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ABSTRACT 

Purpose of the Review:   

To examine interventions aimed at improving psychological outcomes (e.g., caregiver burden, 

quality of life, anxiety, depression, perceived control, stress mastery, caregiver confidence and 

preparedness, and caregiver mastery) in family caregivers of patients with heart failure (HF). 

Recent Findings:  

Eight studies meeting the inclusion criteria were included in the review.  The most common 

intervention involved psychoeducation facilitated by a nurse (6/8) and supplemented with a 

combination of follow-up face-to-face sessions (2/6), home visits (2/6), telephone calls (3/6), and 

telemonitoring (3/6).  Two studies used a support group intervention of 4-6 sessions.  Half of the 

interventions reported a significant effect on one or more primary outcomes, including caregiver 

burden (n=4), depressive symptoms (n=1), stress mastery (n=1), caregiver confidence and 

preparedness (n=1), and caregiver mastery (n=1). 

Summary:  

Compared to dementia and cancer family caregiving, few interventions have been evaluated in 

caregivers of patients with HF.  Of the existing interventions identified in this review, 

considerable variability was observed in aims, intervention content, delivery methods, duration, 

intensity, methodological rigor, outcomes, and effects. Given this current state of the science, 

direct comparison of HF caregiver interventions and recommendations for clinical practice are 

premature.  Thus, research priority is strongly warranted for intervention development and 

testing to enhance HF caregiver support and education.   

 

Keywords: Heart failure, caregiver, quality of life, caregiver burden 
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An Integrated Review of Interventions to Improve Psychological Outcomes  

in Caregivers of Patients with Heart Failure  

INTRODUCTION 

Heart failure (HF) is an increasingly prevalent, often progressive condition associated 

with high morbidity and compromised physical and mental function that necessitates the regular 

assistance of a family caregiver [1;2].  Unlike trajectories in dementia and cancer, the HF disease 

course is uniquely characterized by periods of stability that is sporadically interspersed with 

acute exacerbations that are often unanticipated, life threatening, and require costly 

hospitalizations [3].  Advanced HF is associated with increased anxiety and depression, 

significant symptom burden, marked physical disability, and diminished quality of life that 

impair both mental and physical function [4;5].  Consequently, family caregivers are called on to 

assume a critical role in providing daily support to the patient with HF [6-8].  

Family caregivers are typically close relatives or friends of the person with HF (usually 

spouses and adult children) and provide assistance with one or more activities of daily living.  This 

assistance can include a range of responsibilities, including care coordination, symptom 

management, medication administration, assisting with healthcare decision-making, instrumental 

support with activities of daily living, emotional and spiritual support, and home maintenance [9].  

Performing these tasks is critical to HF patients’ quality of life and survival; however caregivers 

have been found to often lack necessary resources to meet patients’ complex needs [10-13]. 

Moreover, they report feeling unprepared for the caregiving role and inadequately supported by the 

healthcare team [14;15].  Given the substantial time allocated to performing caregiving tasks, 

caregivers often have less time for caring for themselves and their relationships [16;17] which can 
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ultimately have a marked impact on their psychosocial and physical health [11-13;18;19]. Reduced 

caregiver health can in turn reduce their ability to be supportive to the patient with HF [20].  

Therefore, it is vital to support family caregivers with evidence-based, field tested 

programs, not only for their own mental and physical well-being, but also because of the critical 

role they play in delivering daily care to the patient with HF.  To assess the current state of the 

science in interventions to support caregivers of patients with HF, we conducted an integrative 

review of the literature to examine randomized controlled trials (RCTs) focusing on improving 

psychological outcomes (e.g., caregiver burden, quality of life, anxiety, depression, perceived 

control, stress mastery, caregiver confidence and preparedness, and caregiver mastery) in 

caregivers of patients with HF.  

