
4

N
=
6
9
;

6
1
.1
4
y;

6
3
.8
%

fe
m
al
e;

1
0
0
%

sp
o
us
e

N
o

3
m
o
to
1
y

A
ut
ho

r's
ow

n:
F
ee

lin
g
bu

rd
en

ed
B
SI

N
o
si
gn

if
ic
an

t
co

rr
el
at
io
n

be
tw

ee
n
bu

rd
en

an
d
G
M
H

sc
o
re
s.
H
ig
h
bu

rd
en

pr
ed

ic
te
d
po

o
re
r
G
M
H

sc
o
re
s
in

m
ul
ti
pl
e
re
gr
es
si
o
n.

‐
B
SI
:

A
ll
su
b
sc
al
es

w
er
e
ab

o
ve

th
e

n
o
rm

,d
ep

re
ss
io
n
h
ig
h
es
t.

K
ap

ar
ie

t
al
.(
2
0
1
0
),

U
K

5
0

N
=
5
0
;

6
5
.3

y;
7
5
%

fe
m
al
e;

8
5
%

sp
o
us
e/

pa
rt
ne

r

Y
es

3
m
o
,6

m
o

Z
I

W
SA

S
C
IS
‐R

—
N
o
si
gn

if
ic
an

t
as
so
ci
at
io
n

b
et
w
ee

n
W

SA
S
sc
o
re
s
an

d
ge

n
er
al

G
M
H

at
ei
th
er

ti
m
e

p
o
in
t
in

m
u
lt
ip
le

re
gr
es
si
o
n
.

“C
o
m
m
o
n
M
en

ta
l

D
is
o
rd
er
”

3
m
o
:
3
2
.6
%

6
m
o
:
2
2
%

O
ve

ra
ll
C
B
:

N
o
si
gn

if
ic
an

t
as
so
ci
at
io
n
be

tw
ee

n
Z
Is
co

re
s
an

d
G
M
H

at
ei
th
er

ti
m
e

po
in
t
in

m
ul
ti
pl
e
re
gr
es
si
o
n.

K
im

et
al
.(
2
0
1
2
),

U
SA

4
0

N
=
1
2
1
8
(1
4
4

be
re
av
ed

);
5
9
.9

y;
7
8
.5
%

fe
m
al
e;

6
3
.2
%

sp
o
us
e

Y
es

0
‐3

y
P
SS

C
R
A
(o
nl
y

es
te
em

sc
al
e)

P
O
M
S‐
SF

SF
‐3
6

C
ar
eg

iv
in
g
st
re
ss

(P
SS

)
pr
ed

ic
te
d
ps
yc
ho

lo
gi
ca
l

di
st
re
ss

(P
O
M
S‐
SF

)
an

d
m
en

ta
lh

ea
lt
h
(S
F
‐3
6
).

C
ar
eg

iv
er

es
te
em

pr
ed

ic
te
d

ne
it
he

r.

‐
SF

‐3
6
an

d
P
O
M
S‐
SF

:
B
er
ea

ve
d
ca
re
gi
ve

rs
m
en

ta
l

h
ea

lt
h
w
as

co
m
p
ar
ab

le
to

th
e
ge

n
er
al

p
o
p
u
la
ti
o
n
,

p
sy
ch

o
lo
gi
ca
ld

is
tr
es
s
w
as

h
ig
h
er
.

K
im

et
al
.(
2
0
1
6
),

U
SA

3
6

N
=
1
0
8
7
(2
3
0

be
re
av
ed

);
5
7
.2

y;
7
5
.8
%

fe
m
al
e;

6
0
.3
%

sp
o
us
e

Y
es

3
.6

y
(S
D

=
2
.4
)

P
SS

C
R
A
(o
nl
y

es
te
em

sc
al
e)

P
O
M
S‐
SF

SF
‐3
6

C
ar
eg

iv
in
g
st
re
ss

(P
SS

)
pr
ed

ic
te
d
ps
yc
ho

lo
gi
ca
l

di
st
re
ss

(P
O
M
S‐
SF

)
bu

t
no

t
m
en

ta
lh

ea
lt
h
(S
F
‐3
6
).

C
ar
eg

iv
er

es
te
em

pr
ed

ic
te
d

ne
it
he

r.

‐
SF

‐3
6
an

d
P
O
M
S‐
SF

:
B
er
ea

ve
d
ca
re
gi
ve

rs
h
ad

w
o
rs
e
G
M
H

th
an

th
o
se

w
h
o
se

p
at
ie
n
ts

w
er
e
in

re
m
is
si
o
n

A
dd

it
io
na

li
nf
o
rm

at
io
n:

T
he

re
gr
es
si
o
n
in
cl
ud

ed
be

re
av
ed

an
d
n
o
n
b
er
ea

ve
d
ca
re
gi
ve

rs
.

So
ng

et
al
.(
2
0
1
2
),

K
o
re
a

4
6

N
=
5
0
1
;

5
3
.2

y;
5
8
.5
%

fe
m
al
e;

4
6
%

sp
o
us
e

N
o

2
‐6

m
o

C
C
I

E
Q
‐5
D

N
o
as
so
ci
at
io
n
be

tw
ee

n
m
en

ta
l

bu
rd
en

an
d
po

st
be

re
av
em

en
t

G
M
H
.

