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2 Background.  

In the coming years, the population of old persons will increase 

considerably. In France, the number of people aged 75 and over will double 

between 2013 and 2060, reaching nearly 13 million people (17% of the 

general population)(1). 

In this context, promoting of quality of life, well-being and dignity is a 

challenge particularly for the most dependent old persons. Recent data 

showed that about 20% of the European population over 65 years old is to 

a certain degree dependent, most of whom are assisted by an informal 

caregiver: mostly within the family and women (2). These caregivers are 

essential to relay the care of the old person and will be more and more 

involved in the coming years (3). The economic value of this unpaid informal 

care was estimated between 6.1 and 8.3 billion euros per year in France 

(4). 

In France, more than 8 million people aged 16 years old or over regularly 

help one or more people in their entourage for health or disability reasons 

(i.e. nearly one out of six people in this age group)(5). In 2008, 3.6 million 

of people aged 60 and over and living at home received regularly assistance 

due to a health problem or disability.   

The caregiver's profile varies according the age of the person being cared 

for. Indeed, with the progress in age, the massive help provided by spouses 

(80% when the people being assisted live in a couple) decreases in favour 

of the help provided by children: 55% of old person aged 70 to 74 receive 



help from their spouse and 32% by their children. From the age of 75, this 

situation is reversed: 32% receive help from their spouses and 52% from 

their children). (6) 

The type of care provided by caregivers varies greatly, from treatment and 

care management to shopping assistance and out-of-town driving. When 

the help provided exceeds the physical and mental capacities of the 

caregiver, it becomes a chronic stressor generating what is called the 

caregiver's burden (2) 

For health workers, it is important to correctly identify the main caregiver, 

assess the level of stress associated with caregiving and create a 

partnership with the caregiver (7). Indeed, chronic stress has a negative 

effect on the caregiver's mental and perceived health (depression, anxiety, 

psychosomatic and immunological disorders, cardiovascular problems....), 

increases the risk of chronic health problems (e.i., heart disease, high blood 

pressure) and the development of new diseases. In addition, caregiver’s 

stress and emotional distress have serious consequences for the care 

recipient, in particular yielding of the care role and early institutionalization 

of the dependent person or unplanned hospitalization (8) and mistreating 

and abuse (9–11).   

Because of these consequences for caregivers and at a second level for the 

care recipient, it is necessary to introduce interventions and supports for 

the caregiver. (2,12–14).  

 



There are two main factors that help to reduce the burden of primary 

caregivers. The first is to receive specific help from another family member 

(15). The second is to benefit from  assistance of formal systems (16) 

In France, the Caisse d'Assurance Retraite et de Santé Au Travail (CARSAT 

: national administration for retirement and heath at work) is responsible 

to pension management, health and safety at work and provide assistance 

to vulnerable people. This national institution is represented in every French 

region. As such, Southern CARSAT (For the Provence Alpes Cote d’Azur and 

Corsica regions) has set up a Personalized Social Support (PSS). This is a 

formal service developed to provide social support to retired beneficiaries 

who are not yet dependent but at risk of (17). The aids are proposed after 

an evaluation carried out by a social worker for old person beneficiaries who 

request it, who are not dependent (Group Iso Resources 5 and 6 of the 

AGGIR grid (18)), and who do not receive other aid for dependency. 

However, CARSAT does not fully cover the costs associated with the aid: 

the level of CARSAT coverage is correlated with the income level of the 

beneficiary. The higher the income, the lower the share of CARSAT 

coverage. Thus, the financial contributions of older people vary from 10% 

to 73% of the amount of the PSS. The impact of this PSS has never been 

assessed for either the beneficiary or the caregiver.  

The main objective was to analyze the impact of a PSS allowed for old 

person people on the burden, perceived health and frailty of their caregiver. 

The second objective was to describe the main characteristics of PSS. 



3 Materials and Methods  

3.1 Type of study 

A longitudinal study was conducted in the PACA region, in South East of 

France (5 million inhabitants, 1 million aged 65 years old and over) in 2016-

2017 on 876 dyads: person aged 70 and over, CARSAT beneficiaries, and 

their caregivers. 