METHODS 

Using the methodology and criteria recommended by Ganong (1987) (e.g., purpose, 

inclusion criteria, literature search sampling decisions, systematic analysis and reporting) [21], 

we conducted an integrative review of the literature to identify studies of original research 

focusing on interventions to support family caregivers of patients with HF published between 

January 2005 and September 2015.  As depicted in Figure 1, electronic databases searched 

included PubMed, CINAHL, MEDLINE, PyschInfo, EMBASE, and Cochrane.  Search terms 

included: “heart failure,” “congestive heart failure,” “caregiving burden,” “caregiver,” “informal 

carers,” “intervention,” “support,” or “education.”  Publications were screened using the 

following criteria: (i) implementation of a RCT of a non-pharmacological intervention to 

improve psychological outcomes in caregivers of persons with HF; (ii) caregivers received an 

intervention with or without the involvement of the patient with HF; (iii) written reports in the 

English language; and (iv) measurement of psychological outcomes in caregivers of patients with 
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HF.  Studies were excluded that focused on evaluation of interventions for caregivers of patients 

requiring surgical interventions or left ventricular assist devices to manage HF.  Data extracted 

from identified studies included study design, sample and setting characteristics, outcomes 

assessed, and main findings.  
RESULTS 

Study Characteristics 

Eight studies met eligibility criteria for this review. Table 1 summarizes these studies’ 

key characteristics.   Four studies were conducted in the United States, two in Sweden, one in 

Iran, and one in Taiwan.  A total of 934 caregivers were included in the 8 studies. Sample sizes 

ranged from 10 to 369 caregivers, with an average of 117 ± 110 caregivers.  Caregivers’ mean 

age was 61.7 ± 13.4 years and were mostly female (73.5%).  Educational level was reported in 7 

studies; one study reported average years of education as 12.9 ± 2.0 years and 6 studies reported 

that 8.3% to 88.0% of caregivers attended high school or less and 5 studies reported that 12% to 

91.6% completed some college or higher education.  Five studies applied a dyadic approach 

involving both the patient and caregiver in the intervention, while the others focused solely on 

the caregiver. 

Caregiver Interventions 

As shown in Table 2, there were a range of caregiver intervention designs.   Face-to-face 

nurse-led psychoeducational sessions was the common initial approach (6/8 studies), however 

there were variations among studies in approaches to follow-up.  These included follow-up face 

to face sessions [22;24], home visits [26], telephone calls [23;26;28], and telemonitoring 

[23;28;29].  Two studies employed a support group format; one was led by a nurse (4 sessions) 
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[24] while the other was led by a member of a multidisciplinary team (6 sessions) [25].  The 

duration of the intervention (including follow-up) for the 8 studies ranged from 1 to 12 months. 

Efficacy for Improving Psychological Outcomes  

Interventions were examined for their reported impact on key caregiver outcomes. 

Caregiver reported outcomes in the 8 studies included caregiver burden (n=6), quality of 

life/health-related quality of life (n=3), anxiety (n=3), depression/depressive symptoms (n=4), 

perceived control (n=1), stress mastery (n=1), caregiver confidence and preparedness (n=1), and 

caregiver mastery (n=1).  Each of the studies used a variety of outcome measures with a range of 

1 and 4 outcome measures being reported as summarized in Table 2.  Four studies reported a 

statistically significant effect from their caregiver intervention on all outcome measures 

[23;24;27;28] while the other 4 studies reported null primary outcome results [22;25;26;29].    

Caregiver burden was measured in 6 studies using the Caregiver Burden Scale [22;26;27], 

Caregiver Burden Inventory [23],  Zarit Burden Interview [24], and Caregiver Strain Index [28].  

Four of these 6 studies showed a statistically significant reduction in caregiver burden 

[23;24;27;28] while two reported no changes [22;26].  Similarly, caregiver quality of life was 

measured in 3 studies using various instruments, but none reported significant beneficial effects 

[22;25;26].  One study measured perceived control over the heart disease at different time points, 

but did not report statistically significant changes over time [22].  Furthermore, there were no 

statistically significant changes in anxiety [24;26] nor depression/depressive symptoms 

[22;25;26], except for one study that utilized mobile health support to promote self-management 

among patient-caregiver dyads and showed a reduction of depressive symptoms in caregivers at 6 

months and 12 months [28].  
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Other outcomes included stress mastery, caregiver confidence and preparedness 

providing HF care, and caregiver mastery.  Mastery of stress in the caregiving role, defined as 

the ability of the caregiver to respond to a difficult situation by gaining competence, control, and 

dominion over stress [36], increased significantly in one study that combined a nurse-led 

psychoeducational intervention with telehealth care [23].  Likewise, significant improvements 

were reported in caregiver confidence and preparedness in providing care for the patient with 

HF, 3 months following the implementation of a nurse-administered coaching session given over 

four telephone sessions [27].  However, one study that examined a telemonitoring intervention, 

did not show any improvements in caregiver mastery, defined as a positive view of one’s ability 

to provide care [47], at 90 days follow-up [29].  