H
ig
h
sc
h
ed

u
le

b
u
rd
en

,b
u
t
n
o

o
th
er

d
im

en
si
o
n
o
f
ro
le

st
ra
in

p
re
d
ic
te
d
w
o
rs
e

p
o
st
b
er
ea

ve
m
en

t
G
M
H
.

E
Q
‐5
D
:

C
ar
eg

iv
er
s
sc
o
re
d
lo
w
er

th
an

co
n
tr
o
ls
in

se
lf
‐c
ar
e,

u
su
al

ac
ti
vi
ti
es

an
d
an

xi
et
y/

d
ep

re
ss
io
n
.

O
ut
co

m
e:

C
o
m
pl
ic
at
ed

gr
ie
f

N
ie
ls
en

et
al
.(
2
0
1
7
),

D
en

m
ar
k

4
3

N
=
1
9
8
9

6
2
.0

y;
7
0
%

fe
m
al
e;

6
4
%

sp
o
us
e;

Y
es

6
m
o

B
SF

C
P
G
‐1
3

C
B
ha

d
no

im
pa

ct
o
n

co
m
pl
ic
at
ed

gr
ie
f
in

a
m
ul
ti
va
ri
at
e
lo
gi
st
ic

re
gr
es
si
o
n.

—
6
m
o
:
7
.6
%

(C
o
n
ti
n
u
es
)

760 GROßE ET AL.



T
A
B
LE

1
(C
o
nt
in
ue

d)

A
ut
ho

r,
Y
ea

r,
C
o
un

tr
y

Sa
m
pl
e
(N

;
m
ea

n
ag

e;
ge

nd
er
;

re
la
ti
o
n
to

pa
ti
en

t)
P
ro
sp
ec

ti
ve

D
es
ig
n

T
im

e
o
f

P
o
st
be

re
av

em
en

t
A
ss
es
sm

en
t

C
B
M
ea

su
re

O
ut
co

m
e

M
ea

su
re

A
ss
o
ci
at
io
n
o
f
O
ut
co

m
e
w
it
h
C
B

P
re
va

le
n
ce

o
f/
G
ro
u
p

D
if
fe
re
n
ce

s
in

O
u
tc
o
m
e

M
ea

su
re

P
er
so

na
lS

tr
ai
n

R
o
le

St
ra
in

R
o
ss
iF

er
ra
ri
o
et

al
.

(2
0
0
4
),
It
al
y

4
5

N
=
9
3
;

5
6
.2

y;
7
0
.9
7
%

fe
m
al
e;

4
2
%

sp
o
us
e,

3
7
%

ch
ild

Y
es

3
m
o
,6

m
o
,

1
2
m
o

F
SQ

A
ut
ho

r's
ow

n:
C
M
Q

E
m
o
ti
o
na

lb
ur
de

n,
ne

ed
to

kn
o
w

ab
o
ut

th
e
di
se
as
e
an

d
th
o
ug

ht
s
ab

o
ut

de
at
h

co
rr
el
at
ed

po
si
ti
ve

ly
w
it
h

be
re
av
em

en
t
m
al
ad

ju
st
m
en

t
sc
o
re
s.
In

a
m
ul
ti
pl
e
lin

ea
r

(lo
gi
st
ic
)
re
gr
es
si
o
n
o
nl
y

em
o
ti
o
na

lb
ur
de

n
pr
ed

ic
te
d

th
e
be

re
av
em

en
t

m
al
ad

ju
st
m
en

t
sc
o
re

(in
ci
de

nc
e)
.

P
ro
b
le
m
s
in

so
ci
al

in
vo

lv
em

en
t

co
rr
el
at
ed

p
o
si
ti
ve

ly
w
it
h

b
er
ea

ve
m
en

t
m
al
ad

ju
st
m
en

t.
N
o
as
so
ci
at
io
n
in

m
u
lt
ip
le

lin
ea

r
&

lo
gi
st
ic

re
gr
es
si
o
n
s.

n
.a
.

T
ho

m
as

et
al
.(
2
0
1
4
),

A
us
tr
al
ia

4
1

N
=
1
3
4
;

5
6
.2

y;
7
6
.7
%

fe
m
al
e;

4
7
.8
%

sp
o
us
e,

3
7
.2
%

ch
ild

Y
es

6
m
o
,1

3
m
o

C
R
A

P
G
‐1
3

C
ar
eg

iv
er

es
te
em

di
d
no

t
pr
ed

ic
t
co

m
pl
ic
at
ed

gr
ie
f

sy
m
pt
o
m

sc
o
re
s.

In
a
m
u
lt
ip
le

re
gr
es
si
o
n
,o

n
ly

sc
h
ed

u
le

b
u
rd
en

p
re
d
ic
te
d

co
m
p
lic
at
ed

gr
ie
f
sy
m
p
to
m

sc
o
re
s
1
3
b
u
t
n
o
t
6
m
o
n
th
s

af
te
r
b
er
ea

ve
m
en

t.