3.2 Study population 

All beneficiaries, non-dependent, without severe chronic disease, living at 

home, who request assistance from CARSAT South-east for a PSS, who had 

a caregiver identified by themselves, and whose dyad (old person and 

designated caregiver) was voluntary to participate in the study were 

included consecutively between 01/04/2016 and 30/06/2017 and were 

followed during 6 months (T6). 

If f6-month follow-up (refusal, unreachability) was not possible, the dyad 

was excluded from the study. 

3.3 Ethics 

This study was in accordance with the bioethical laws of the time of data 

collection. An information letter was sending to the old person and their 

caregiver and consent was giving orally when the questionnaire was 

completed. The personal data were managed exclusively by CARSAT, which 

was authorized by the “Commission Nationale de l'Informatique et des 

Libertés” (CNIL) which deals with the protection of personal data (19). 



3.4 Collection procedure 

At the time of inclusion (T0), the old person was assessed at home by an 

independent social worker, according usual process assessment, during 60 

minutes. Social workers have been previously trained in the concept of 

frailty and the modalities of the study.  

The caregiver was invited to be present at that the time of the assessment 

of the old person and to complete a self-assessment questionnaire with the 

help of the evaluator if necessary. 

When not present, the caregiver was assessed during a phone call by a 

trained Clinical Research Associate (CRA) recruited specifically for the 

study.  

The 6-month follow-up (T6) was done by a telephone call from the CRA. 

The variables collected are presented in Table 1.  



Table 1. Variables collected from the dyad at the time of inclusion and 6 months after. 

Variables collected from caregivers 

Sociodemographic data 

Age, sex, family status (single/married) and number of children living home  

The relationship with the old person  

 spouse caregivers (spouses, partners, and ex-spouses) 

 child caregivers (children and stepchildren)  

 other caregivers (no family relationship and other family members) 

The level of education  

(no diploma, Youth training , BTEC First Diploma, A levels, higher education 

level), which has been grouped into 2 modalities:  

 < A level (UK)  

 ≥ A level 

Professional activity grouped into two categories:  

  Caregivers working 

 Inactive caregivers (includes retired, unemployed and disabled) 

Monthly income of the tax household 

< 740€, between 740 and 1200, between 1201 and 2200, between 2201 and 

4400, > 4400€ 

Low income,: variable was created from 3 variables: monthly income, family 

status and number of children living at home 

 low income both single caregivers with an income of less than 1200€ and 

caregivers living alone or in couple with dependent children and with an 

income of less 2200€ (20) 

 not low income 

Activities performed for the old person  

Number of hours and days per week devoted to the old person.  

Number and type of tasks performed with the old person:  

management tasks, activities of daily life (Transportation, household chores, 

pressing, meal preparation, shopping) and nursing (meal assistance, 

treatment assistance, getting up, going to bed, dressing, grooming); 



The consequences of the assistance provided 

Feel more and more difficulty to fulfill their role as caregivers (5 points Likert 

scale from "not at all" to "a lot") 

Have difficulty fulfilling their caregiving role due to their own health status, 

family obligations, lack of material or financial resources, lack of specialized 

institutions or services, lack of dialogue with professionals or support 

services, lack of time, lack of expertise and lack of information about the 

disease 

Feel a negative impact of the help on relationships with other family 

members, on day's outings, on leaving for a few days (5 points Likert scale 

from "never" to "always"). 

This variable has been recoded as binary "impact or not". 

The quality of the caregiver's relationship with the old person (5 points Likert 

scale from "very good" to "very difficult"). 

This variable has been recoded as binary "good or bad relationship". 

Caregiver Burden: Mini-Zarit Scale (ZBI) (8,21,22) 

Caregiver's frailty: the FiND questionnaire (23) 

Health status and perceived health by the caregiver.(24) 

Perceived health measured by a question: "How do you rate your health?" 

(5 points on the Likert scale from "excellent to "bad") 

Sociodemographic data: age, sex, and family status 

The level of dependence by the validated scale Autonomy Gerontology 

Gerontology Iso-Resource Groups (AGGIR)  

Frailty of the old person (25) by the Frailty Group Iso-Resource Evaluation 

(FRAGIRE)  

Variables collected from caregivers 

Number and type of tasks performed with the old person:  

management tasks, activities of daily life (Transportation, household chores, 

pressing, meal preparation, shopping) and nursing (meal assistance, 

treatment assistance, getting up, going to bed, dressing, grooming); 



Feel more and more difficulty to fulfill their role as caregivers (5 points Likert 

scale from "not at all" to "a lot") 

Impact on difficulties perceived: this variable was calculated from the " 

difficulties perceived " variable at inclusion and follow-up. It represents the 

change in difficulties perceived and is divided into 5 levels (from significant 

improvement to significant deterioration). 