DISCUSSION 

Family caregivers play an essential role in the daily care of persons with HF. We 

identified 8 studies of RCTs published between 2005 and 2015 that tested interventions to 

support family caregivers of patients with HF.  As a comparison, published reviews of cancer 

family caregiving identified 49 interventions [48] and of dementia family caregiving identified 

62 interventions [49].  Thus, our identification of only 8 interventions represents a comparatively 

small number of studies and reflects the field’s need to recognize the importance of intervention 

development and testing for HF family caregiving.     

Interventions reviewed in this analysis revealed that the most common intervention 

approach was face-to-face, nurse led psychoeducational sessions supplemented with additional 

follow-up, home visits, telephone calls, and telemonitoring.  Two studies focused on a supportive 

educative group intervention. While this review lends support for the potential promise of 

interventions to improve psychological outcomes in HF caregivers, our findings about what 
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intervention approaches might be most efficacious remain inconclusive due to the mixed results 

among outcomes of the 8 studies.  For example, one study using a support group intervention 

significantly reduced caregiver burden [24], however, a similar support group approach in a 

larger sample showed no significant changes in caregivers’ quality of life, anxiety, and 

depression [25].   Likewise, the four psychoeducational intervention studies showed mixed 

findings: two studies showed improvements in stress mastery, caregiver burden, and depressive 

symptoms [22;23;27;28] while one study reported no significant changes in caregiver mastery 

over time [29].  

Interventions are warranted to support caregivers’ ability to support persons with HF 

[50;51]; however, additional research is needed to identify those strategies that will optimize 

outcomes for this understudied and vulnerable population.  Comparison among intervention 

strategies was problematic given the variability in the 8 studies’ aims, intervention content, 

delivery, duration, intensity, overall methodologic rigor, outcome measures, and effects, thus 

making a meta-synthesis inappropriate given the state of the science.  The interventions can also 

be defined as complex warranting a tailored person-centered approach rather than being 

completely standardized.  Thus, future research in this population would also benefit from 

evaluation of each intervention both with regard to process and outcomes [52].  Furthermore, 

recent reports and position statements emphasize several critical areas needed to enhance HF 

care for patients and caregivers that were not consistently integrated into the interventions 

examined in our integrative review, including: 1) interdisciplinary team evaluation and symptom 

management integrated with psychosocial, functional, and behavioral support; 2) 

multidimensional assessment to identify, prevent, and alleviate suffering; and 3) early integration 

of palliative care in patients with HF that includes caregivers with updates based on changes in 
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clinical status [53;54]. Although the Comprehensive HF Guidelines [55] advocate for palliative 

care, symptom management, referral to hospice, and end-of-life support for patients and 

caregivers suffering with terminal illness, to date, significant gaps constrain the knowledge base 

to inform such care [5]; an interdisciplinary approach has been relatively slow to reach the care 

of advanced HF because health care providers have little tradition and experience with this 

approach [54].   

This review has several limitations.  Although a systematic search of the relevant 

literature was carried out using six electronic databases, a manual search for the related 

bibliography, and an author search that provided comprehensive coverage of key nursing, 

medical, and health-affiliated journals, published in English, publication bias may have been 

present, since studies with null results often go unpublished.  Because these studies were 

conducted exclusively in affluent, Western countries, generalizability is also limited.  It should 

be noted that none of the studies focused on an ethnically diverse group, hence future studies 

need to include racially and ethnically diverse samples.  Many studies had issues with 

recruitment and are likely to have included selected groups of caregivers which also may limit 

generalizability.  Most of them had a fairly small sample size, except the study by Piette et 

al.[28], and there may be power issues.   