6
m
o
:
6
.7
%

1
3
m
o
:
1
1
.3
%

T
sa
ie

t
al
.(
2
0
1
6
),

T
ai
w
an

4
8

N
=
4
9
3
;

5
0
.6
7
y;

6
4
.7
%

fe
m
al
e;

5
0
%

sp
o
us
e,

3
3
%

ch
ild

Y
es

1
m
o
,3

m
o
,6

m
o
,

1
3
m
o
,1

8
m
o
,

2
4
m
o

C
R
A
,

o
bj
ec
ti
ve

ca
re
gi
vi
ng

de
m
an

ds
,

P
G
‐1
3

H
ig
h
su
b
je
ct
iv
e
C
B
p
re
d
ic
te
d
a

lo
w
er

in
ci
d
en

ce
o
f

co
m
p
lic
at
ed

gr
ie
f.
O
b
je
ct
iv
e

C
B
h
ad

n
o
si
gn

if
ic
an

t
in
fl
u
en

ce
.

6
m
o
;
7
.3
7
%

1
3
m
o
:
1
.8
%

1
8
m
o
:
2
,4
9
%

2
4
m
o
:
1
.8
5
%

O
ut
co

m
e:

D
ep

re
ss
io
n

B
ra
dl
ey

et
al
.(
2
0
0
4
),

U
SA

3
1

N
=
1
7
4
;

5
7
.0

y;
7
2
.4
%

fe
m
al
e

Y
es

6
m
o

Z
I

(s
ho

rt
fo
rm

)
SC

ID
O
ve

ra
ll
C
B
:

C
B
di
d
no

t
pr
ed

ic
t
th
e
in
ci
de

nc
e
d
ep

re
ss
io
n
si
gn

if
ic
an

tl
y
in

a
m
u
lt
ip
le

lo
gi
st
ic

re
gr
es
si
o
n
m
o
de

l.

6
m
o
:
1
1
.5
%

Fr
an

ci
s
et

al
.(
2
0
1
5
,

2
0
1
6
),a

U
SA

3
2
,3
3

N
=
1
9
9
/1

8
6
;

5
4
.8
/5

4
.6

y;
8
1
.4
/8

3
.2
%

fe
m
al
e;

4
1
.2
/5

9
.6
%

liv
e

w
it
h
pa

ti
en

t

Y
es

2
‐5

m
o
(a
ve

ra
ge

3
m
o
)

C
R
A

(w
it
ho

ut
es
te
em

sc
al
e)

P
O
M
S‐
SF

(d
ep

re
ss
io
n
‐

de
je
ct
io
n)

—
Sc

h
ed

u
le

b
u
rd
en

d
ir
ec
tl
y

p
re
d
ic
te
d
a
d
ec
re
as
e
in

d
ep

re
ss
io
n
sc
o
re
s
(t
o
ta
l

sa
m
p
le

an
d
b
o
th

p
at
ie
n
t
ag
e

gr
o
u
p
s:
m
id
d
le

ag
ed

an
d

o
ld
er

p
at
ie
n
ts
).
H
ea

lt
h

b
u
rd
en

p
re
d
ic
te
d
h
ig
h
er

d
ep

re
ss
io
n
sc
o
re
s
(t
o
ta
l

sa
m
p
le
,b

o
th

p
at
ie
n
t
ag
e

gr
o
u
p
s)
.F

am
ily

ab
an

d
o
n
m
en

t
d
ir
ec
tl
y
p
re
d
ic
te
d
in
cr
ea

se
d

(d
ec
re
as
ed

)
d
ep

re
ss
io
n

sc
o
re
s
in

ca
re
gi
ve

rs
o
f

m
id
d
le
‐a
ge

d
(o
ld
er
)

p
at
ie
n
ts
.

N
o
d
if
fe
re
n
ce

in
d
ep

re
ss
iv
e

sy
m
p
to
m
s
b
et
w
ee

n
p
at
ie
n
t
ag
e
gr
o
u
p
s

K
im

et
al
.(
2
0
1
4
),

U
SA

3
5

N
=
4
1
6
(6
2

be
re
av
ed

);
5
7
.7

y;
8
3
.9
%

fe
m
al
e;

5
4
.8
%

sp
o
us
e

Y
es

2
.4

y
(S
D

=
0
.8
)

P
SS

C
R
A
(o
nl
y

es
te
em

sc
al
e)

C
E
S‐
D

C
ar
eg

iv
in
g
st
re
ss

pr
ed

ic
te
d

hi
gh

er
de

pr
es
si
o
n
sc
o
re
s
an

d
in
ci
de

nc
e.

N
o
as
so
ci
at
io
n

be
tw

ee
n
ca
re
gi
ve

r
es
te
em

an
d
de

pr
es
si
o
n
sc
o
re
s
o
r

in
ci
de

nc
e.

—
2
.4

y:
4
6
.8
%

A
dd

it
io
na

li
nf
o
rm

at
io
n:

T
he

re
gr
es
si
o
n
in
cl
ud

ed
be

re
av
ed

an
d
n
o
n
b
er
ea

ve
d
ca
re
gi
ve

rs
.