Caregiver Burden: Mini-Zarit Scale (ZBI) (8,21,22) 

Impact on burden: this variable was calculated from the "Mini-Zarit" variable 

at inclusion and follow-up. It represents the change in burden level and is 

divided into 5 levels (from significant improvement to significant 

deterioration). 

Caregiver's frailty: the FiND questionnaire (23) 

Impact on frailty: this variable was calculated from the "FiND" variable at 

inclusion and follow-up. It represents the change in frailty level and is divided 

into 5 levels (from significant improvement to significant deterioration). 

Health status and perceived health by the caregiver.ref 

Perceived health measured by a question: "How do you rate your health?" 

(5 points on the Likert scale from "excellent to "bad") 

Impact on perceived health: this variable was calculated from the "perceived 

health" variable at inclusion and follow-up. It represents the change in 

perceived health and is divided into 5 levels (from significant improvement 

to significant deterioration). 

Caregiver and old person  

Receiving help (yes/not) 

if receiving help  

 what help (many possible answers): 

o household chores 

o pressing 

o shopping 

o transportation 

o meal preparation 



o meal assistance 

o grooming assistance 

o dressing assistance 

o securing the house (shower, stairs,...) 

o remote assistance 

o artistic activities  

o physical activities 

 satisfaction (5-points Likert scale), recoded in binary (totally satisfied or 

not) 

 if not satisfied, why not? 

 quality of aid (5-points Likert scale), recoded in binary (very good quality 

or not)  

 having experienced a problem with the performance of the service 

o which one 

o rapid resolution of the problem 

Other professional care support (nurse, physiotherapist,…) 

if not receiving help  

 the reasons for the refusal (economic, change of opinion, proposed aid 

different from the aid requested,...) 

3.5 Tools uses 

3.5.1 Mini-Zarit Scale 

7 questions on a three-point Likert scale (8): the items were scored: 0 

(never), 0.5 (sometimes) and 1 (almost always). The total score results 

from the sum of the responses and ranges from 0 to 7. Four levels of burden 

are defined: 

- 0 ≥ no burden ≥1 

- 1.5 ≥ Light burden ≤3 

- 3.5 ≥ Moderate burden ≤ 5 



- 5.5 ≥ Severe burden ≤7 

3.5.2  FiND questionnaire  

The FiND questionnaire consists of five different questions. Two questions 

(A and B) were specifically aimed at identifying individuals with mobility 

disability: the presence of mobility disability was defined as “a lot of 

difficulties” or “inability” at performing at least one of these two tasks. 

Three additional questions (items C–E) were aimed at assessing signs, 

symptoms, or conditions commonly considered as components of the frailty 

syndrome: weight loss (item C), exhaustion (item D), and sedentary 

behavior (item E). (23) 

3.5.3 Autonomy Gerontology Gerontology Iso-Resource Groups (AGGIR)  

This scale validated is based on the observation of the activities performed 

or not by the person. It mesures the level of need for assistance in daily 

activities. There are 6 Iso Resources Groups (GIR), named from 1 to 6 per 

level of decreasing dependency. Group 6 corresponds to autonomous 

subjects (18). 

3.5.4 Frailty Group Iso-Resource Evaluation (FRAGIRE)  

This grid validated consists of 17 questions. The result is calculated 

according to an algorithm given by the authors that produces a score from 

0 to 100 (29). This score allows us to identify 3 levels of fragility  

 Low frailty: scores < 40  

 Intermediate frailty: 40 ≥ score < 60  

 High frailty: score ≥ 60 



3.6 Data analysis 

The analyses were performed on the SPSS Statistics version 20 software. 

All variables were subjected to a classic descriptive analysis. Qualitative 

variables are described by their frequencies and percentages and 

quantitative variables by their mean, standard deviation (±), minimum, 

median and maximum.   

A univariate analysis was performed to ensure that the population at T6 

was comparable to the population at T0. 