Our findings confirm the need for and potential benefits of interventions that directly 

support caregivers of patients with HF [56].  The participation principle contends that successful 

caregiver interventions depend on involving people in defining their needs, setting their 

priorities, planning their care, and evaluating their progress.  In providing family-centered care, 

health care providers should include caregivers in plans of care so that they can foster adaptation, 

motivation, and lifestyle change in patients with HF [6].  Thus, the caregiver’s coping skills and 
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behaviors are important influences that must be considered when helping patients adjust to HF 

[57].  Research indicates that increased caregiver participation and collaboration result in 

increased patient satisfaction with care, feelings of control over health and well-being, and better 

self-care [56].  Caregiver involvement in patient care can be enhanced by providing them 

information about what to expect and about opportunities for them to become knowledgeable 

about care routines [6].  The evidence also suggests that dyadic interventions that focus on 

promoting dyadic coping skills might be most promising in reducing psychological distress of 

patients and caregivers in response to a stressful situation like advanced HF [56].  

CONCLUSION 

The heterogeneity in aim, intervention content, delivery methods, duration and intensity 

of the studied interventions demonstrates that defining best caregiver support is not possible 

given the limited number of studies published at present with their heterogeneous nature and 

social and cultural selectivity.  Thus, research priority is strongly warranted for intervention 

development and testing to enhance HF caregiver support and education and to develop an 

evidence base for interventions that have proven psychological and clinical benefits and can be 

scaled to reach a global population of caregivers of patients with HF.   
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KEY POINTS 

• Family caregivers have a critical role in providing daily support to patients with HF. 

• Family caregivers are known to experience similar emotional distress as the patients and 

have also reported substantial caregiver burden and it is therefore vital to provide them 

with evidence-based support.  

• Few interventions have been evaluated in caregivers of patients with HF and the existing 

interventions are heterogeneous in terms of aims, content, delivery methods, duration, 

intensity, methodological rigor, outcome measures and effects. The studies so far have 

also been socially and culturally selective. Therefore, strong recommendations for 

clinical practice cannot be done yet.  

• Further research priority is strongly warranted for intervention development and testing 

to enhance HF caregiver support and education.   
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FIGURE LEGEND 

Figure 1:  Search strategy and eligibility criteria 

 

  



Running Head: Interventions to Improve Psychological Outcomes in Caregivers                     12 

References and Recommended Readings 
 

Papers of particular interest, published within the annual period of review, have been highlighted 
as: 
■ of special interest 
■■ of outstanding interest 

 
 1.  Mozaffarian D, Benjamin EJ, Go AS, et al. Heart disease and stroke statistics 2015 

update: A report from the American Heart Association. Circulation 2015; 131:e29-e322. 

 2.  Seferovic PM, Stoerk S, Filippatos G, et al. Organization of heart failure management in 
European Society of Cardiology member countries: survey of the Heart Failure 
Association of the European Society of Cardiology in collaboration with the Heart 
Failure National Societies/Working Groups. Eur J Heart Fail 2013; 15:947-959. 

 3.  Goodlin SJ. Palliative care in congestive heart failure. JACC 2009; 54:386-396. 

 4.  Howlett JG. Palliative care in heart failure: Addressing the largest care gap. Curr Opin 
Cardiol 2011; 26:144-148. 

 5.  Love R, Sewertsky J. Management of end-stage heart failure: improving palliative care. 
Can J Cardiovasc Nurs 2007; 17:13-18. 

 6.  Bull MJ, Hansen HE, Gross CR. Differences in family caregiver outcomes by their level 
of involvement in discharge planning. Appl Nurs Res 2000; 13:76-82. 

 7.  Hwang B, Fleischmann KE, Howie-Esquivel J  et al. Caregiving for patients with heart 
failure: Impact on patients' families. Am J Crit Care 2011; 20:431-442. 

 8.  Luttik ML, Jaarsma T, Veeger N, et al.Caregiver burden in partners of Heart Failure 
patients; limited influence of disease severity. Eur J Heart Fail 2007; 9:695-701. 

 9.  Bull MJ, Hansen HE, Gross CR. Predictors of elder and family care satisfaction with 
discharge planning. J Cardiovasc Nurs 2000; 14:76-87. 

 10.  Van Horn E, Fleury J, Moore S. Family interventions during the trajectory of recovery 
from cardiac event: An integrative literature review. Heart Lung 2002; 31:186-198. 