B
er
ea

ve
m
en

t
st
at
us

ha
d
no

si
gn

if
ic
an

t
im

p
ac
t
o
n
d
ep

re
ss
io
n

sc
o
re
s
o
r
in
ci
de

nc
e.

(C
o
n
ti
n
u
es
)

GROßE ET AL. 761



T
A
B
LE

1
(C
o
nt
in
ue

d)

A
ut
ho

r,
Y
ea

r,
C
o
un

tr
y

Sa
m
pl
e
(N

;
m
ea

n
ag

e;
ge

nd
er
;

re
la
ti
o
n
to

pa
ti
en

t)
P
ro
sp
ec

ti
ve

D
es
ig
n

T
im

e
o
f

P
o
st
be

re
av

em
en

t
A
ss
es
sm

en
t

C
B
M
ea

su
re

O
ut
co

m
e

M
ea

su
re

A
ss
o
ci
at
io
n
o
f
O
ut
co

m
e
w
it
h
C
B

P
re
va

le
n
ce

o
f/
G
ro
u
p

D
if
fe
re
n
ce

s
in

O
u
tc
o
m
e

M
ea

su
re

P
er
so

na
lS

tr
ai
n

R
o
le

St
ra
in

K
ri
s
et

al
.(
2
0
0
6
),

U
SA

3
7

N
=
1
7
5
;

5
6
y;

7
4
.9
%

fe
m
al
e;

5
2
%

ch
ild

,
3
0
.2
%
sp
o
us
e;

Y
es

6
m
o
,1

3
m
o

Z
I

(s
ho

rt
fo
rm

)
SC

ID
O
ve

ra
ll
C
B
:

H
ig
he

r
C
B
pr
ed

ic
te
d
th
e
in
ci
de

nc
e
o
f
d
ep

re
ss
io
n
1
3
m
o
p
o
st
‐d
ea

th
.

1
3
m
o
:
6
.9
%

K
uo

et
al
.(
2
0
1
7
),

T
ai
w
an

4
9

N
=
2
8
5
;

4
8
.3
3
y;

6
1
.8
%

fe
m
al
e;

2
5
.6
%

sp
o
us
e

Y
es

1
m
o
,3

m
o
,6

m
o
,

1
3
m
o
,1

8
m
o
,

2
4
m
o

C
R
A
,

o
bj
ec
ti
ve

ca
re
gi
vi
ng

de
m
an

ds

C
E
S‐
D

—
P
er
ce
iv
ed

C
B
h
ad

n
o
in
fl
u
en

ce
o
n
th
e
in
ci
d
en

ce
o
f

d
ep

re
ss
io
n
;
o
b
je
ct
iv
e
C
B

p
re
d
ic
te
d
a
h
ig
h
er

in
ci
d
en

ce
.

1
m
o
:
7
3
.3
%

3
m
o
:
4
9
.6
%

6
m
o
:
3
7
.9
%

1
3
m
o
:
2
3
.0
%

1
8
m
o
:
1
7
.9
%

2
4
m
o
:
1
5
.2
%

K
ur
tz

et
al
.(
1
9
9
7
),

U
SA

3
8

N
=
1
1
4
;

A
ge

n.
a.
;

7
5
%

fe
m
al
e;

7
8
%

sp
o
us
es
,

Y
es

3
m
o

C
R
A

(w
it
ho

ut
im

pa
ct

o
n
he

al
th
)

C
E
S‐
D

C
ar
eg

iv
er

es
te
em

di
d
no

t
pr
ed

ic
t
de

pr
es
si
ve

sy
m
pt
o
m

sc
o
re
s.

In
th
e
sp
o
us
e
su
bs
am

pl
e,

de
pr
es
si
ve

sy
m
pt
o
m
s
w
er
e

m
o
re

lik
el
y
to

im
pr
o
ve

in
th
o
se

w
it
h
lo
w

ca
re
gi
ve

r
es
te
em

.

N
o
d
im

en
si
o
n
o
f
ro
le

st
ra
in

h
ad

a
si
gn

if
ic
an

t
im

p
ac
t
o
n

p
o
st
b
er
ea

ve
m
en

t
d
ep

re
ss
io
n
.

n
.a
.

Li
ng

et
al
.(
2
0
1
3
),

T
ai
w
an

4
7

N
=
1
8
6
;

4
7
.1
4
y;

7
4
%

fe
m
al
e;

4
5
.7
%

sp
o
us
e

3
7
.6
%

ch
ild

Y
es

1
m
o
,3

m
o
,6

m
o
,

1
3
m
o

C
R
A
,

o
bj
ec
ti
ve

ca
re
gi
vi
ng

de
m
an

ds

C
E
S‐
D

‐
H
ig
h
er

p
er
ce
iv
ed

C
B
p
re
d
ic
te
d
a

lo
w
er

d
ep

re
ss
iv
e
sy
m
p
to
m

sc
o
re
.

O
b
je
ct
iv
e
C
B
h
ad

n
o
si
gn

if
ic
an

t
in
fl
u
en

ce
.