The variable «getting help», recoded as yes/no/yes + nursing, was the 

subject of univariate analyses. The associations between qualitative 

variables were measured by the Chi 2 test and the exact Fischer test for 

small numbers. A Student Test or Analysis of Variance (ANOVA) was 

performed for the quantitative variables.  

 

  



4 Results 

4.1 Characteristics of the dyads included in the study 

Flow-chart of the study is presented Figure 1. Of the 876 dyads interviewed 

at the time of inclusion, follow-up was possible for 686 of them (78.3%). 

For the remaining 190 dyads, follow-up was not possible (accessibility, 

refusal, death). 

Table 1 presents the characteristics of the 686 dyads that completed the 

study: the population had the same characteristics than the total population 

at inclusion. 

The average age of the old person was 82.3 years (± 5.9), 11% were over 

90 years old. The vast majority were women (78%) and half (53%) lived 

alone. 

The old person were not dependent and classified in GiR 5 or 6, 48% and 

52% respectively. According to the FRAGIRE scale, 94% were fragile:  

among them 48% were at high risk of frailty. In 66% of the cases, 

caregivers were women with an average of 62.7 years (± 13.6) . 

Most of the time, caregivers were children or stepchildren (62%), spouses 

represented 27%, and others (i.e. friends, neighbors, grandchildren, 

siblings) 11%. Among the other caregivers, 71.7% were family members. 

In 3/4 of the cases, the caregivers were in a couple and had children, 35% 

of whom were still living with them.  



Almost half (48%) of caregivers had a higher level of education and almost 

40% of them were still employed. Forty-eight percent of caregivers had a 

low incomes. 

At the time of inclusion, the help provided by caregivers had an impact on 

his/her life, particularly on his/her outings and availability to have free time 

for few days. 

In addition, 92.5% of caregivers experienced difficulties in providing 

assistance to them. Many reasons were reported, including poor health, lack 

of time and impact on their other family obligations (e.g., caring for their 

children). One in five caregivers also complained about the lack of material 

or financial resources. 

Finally, 17% of caregivers reported a poor relationship with the old person. 

 

4.2 Characteristics of the personalized social support (PSS). 

The vast majority (83%) of dyads received a PSS proposal (Table 2). 

The PSS was mainly a household chores (93.6%); 17.3% received shopping 

assistance and 16.1% received pressing assistance. Other forms of 

assistance included support during outings (6.7%), meal preparation 

assistance (6.2%), grooming assistance (2.3%), meal assistance (1.9%), 

management assistance (1.9%) and dressing assistance (0.9%). 

One out of five old person people received two aids, and 10% more than 

two. The most frequent help association was composed of household chores 

and pressing (29%) or shopping (27%) or meals preparation or outings 

assistance (5%). 



At the time of inclusion, 24% of the old person people also reported having 

been assisted by a nurse. 

 

4.3 Level of satisfaction of the personalized help plan. 

The majority of caregivers, as well as the old person, were very satisfied 

with the quality of the PSS (Table 2).  

Almost two-thirds of old person people, as well as caregivers, considered 

that their needs had been fully taken into account.  

The main cause of dissatisfaction was the number of hours received, which 

was considered insufficient by two-thirds of the dyads. One in five felt they 

also needed other help.  

Almost 9% complained about dysfunctions in the organization of the help 

plan (delays, absences, frequent changes of service providers...) but these 

problems were resolved quickly in half of the cases (Table 2). 

 

4.4 Refusal of the personalized help plan. 

For about one-fifth of dyads, the CARSAT PSS was not implemented at the 

time of the follow-up. This was mainly due to the old person person‘s refusal 

to receive someone at home (29.9%), the price considered too high 

(19.9%) and the fact that the proposed assistance was not suitable (8.5%) 

or could not be provided (6.8%). In addition, 10% preferred other 

assistance system to the PSS; 11% of the PSS were still pending. Finally, 

16% reported having other reasons for refusing the PSS,included the 

Institutionalization. In addition, for the dyads who had not benefited from 



the PSS the caregiver-old person relationship was weak, and the dialogue 

with the professional was considered insufficient. 

The demographic characteristics of the dyads that did not receive the PSS 

were similar to those that had implemented it.   