 11.  Strömberg A, Luttik ML. Burden of caring: risks and consequences imposed on 
caregivers of those living and dying with advanced heart failure. Curr Opin Support 
Palliat Care 2015; 9:26-30. 

■■ This is an important review on burden of caring in caregivers of patients with advanced heart 
failure. 

 12.  Ågren S, Strömberg A, Jaarsma T, et al. Caregiving tasks and caregiver burden; effects of 
a psycho-educational intervention in partners of patients with post-operative heart failure. 
Heart Lung 2015; 44:270-275. 



Running Head: Interventions to Improve Psychological Outcomes in Caregivers                     13 

■■ This is new study describing the effects of a psychoeducational intervention on caregiving 
tasks and caregiver burden in caregivers of patients with HF requiring surgery. 

 13.  Jaarsma T, Johansson P, Ågren S, et al. Quality of life and symptoms of depression in 
advanced heart failure patients and their partners. Curr Opin Support Palliat Care 2010; 
4:233-237. 

 14.  Pakenham KI, Dadds MR, Lennon HV. The efficacy of a psychosocial intervention for 
HIV/AIDS caregiving dyads and individual caregivers: a controlled treatment outcome 
study. Aids Care 2002; 14:731-750. 

 15.  Collins EG, White-Williams C, Jalowiec A. Impact of the heart transplant waiting 
process on spouses. J Heart Lung Transplant 1996; 15:623-630. 

 16.  Faison KJ, Faria SH, Frank D. Caregivers of chronically ill elderly: Perceived burden. J 
Comm Health Nurs 1999; 16:243-253. 

 17.  Gure T, Kabeto M, Blaum C, et al. Degree of disability and patterns of caregiving among 
older Americans with congestive heart failure. J Gen Intern Med 2008; 23:70-76. 

 18.  Bakas T, Pressler SJ, Johnson EA, et al. Family caregiving in heart failure. Nurs Res 
2006, 55:180-188. 

 19.  Saunders MM. Factors associated with caregiver burden in heart failure family 
caregivers. West J Nurs Res 2008; 30:943-959. 

 20.  Gouin JP, Hantsoo L, Kiecolt-Glaser JK. Immune dysregulation and chronic stress 
among older adults: A review. Neuroimmunomodulation 2008; 15:251-259. 

 21.  Ganong LH: Integrative reviews of nursing research. Res Nurs Health 1987; 10:1-11. 

 22.  Ågren S, Evangelista LS, Hjelm C, et al. Dyads affected by chronic heart failure: A 
randomized study evaluating effects of education and psychosocial support to patients 
with heart failure and their partners. J Card Fail 2012; 18:359-366. 

 23.  Chiang LC, Chen WC, Dai YT, et al. The effectiveness of telehealth care on caregiver 
burden, mastery of stress, and family function among family caregivers of heart failure 
patients: A quasi-experimental study. Intern J Nurs Studies 2012; 49:1230-1242. 

 24.  Etemadifar S, Bahrami M, Shahriari M, et al. The effectiveness of a supportive educative 
group intervention on family caregiver burden of patients with heart failure. Iran J Nurs 
Midwifery Res 2014; 19:217-223. 

■ This is new study describing the effects of a supportive educative group intervention on 
caregiver burden. 

 



Running Head: Interventions to Improve Psychological Outcomes in Caregivers                     14 

 25.  Löfvenmark C, Saboonchi F, Edner M, et al. Evaluation of an educational programme for 
family members of patients living with heart failure: a randomised controlled trial. J Clin 
Nurs 2013; 22:115-126. 

 26.  McMillan SC, Small BJ, Haley WE, et al. The COPE intervention for caregivers of 
patients with heart failure: An adapted intervention. J Hosp Palliat Nurs 2013; 15:10. 

 27.  Piamjariyakul U, Smith CE, Russell C, et al. The feasibility of a telephone coaching 
program on heart failure home management for family caregivers. Heart Lung 2013; 
42:32-39. 

 28.  Piette JD, Striplin D, Marinec N, et al. A randomized trial of mobile health support for 
heart failure patients and their informal caregivers: impacts on caregiver-reported 
outcomes. Med Care 2015; 53:692-699. 