1
m
o
:
5
9
%

3
m
o
:
4
7
%

6
m
o
:
4
2
%

1
3
m
o
:
3
9
%

M
cH

o
rn
ey

&
M
o
r

(1
9
8
8
),
U
SA

3
9

N
=
1
4
4
7
;

5
8
y;

7
2
%

fe
m
al
e;

5
4
%

sp
o
us
e;

2
8
%

ch
ild

;

Y
es

3
‐4

m
o

A
ut
ho

r's
ow

n:
Sa

ti
sf
ac
ti
o
n
w
it
h

ca
re
gi
vi
ng

ab
ili
ti
es

C
la
yt
o
n'
s

m
ea

su
re

o
f

po
si
ti
ve

sy
m
pt
o
m

co
m
pl
ex

D
is
sa
ti
sf
ac
ti
o
n
w
it
h
ca
re
gi
vi
ng

ab
ili
ti
es

al
m
o
st

do
ub

le
d
th
e

in
ci
de

nc
e
o
f
de

pr
es
si
o
n.

—
3
‐4

m
o
:
1
9
.7
%

N
ie
ls
en

et
al
.(
2
0
1
7
),

D
en

m
ar
k4

3
N

=
1
9
8
9

6
2
.0

y;
7
0
%

fe
m
al
e;

6
4
%

sp
o
us
e;

Y
es

6
m
o

B
SF

C
B
D
I‐
II

C
B
ha

d
no

im
pa

ct
o
n
de

pr
es
si
o
n

in
a
m
ul
ti
va
ri
at
e
lo
gi
st
ic

re
gr
es
si
o
n.

—
6
m
o
:
1
2
.1
%

(m
o
d
er
at
e
to

se
ve

re
d
ep

re
ss
io
n
)

So
ng

et
al
.(
2
0
1
2
),

K
o
re
a4

6
N

=
5
0
1
;

5
3
.2

ye
ar
s;

5
8
.5
%

fe
m
al
e;

4
6
%

sp
o
us
e

N
o

2
‐6

m
o

C
C
I

A
ut
ho

r's
ow

n:
de

pr
es
si
ve

sy
m
pt
o
m
s,

su
ic
id
al

th
o
ug

ht
s

H
ig
h
m
en

ta
lb

ur
de

n
o
f

ca
re
gi
vi
ng

pr
ed

ic
te
d

de
pr
es
si
ve

m
o
o
d
an

d
su
ic
id
al

id
ea

ti
o
n
2
‐6

m
o
af
te
r

be
re
av
em

en
t.

N
o
d
im

en
si
o
n
s
o
f
ro
le
st
ra
in

h
ad

a
si
gn

if
ic
an

t
im

p
ac
t.

2
‐6

m
o
:

3
3
.1
%

“d
ep

re
ss
iv
e
m
o
o
d
s”

3
1
.4
%

su
ic
id
al

th
o
u
gh

ts

A
bb

re
vi
at
io
ns
:C

B
=
ca
re
gi
ve

r
bu

rd
en

;G
M
H

=
ge

ne
ra
lm

en
ta
lh

ea
lt
h;

M
=
m
o
nt
hs
;Y

=
ye

ar
s;
SD

=
st
an

da
rd

de
vi
at
io
n;

n.
a.
=
no

t
av
ai
la
bl
e;

C
B
M
ea

su
re
s:
B
D
I‐
II
=
B
ec
k
D
ep

re
ss
io
n
In
ve

n
to
ry
‐I
I5
1
;B

SF
C
=
B
u
rd
en

Sc
al
e
fo
r

F
am

ily
C
ar
eg

iv
er
s5

2
;
C
C
I
=
C
ar
eg

iv
in
g
C
o
ns
eq

ue
nc

es
In
ve

nt
o
ry

5
3
;
C
R
A

=
C
ar
eg

iv
er

R
ea

ct
io
n
A
ss
es
sm

en
t5

4
;
F
SQ

=
F
am

ily
St
ra
in

Q
ue

st
io
nn

ai
re

5
5
;
P
SS

=
P
ea

rl
in

St
re
ss

Sc
al
e1

6
;
W

SA
S
=
W

o
rk

an
d
So

ci
al

A
d
ju
st
m
en

t
Sc

al
e5

6
;
Z
I
=
Z
ar
it
In
te
rv
ie
w

5
7
;
O
ut
co

m
e
M
ea

su
re
s:

B
SI

=
B
ri
ef

Sy
m
pt
o
m

In
ve

nt
o
ry

5
8
;
C
E
S‐
D

=
C
en

te
r
fo
r
E
pi
de

m
io
lo
gi
c
St
ud

ie
s
D
ep

re
ss
io
n
Sc

al
e5

9
;
C
IS
‐R

=
R
ev

is
ed

C
lin

ic
al

In
te
rv
ie
w

Sc
h
ed

u
le

6
0
;
C
M
Q

=
C
ar
eg

iv
er

M
o
ur
ni
ng

Q
ue

st
io
nn

ai
re

4
5
;
E
Q
‐5
D

=
E
ur
o
Q
o
l5

di
m
en

si
o
ns

qu
es
ti
o
nn

ai
re

by
o
ne

st
ud

y6
1
;
P
G
‐1
3
=
P
ro
lo
ng

ed
G
ri
ef

Sc
al
e6

2
;
P
O
M
S‐
S
=
P
ro
fi
le

o
f
M
o
o
d
St
at
es

(S
h
o
rt

F
o
rm

)6
3
;
SC

ID
=
St
ru
ct
u
re
d
C
lin

ic
al

In
te
rv
ie
w

fo
r

D
SM

‐I
V
6
4

a T
he

2
pa

pe
rs

ha
ve

be
en

co
nf
la
te
d
be

ca
us
e
th
ey

ar
e
ba

se
d
o
n
a
co

m
m
o
n
sa
m
pl
e
an

d
ex

am
in
e
th
e
sa
m
e
o
ut
co

m
e
m
ea

su
re
.
H
o
w
ev

er
,
th
e
2
0
1
6
pa

pe
r
fu
rt
h
er

ex
am

in
ed

a
la
rg
e
p
ro
p
o
rt
io
n
o
f
th
e
o
ri
gi
n
al

sa
m
p
le

b
y

di
st
in
gu

is
hi
ng

2
pa

ti
en

t
ag
e
gr
o
up

s.
N
um

be
rs

in
th
e
sa
m
pl
e
de

sc
ri
pt
io
n
ar
e
o
rd
er
ed

(2
0
1
5
/2

0
1
6
),
re
sp
ec
ti
ve

ly
.

762 GROßE ET AL.



GROßE ET AL. 763
without distinguishing between the 2 diagnoses. Therefore, the corre-

sponding results were also grouped here as GMH assessments.

Bereaved caregivers had GMH scores significantly below the

population norm in most studies.36,42,44,46 Kim et al36 included current

caregivers and those who were no longer caregiving. Changing out of

the caregiver role due to bereavement as opposed to remission

predicted worse mental health. Kapari et al50 found a 36.6% (22%)

prevalence of “common mental disorder” 3(6) months after bereave-

ment, which encompasses depressive symptoms, anxiety, and somatic

symptoms67; Garrido and Prigerson34 found a 12.62% prevalence of

depression/anxiety 6 months after bereavement.
3.3.2 | Impact of CB on GMH

The overall measure of CB had no impact on GMH in one study.50

Personal Strain: One study found a significant negative effect of

perceived burden (assessed retrospectively) on GMH in a multiple

regression,44 whereas another found a high “burden of providing

emotional support” to predict improvement in mental health on the

borderline of significance (P = .06), but also a contradicting significant

effect indicating that those more burdened have slightly higher odds

of developing anxiety/depression.34 Two cross‐sectional studies

found no effect of esteem or mental burden on postbereavement

GMH.42,46 Controlling for bereavement status, Kim et al36,40 found

personal strain to partially predict impaired mental health: stress over-

load predicted both postbereavement distressed mood (both papers)

and mental health (one paper). Caregiver esteem predicted neither.

Role strain: One study found no association,50 whereas two (one

cross sectional) found evidence for a negative effect of some aspects

of role strain (schedule and health burden, family abandonment) on

GMH.42,46

Overall, there is weak evidence indicating an adverse effect of

personal strain and role strain on postbereavement GMH.
3.4 | Caregiver burden and complicated grief

3.4.1 | Measurement and prevalence of complicated grief
in bereaved caregivers

Of the 4 papers assessing complicated grief, 3 used the Prolonged

Grief Scale (PG‐13).62 Rossi Ferrario et al35 used their own measure,

the Caregiver Mourning Questionnaire.

The prevalence of complicated grief (assessed with the PG‐13)

varied from 1.8% to 11.3% 13 months after bereavement.41,48
3.4.2 | Impact of CB on complicated grief

Personal strain: A high level of emotional burden predicted

bereavement maladjustment.45 Caregiver esteem and CB measured

with the Burden Scale for Family Caregivers had no impact on compli-

cated grief.41,43

Role strain as an overall measure predicted a lower incidence of

complicated grief.48 Contradictory findings exist for some aspects of

role strain: schedule burden had an adverse effect on complicated grief

13 months after bereavement.41 Problems in social involvement pre-

dicted a higher bereavement maladjustment score. This effect
vanished though when controlling for confounders such as relationship

to patient or emotional burden.45

Overall, personal strain seems to predict higher complicated grief

scores to some extent, whereas results for role strain are ambiguous.
3.5 | Caregiver burden and depression

3.5.1 | Measurement and prevalence of depression in
bereaved caregivers

Of the 11 papers reporting on depression, 3 used the Center for Epide-

miologic Studies Depression Scale,59 and 3 used measures derived

from the DSM‐IV or similar criteria: The Structured Clinical Interview

for DSM‐IV (2 papers) and Clayton's Measure of Positive Symptom

Complex68 (one paper). One43 used the Beck Depression Inventory‐

II,51 and two32,33 the subscale “depression‐dejection” from the Short

Form of the Profile of Mood States. Song et al46 used their own ques-

tions to assess depressive mood and suicidal thoughts.