 

4.5 Impact of the Personalized Help plan  

Among caregivers who received the PSS, a minority reported that they had 

changed their visiting habits at the care recipient: number of visits (11%) 

or number of hours (19%) per week. Of these, more than half had reduced 

the number of hours and the number of visits. Regarding visits, this was 

especially true for caregivers who did not have a PSS (72.2% vs 42.9%, p 

< 0.05). For more than 80% of caregivers who received PSS or not, the 

time spent with the old person remained unchanged from the T0, averaging 

7.5 ± 7.0 hours and 3.8 ± 2.5 visits per week.  

In addition, among caregivers who received help, obtaining help for a 

specific task was associated with a reduction of the time spent on that task. 

This was true for the household chores: 74% of caregivers who provided 

home help reported that they had reduced the time spent on this task by 

obtaining specific household help, while the decrease in time spent on 

household chores was only 22% of those who had not received specific help. 

It was also significant pressing assistance (55.6% vs 29.1%, p < 0.05), 

outings assistance (31.8% vs 8.7%, p < 0.05), shopping assistance (56.7% 



vs 10.1%, p < 0.05) and meal preparation assistance (36.4% vs 8%, p < 

0.05) (Fig.3)  

Figure 2 shows the different degrees of change observed for burden, 

perceived difficulties, self-rated health and fragility at follow-up. 

At follow-up, 53% of caregivers experienced fewer difficulties in caring for 

the old person. This improvement was proportional to the assistance given: 

it was noticeably important for those who have a nursing assistance  in 

addition to the PSS compared to those who have  only the PSS and those 

who have no  assistance at all (respectively 62.7% and 53.6% vs 39.1%, p 

< 0.05). 

The burden was reduced for 73% of the caregivers, whether or not they 

received the PSS. The analysis of the mini-Zarit items revealed that 

caregivers who received the PSS obtained better results for the item 

concerning the impact on their daily life (6.3 % vs. 11.8% for those without 

PSS, p < 0.05). 

At follow-up, less than one in five caregivers felt their health status was 

better than at inclusion. In addition, in the FiND questionnaire, 17% of them 

were less frail, but 12% appeared frailer. The improvement in frailty did not 

appear to be directly related to the implementation of the PSS, but seemed 

to be related to the type of caregiver. Indeed, caregiver spouses felt their 

level of frailty was more often improved (23% vs. 16% for "child caregivers" 

and 6% for "other caregivers", p<0.05). 



At follow up 15% of the old subjects, reported a better health status, while 

31% reported poorer health status. These changes in health status were 

not related to the implementation of PSS.  



5 Discussion 

To our knowledge, very few, if any, studies have been conducted on 

caregivers from a non-dependent old age population living at home without 

serious chronic disease. Most studies focus on caregivers in dependent 

populations.  

Our results show that the population of caregivers of non-dependent old 

people has a similar profile to those of caregivers of dependent old people 

(26) or with disabling illness (10,27–29). These are family members, 

usually women (wife or daughter) over the age of 60 on average, with a 

family and children (2,30).  

Caregivers of old persons who are deemed not to be dependent have a 

similar burden and impact on their health as caregivers of old persons who 

are dependent or with disabling illness (28,29,31). 

The PAP had been implemented for 83% of the old persons. It has met the 

needs and has been satisfactory in the vast majority of cases.   

The dyads who refused the PAP do not have any particular specificities, 

except that the caregiver claims to have more relational problems with the 

old person. Both grounds for refusal were due to the fact that the request 

for assistance was not really desired, and/or that the cost was too high.  

The results show that, at the follow-up, the burden level had improved for 

73% of caregivers, whether or not they benefited from the PAP.  

Burden reduction includes a psychological component related to the 

difficulties experienced and an emotional component related to the 

relationship with the old person and finally a physical component related to 



the type and number of tasks performed (30). The fact that the burden is 

improving for all caregivers suggests that the needs identification process 

that took place before the implementation of the FAP affected the 

psychological and emotional component of the burden. This may have 

provided support to caregivers, bringing a listening and attention that 

ignored their difficulty and broke their sense of loneliness about the help 

provided. It also allowed them to look at the possibility of obtaining future 

support if necessary (32). 

The perception of the health and fragility of informal caregivers who saw 

their level of health improve to a lesser extent (17.7% improved their 

perceived health status and 16.9% improved their level of fragility), 

regardless of whether or not they obtained the PAP. Improving the state of 

fragility and health may take longer and would probably require longer-term 

follow-up (33). 