■ This is new study describing the effects of a mobile health support on caregiver outcomes. 

 29.  Schwarz KA, Mion LC, Hudock D, et al. Telemonitoring of heart failure patients and 
their caregivers: A pilot randomized controlled trial. Prog Cardiov Nurs 2008; 23:18-26. 

 30.  Liljeroos M, Ågren S, Jaarsma T, et al. Long term follow-up after a randomized 
integrated educational and psychosocial intervention in patient-partner dyads affected by 
heart failure. PLoS One 2015; 10:1-16. 

■ This is new study describing the long-term effects of a psychoeducational intervention on 
patient and caregiver outcomes. 

 31.  Moser D, Dracup K. Psychological recovery from a cardiac event: The influence of 
perceived control. Heart and Lung 1995; 24:273-280. 

 32.  Ware JE. SF-36 health survey manual and interpretation guide. Boston: The New Health 
Institute, New England Medical Center; 1993. 

 33.  Beck AT, Rial W, Rickels K. Short form of depression inventory: cross validation. 
Psychol Rep 1974; 34:1184-1186. 

 34.  Andren S, Elmståhl S. Family caregivers' subjective experiences of satisfaction in 
dementia care: aspects of burden, subjective health and sense of coherence. Scand J 
Caring Sci. 2005; 19:157-168. 

 35.  Chou KR, Jiann-Chyun L, Chu H. The reliability and validity of the Chinese version of 
the Caregiver Burden Inventory. Nurs Res 2002; 51:324-331. 

 36.  Younger B. Development and testing of the Mastery of Stress Instrument. Nurs Res 
1993; 42:68-73. 

 37.  Anthony-Bergstone CR, Zarit SH, Gatz M. Symptoms of psychological distress among 
caregivers of dementia patients. Psychol Aging 1988; 3:245-248. 



Running Head: Interventions to Improve Psychological Outcomes in Caregivers                     15 

 38.  Zigmond AS, Snaith RP. The Hospital Anxiety and Depression Scale. Acta Psychiatr 
Scand 1983; 67:361-370. 

 39.  Luttik ML, Lesman-Leegte I, Jaarsma T. Quality of life and depressive symptoms in 
heart failure patients and their partners: The impact of role and gender. J Card Fail 2009; 
15:580-585. 

 40.  Brorsson B, Ifver J, Hays RD. The Swedish Health-Related Quality of Life Survey 
(SWED-QUAL). Qual Life Res 1993; 2:33-45. 

 41.  Baker F, Denniston M, Zabora J, et al.A POMS short form for cancer patients: 
Psychometric and structural evaluation. Psycho-Oncology 2002; 11:273-281. 

 42.  Weitzner MA, McMillan SC, Jacobsen PB. Family caregiver quality of life: differences 
between curative and palliative cancer treatment settings. J Pain Symptom Manage 1999; 
17:418-428. 

 43.  Zambroski CH, Moser DK, Roser LP, et al. Patients with heart failure who die in 
hospice. Am Heart J 2005; 149:558-564. 

 44.  Riegel B, Carlson B, Moser DK, et al. Psychometric testing of the self-care of heart 
failure index. Journal of Cardiac Failure 2004; 10:350-360. 

 45.  Thornton M, Travis SS. Analysis of the reliability of the Modified Caregiver Strain 
Index. J GerontolB Psychol Sci Soc Sci 2003; 58:S127-S132. 

 46.  Irwin M, Artin K, Oxman MN. Screening for depression in the older adult: Criterion 
validity of the 10-item center for epidemiological studies depression scale (ces-d). Arch 
Inten Med 1999; 159:1701-1704. 

 47.  Lawton MP, Kleban MH, Moss M, et al. Measuring caregiving appraisal. J Gerontol 
1989; 44:61-71. 

    48.   Applebaum AJ, Breitbart W. Care for the cancer caregiver: A systematic review. Palliat 
Support Care 2013; 11:231-252. 

 49.  Selwood A, Johnston K, Katona C, et al. Systematic review of the effect of psychological 
interventions on family caregivers of people with dementia. J Affect Disord 2007; 
101:75-89. 

 50.  Buck HG, Harkness K, Wion R, et al. Caregivers' contributions to heart failure self-care: 
A systematic review. Eur J Cardiovasc Nurs 2015; 14:79-89. 