The reported prevalence of postbereavement depression in care-

givers varies substantially. Studies that used the Center for Epidemio-

logic Studies Depression Scale found a prevalence ranging from 15%

to 59% within the first 2.4 years after bereavement,35,47,49 whereas

studies using measures based on DSM‐IV or similar criteria64,68 found

a lower prevalence of 6.9% to 19.7% within the first 13 months of

bereavement.31,37,39

Overall, studies show a decrease in prevalence rates over

time.31,37,41,47

3.5.2 | Impact of CB on depression

Concerning overall CB, one study31,37 found results depending on time

since death: CB did not predict depression at 6 months, but did at

13 months post‐death.

Personal Strain: One study43 found no impact of personal strain

on depression incidence. Another found no association of caregiver

esteem with postbereavement symptom levels, although low care-

giver esteem was found to predict improvement in depressive

symptoms when comparing prebereavement and postbereavement

levels of spouses in the same study.38 Mental burden (assessed

retrospectively)46 and dissatisfaction with caregiving abilities39 were

associated with increased depression scores and incidence. Kim

et al35 found stress overload but not caregiver esteem to positively

predict depression in bereaved and current caregivers equally,

indicating that the effect of CB does not change with the death

of the patient.

Role strain as an overall measure predicted fewer depressive symp-

toms in bereavement in one paper47 but not in a related paper based

on a larger sample.49 Contradictory findings are also reported for single

dimensions of role strain: A high health burden32 predicted higher

depression scores. A high impact on schedule predicted lower subse-

quent depression scores in one study,32 but had no effect in

others.38,46 Impact on finances32,38,46 and physical burden (assessed

retrospectively)46 had no significant effect on depression. Family aban-

donment had differing effects depending on patient age group:

adverse for caregivers of middle‐aged patients (40‐59 y), beneficial

for those of older patients (60‐79 y).33
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Overall, there is some evidence for an adverse effect of personal

strain on postbereavement depression, whereas results for role strain

are again ambiguous.
4 | DISCUSSION

The aim of this systematic review was to provide an overview of

existing research on the association between CB and postbereavement

mental health. To our knowledge, no such review exists in the English

language. Overall, 20 papers were included that reported on GMH

(7 papers), complicated grief (4 papers), and depression (11 papers).

Because the small number and high heterogeneity of the included

studies only allow for preliminary conclusions, the main implications

concern suggestions for future research.

Caregiver burden was diversely conceptualized. No article elabo-

rated on a definition, resulting in varying ways of operationalization.

Six different measurement tools were used, of which the CRA is the

most common (10 papers, 6 studies32,33,35,36,38,40-42,47-49). Three

authors preferred using their own questions to established measure-

ment tools.34,39,44 The lack of a definition and the diverging

operationalization methods reduce generalizability and impede synthe-

sizing the results.

A differentiation of CB into role strain and personal strain was

performed in this systematic review to ensure comparability to the

greatest extent possible at the current state of research. Role strain

refers to impairments due to caregiving in other areas of life, whereas

personal strain comprises emotional and self‐related responses to

caregiving demands. Therefore, the following conclusions should be

considered a preliminary overview.

Bereaved caregivers of cancer patients were shown to exhibit

poorer levels of overall mental health than the general popula-

tion.36,40,42,44,46 Yet neither the prevalence of complicated grief

(1.8% to 11.3%41,48) and depression (6.9% to 19.7%31,37,39) among

caregivers nor the long‐term course of symptoms differed substantially

from findings concerning the general bereaved population3-7 or

caregivers of patients with other illnesses, eg, Chentsova‐Dutton

et al69 This indicates that caregiving alone does not impair

bereavement adjustment. The question remains whether more bur-

densome caregiving experiences have a differential effect.

Two competing models were introduced: The cumulative stress

perspective predicts that high CB impairs postbereavement mental

health. The stress reduction perspective predicts that the death of the

patient results in alleviation of CB, thus freeing resources for bereave-

ment adjustment. Evidence for both theories was found. Possible

explanations will be discussed below.

One study found no effect of CB on postbereavement GMH.50

One study reported mixed results for personal strain,34 and 5

studies showed an adverse effect of at least some aspects of

personal and role strain.36,40,42,44,46 However, three of the latter

used cross‐sectional data, which entails the risk of recall bias.

Therefore, the cumulative stress perspective was to some extent

confirmed for personal and role strain, but results have to be

interpreted cautiously.
Complicated grief was differentially affected by 2 aspects of

personal strain: “emotional burden” had an adverse effect in one

study,45 but “caregiver esteem” had none in another.41 Role strain

decreased the incidence of complicated grief in one study,48

whereas 2 studies reported some aspects of role strain to increase

the incidence of complicated grief.41,45 One of them indicated that

the effect only appears when regarding longer time frames (13 vs

6 months). Overall, some evidence supports the cumulative stress

perspective. However, other results confirm the stress reduction

perspective for role strain.

Postbereavement depression was predicted by overall CB

13 months after bereavement in one project.37 Personal strain had

no impact in one study,43 predicted improvement of depressive

symptoms on the within‐subject level in another (comparing pre‐

and post‐loss values),38 but had an adverse effect on the between‐

subject level in 3 others (comparing the highly and less personally

strained).35,39,46 However, one of these studies only used their own

questions to assess depression and used a cross‐sectional design,

entailing the danger of recall bias.46 Overall, role strain47 or schedule

burden32,33 predicted lower depression scores, whereas health burden

predicted higher scores.32,33 Results for family abandonment differed

by age group.32,33 Three studies found no influence of role

strain.38,46,49 Overall, some evidence supports the cumulative stress

perspective, yet some results exist for role strain that confirm the stress

reduction perspective.

Summarizing the results across all outcome measures, personal

strain may be seen as having an adverse effect, if any, confirming the

cumulative stress perspective. Inconsistencies in the reported findings

are attributable to a number of factors: (1) The effect might be weak,

unstable, or dependent on covariates that have not been assessed in

all studies. A recent review showed that several factors that influence

CB in dementia caregivers70 may also influence bereavement

adjustment, eg, coping skills. If not controlled for, these factors may

lead to a misjudgment of the role of CB. (2) The methods of

operationalization and measurement used may have an impact on

results. (3) Effects differ depending on whether self‐related or

emotional responses were assessed and whether comparisons were

made within or between subjects. (4) Effects are influenced by

limitations of the included studies such as most studies using data from

convenience samples, possibly resulting in selection bias.

The conflicting results regarding role strain might be explainable

by 3 observations: (1) 2 of 3 papers that found a beneficial effect of

role strain stem from the same Taiwanese sample, indicating that a

cultural effect might be at play. When intensive caregiving is expected,

as reported for Asian countries,71 the concomitant burden may be

understood as an affirmation of fulfillment of normative demands.

Also, cultural expectations concerning concealment of negative

emotions72 might have reinforced this effect. (2) The adverse effect

of health burden may be caused by a deprivation of the corresponding

resources (eg, impairments to physical health due to physical

requirements of caregiving) that persists beyond bereavement.16 The

less persistent nature of schedule impairments and the seemingly

age‐dependent effect of family abandonment may explain the more

inconsistent findings for these dimensions. (3) Research concerning

positive aspects of caregiving revealed that intensive caregiving, as
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may be reflected by a high role burden, may also foster a sense of

personal growth, meaningfulness, and facilitation of communication

about grief,15,73 which in turn, might benefit bereavement adjustment.

The results allow for a cautious assumption that personal strain

has an adverse effect on postbereavement mental health and that

the multiple aspects of role strain have differential effects. The

co‐occurrence of seemingly conflicting results may also indicate that

the cumulative stress perspective and stress reduction perspective do

not necessarily mutually exclude each other. The presented findings

are consistent with current research concerning bereavement after loss

due to other illnesses, insofar as that some studies found a negative

impact of CB,74-76 whereas others found none.77 The found effects

are also in line with studies examining the effect of interventions

targeted at reducing CB, which found a beneficial effect on mental

health during caregiving78,79 and after bereavement.80 Yet the

divergence of results forbids any definitive conclusions about the

influence of CB on postbereavement mental health.
4.1 | Limitations

The current systematic review only included research published in

peer‐reviewed journals. This may result in publication bias: Papers that

found no impact of CB on postbereavement mental health might not

have been published. Because CB is often examined as one of many

constructs predictive of postbereavement mental health, studies that

examined CB as a secondary predictor but did not mention this in title

or abstract may have been overlooked. Also, only English articles were

included. This presumably led to most of the presented papers stem-

ming from western countries.

Some papers only reported on total scores of a measurement

tool that mainly assessed 1 of the 2 dimensions of CB. In such cases,

results were allocated to the dominant dimension for comparability

and readability, possibly leading to a distortion of the results.

High heterogeneity in design, sample size, types of comparisons

made, and operationalization of constructs paired with a small number

of studies lead to low comparability.
4.2 | Clinical implications

Although the included studies allow only cautious conclusions, there

is evidence suggesting that CB negatively impacts postbereavement

mental health. Emotional distress due to caregiving may especially

impair bereavement adjustment. Role strain also seems to result to

some extent in a depletion of resources, which complicates

adjustment to the loss. Therefore, intervening and preventive

approaches targeting CB may influence bereavement adjustment and

have a beneficial effect lasting beyond the loss of the patient. The

importance of general psychosocial attendance to relatives of cancer

patients during the time of illness is hereby also underlined. Early

intervention may reduce complications in bereavement and

subsequent health care utilization. The concept of CB and its repercus-

sions on caregivers should therefore be brought to the attention of

palliative care staff.
5 | CONCLUSION

To our knowledge, this systematic review is the first to compare

effects of CB on bereavement outcomes across studies focusing on

bereaved relatives of cancer patients. To date, CB as a risk factor for

bereavement maladjustment has rarely been examined and only

loosely defined. The presented results differ widely between studies.

Due to the lack of a precise operational definition of CB and the

resulting variation in used measures, it cannot be determined whether

these inconsistencies arise from methodological issues or reflect a

weak overall effect of CB on postbereavement mental health. It also

remains unclear which components of CB might cause difficulties in

bereavement adjustment and how they interact with each other and

with other influencing factors.

This systematic review shows that further examining the impact of

CB on postbereavement mental health is an indispensable prerequisite

for interventions that could positively influence the trajectory of

caregiver distress beyond bereavement. For this purpose, CB should

be thoroughly defined and examined as a multidimensional construct

with established measurement tools.
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