■■ This review addresses caregivers’ contribution to self-care. 
 



Running Head: Interventions to Improve Psychological Outcomes in Caregivers                     16 

 51.  Clark AM, Spaling M, Harkness K, et al. Determinants of effective heart failure self-
care: a systematic review of patients' and caregivers' perceptions. Heart 2014; 100:716-
721. 

 52.  Craig P, Dieppe P, Macintyre S, et al. Developing and evaluating complex interventions: 
The new Medical Research Council guidance. Int J Nurs Stud 2013; 50:587-592. 

 53.  Hunt SA, Abraham WT, Chin MH, F et al. ACC/AHA 2005 Guideline update for the 
diagnosis and management of chronic heart failure in the adult: A report of the American 
College of Cardiology/American Heart Association Task Force on Practice Guidelines 
(Writing Committee to Update the 2001 Guidelines for the Evaluation and Management 
of Heart Failure): Developed in collaboration with the American College of Chest 
Physicians and the International Society for Heart and Lung Transplantation: Endorsed 
by the Heart Rhythm Society. Circulation 2005; 112:e154-e235. 

 54.  Hauptman PJ, Havranek EP. Integrating palliative care into heart failure care. Arch Inten 
Med 2005; 165:374-378. 

 55.  Heart Failure Society Of America. HFSA 2010 Comprehensive Heart Failure Practice 
Guideline. J Card Fail 2010; 16:e1-e2. 

 56.  Dalton JM. Development and testing of the theory of collaborative decision-making in 
nursing practice for triads. J Adv Nurs 2003; 41:22-33. 

 57.  Daugherty J, Saarmann L, Riegel B, et al. Can we talk? Developing a social support 
nursing intervention for couples. Clin Nurse Spec 2002; 16:211-218. 

 
 
 



 

  



Table 1. Caregiver Characteristics 
 

Study Sample 
Size Age Sex, % 

Male Education Level Dyadic 
Involvement 

Duration of 
Intervention/ 

Follow-up 

Agren et al (2012)[22] 155 68.5 ± 11.0 24.5% 
< High school, 57% 
High school, 31% 

College, 12% 
Yes 3 months/ 

3 & 12 months* 

Chiang et al (2012)[23] 60 
18-39 y, 16.7% 
40-59 y, 35.0% 
≥ 60 y, 40.6% 

28.3% 
≤ High school, 36.7% 

College, 53.3% 
> College, 1.0% 

Yes 3 weeks/ 
1 month 

Etemadifar et al (2014)[24] 50 
20-39 y, 48.3% 
40-59 y, 50.5% 

≥ 60 y, 2.4% 
19.7% Primary, 32.5% 

Higher, 67.5% No 4 weeks/ 
1 & 3 months 

Löfvenmark et al (2012)[25] 128 65.0 ± 13.0 
> 65y, 56% 23.0% < 12 years, 26.0% 

> 12 years, 72.0% No 6 months/ 
1 year 

McMillan et al (2013)[26] 60 63.3 ± 13.4 30.0% 12.9 ± 2.0, y Yes 5 weeks/ 
5 weeks 

Piamjariyakul et al (2013)[27]  10 62.6 ± 13.7 25.0% 
≤ High school, 8.3% 

Technical, 58.3% 
≥ College, 33.3% 

No Not reported/ 
3 months 

Piette et al (2015)[28] 369 47.1 ± 13.2 34.9% ≤ High school, 28.1% Yes 
12 months/ 

6 & 12 months 

Schwarz et al (2008)[29] 102 63.5 ± 16.1 Not 
reported 

Not reported  90 days/          
90 days 

*Data for long-term (24 months) outcomes were recently published as a follow-up to the original study [30].  
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Table 2. Caregiver Interventions, Psychological Outcomes, Measures, and Findings 

Study Intervention Materials Used Psychological Outcomes 
(Instrument Measures) Findings 

Ågren et al (2012)[22]* Psychoeducational intervention 
delivered in 3 modules through 
nurse-led face-to-face 
counseling in dyads’ homes or 
HF clinic; each session ≈ ≥ 60 
minutes each.  

Computer-based 
CD-ROM program 
and written 
materials 

Perceived Control 
  (Control Attitude Scale)[31] 
Health-related quality of life (HRQOL) 
  (Short Form-36)[32] 
Depression 
   (Beck Depression Inventory)[33] 
Caregiver Burden  
   (Caregiver Burden Scale)[34] 

No significant ∆s in perceived control over time  
 
No significant ∆s in HRQOL over time  
 
No significant ∆s in depression over time  
 
No significant ∆s in caregiver burden over time  

Chiang et al (2012)[23] Nurse-led transitional care 
combining discharge plans and 
telehealth care (remote 
monitoring + phone counselling) 

Written materials + 
24-hour remote 
monitoring system 

Caregiver Burden 
  (Caregiver Burden Inventory)[35]  
Stress Mastery 
  (Mastery of Stress Scale)[36] 

Caregiver burden ↓ significantly over time 
 
Stress mastery ↑ significantly over time 
 

Etemadifar et al (2014)[24] Supportive educative group 
intervention – 4 weekly training 
sessions with nurse of 2h each 

Multimedia 
training materials 

Caregiver Burden 
  (Zarit Burden Interview)[37]  

↓ Caregiver burden at 1 month and 3 months 

Löfvenmark et al (2012)[25] Multiprofessional educational 
programme provided in a group 
forum format. Group of 8 
participants met six times for 2h. 

Oral and written 
materials were 
provided. 

Anxiety and Depression 
  (Hospital Anxiety & Depression Scale)[38] 
Quality of Life 
  (Cantril Ladder of Life)[39] 
Health-related quality of life (HRQOL)   
  (SWED-QUAL)[40] 

No significant ∆s in anxiety/depression over time  
 
No significant ∆s in quality of life over time  
 
No significant ∆s in HRQOL over time  
 

McMillan et al (2013)[26]  Psychoeducational intervention 
(COPE) by a trained nurse over 
2-3 intervention visits + 2 phone 
calls focus on helping caregivers 
problem-solve and cope.   

Written materials  Anxiety and Depression 
  (Profile of Mood States)[41] 
Quality of Life 
  (Caregiver Quality of Life Index)[42] 
Caregiver Burden 
  (Caregiver Burden Scale)[34]   
  (Memorial Symptom Assessment Scale)[43] 

No significant ∆s in anxiety/depression over time  
 
No significant ∆s in quality of life over time  
 
No significant ∆s in caregiver burden over time  
 
 

Piamjariyakul et al (2013)[27]  Nurse administered coaching 
session given over 4 telephone 
sessions that focus on supportive 
care, problem-solving challenges 
and teach-back techniques 

Written handouts, 
guide book 

Caregiver Burden 
  (Caregiver Burden Scale)[34]  
Confidence in Providing HF Care 
  (Confidence Subscale of SCHFI)[44] 
Preparedness in Providing HF Care 
  (One Item Preparedness Scale)[27]  

↓ Caregiver burden at 3 months 
 
60% reported improved confidence at 3 months 
 
50% reported improved preparedness at 3 months 

Piette et al (2015)[28] Mobile health support which 
provided dyads with weekly 
automated structured email 
report and self-management 
support calls for 12 months 

Written booklet Caregiver Strain (Burden) 
  (Caregiver Strain Index)[45] 
Depressive Symptoms 
  (Center for Epidemiologic Studies    

Depression Scale)[46] 

↓ Caregiver strain at 6 months and 12 months 
 
↓ Depressive symptoms at 6 months and 12 months 
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* Data for long-term (24 months) outcomes were recently published as a follow-up to the original study; no significant changes in caregiver outcomes were observed [30]. 
 

Study Intervention Materials Used Psychological Outcomes 
(Instrument Measures) Findings 

Schwarz et al (2008)[29] Telemonitoring system was set 
up in participants’ homes; daily 
weights and symptom reports 
were transmitted to a central 
database.  Providers were alerted 
when variances occurred. An 
advance practice nurse called to 
follow-up on daily variances. 

Written materials Caregiver Mastery (Burden) 
  (Philadelphia Geriatric Center Caregiving     

Appraisal Scale – Mastery Subscale)[47] 

No significant ∆s in caregiver mastery over time  
 