The fact that the burden, perceived health and frailty have improved 

independently of the implementation of the PAP, shows that the impact of 

the approach is very positive overall, as shown in the bibliography (34). 

Obtaining the PAP has, of course, reduced the amount of time the caregiver 

spends performing the tasks. The results show that obtaining specific help 

reduces not only the time spent on the targeted task but also the time spent 

on other tasks. This is particularly true for caregivers who were ironing or 

cleaning before obtaining the PAP and many (30% and 20% respectively) 

reported reducing the time spent on this task, even if the assistance 

provided by the PAP is not specific to the task. It is likely that the 



professionals involved will do more than the targeted service and that the 

old person will have been able to refocus on fewer tasks but more 

effectively, which will indirectly relieve the caregiver. This could also explain 

the improvement in the difficulties experienced by the caregiver, which was 

correlated with the implementation of the PAP and affected 56% of 

caregivers with the PAP compared to 39% of those without it (p < 0.05). 

On the contrary, the number of hours and weekly visits to the elderly person 

has not changed since obtaining the HPP. These data relate exclusively to 

caregivers who do not live with the old person and may therefore have been 

underestimated. It can be assumed that either needs were minimized or 

the time spent was in favour of quality: less time spent on tasks and more 

time to enjoy the relationship with the old person. 

The financial contribution requested from the old person could be related to 

a limit of our study, which is the precariousness of our population: the rate 

of caregivers close to the poverty line is much higher than that of the 

general population of the PACA region (17% in PACA against 49.9% for our 

study (34)), i.e. the source population. Some caregivers may have 

underestimated their incomes because they feared that CARSAT would 

refuse the social support requested or that the contribution requested would 

be too high. The second limitation is that it includes only one 6-month 

follow-up, which does not allow us to take into account the variability of 

perceived health and burden over longer periods of time with multiple 

follow-up. A greater improvement in health and frailty could have been 

observed with longer follow-up. The third limitation is that the measures of 



perceived health were self-reported and based on their subjective 

judgment. Finally, the fourth limitation is the selection bias due to the fact 

that the majority of former subjects were fragile although considered 

autonomous and requiring social support (only 5% of elderly people 

described as robust). As a result, our results do not reflect the entire old 

population. 

One of the strengths of the study is its originality with respect to the target 

population, which consists of autonomous old persons living at home and 

without serious chronic diseases. Original was also the choice to analyze the 

impact of exclusively social support assistance, while most of the time, the 

studies focused on psychological or medical care to better support care 

recipients. The size of the sample and its representativeness of the French 

population are also a strong point of the study. 

These results seem to underline the importance of supporting caregivers, 

who seem relieved by dedicated interviews.  

There are many organizations founded and managed by caregivers for the 

purpose of exchange and support between pairs (35). Unfortunately, they 

are not always accessible, first because caregivers are not always aware of 

their role and they are focused on the needs of their loved one, forgetting 

their own needs and difficulties. In addition, these organizations are often 

very specific to a disease and the limitations and difficulties associated with 

it.  

The main task is to identify caregivers in order to advise them and guide 

them to dedicated organizations and associations.  



It would be necessary to offer a consultation, perhaps in the form of an 

interview that is specific to them as it is done in the context of dependent 

old persons (ref support helping Alzheimer, Reach). To date, the types of 

consultations are essentially medicalized or psychological. Action should be 

taken before physical and/or psychological disorders appear, by listening to 

their needs, proposing reference points (an organization, an association, a 

number to call) and the possibility of regular follow-up for the caregiver in 

parallel with that for the old person. 

  



6 Conclusion 
A study was conducted on caregivers of persons aged 70 and over, who 

were not dependent and who requested assistance from CARSAT Southeast. 

Our results show that the caregiver population of non-dependent older 

persons is quite similar to that of caregivers of dependent older persons or 

those with serious illnesses in terms of socio-demographic characteristics 

but also in terms of burden level, perceived health status and risk of frailty. 

On the other hand, within this population of caregivers there are significant 

differences in terms of the content of the assistance provided, the health 

concerns of caregivers and the difficulties experienced in helping their old 

person.  

The evaluation of the implementation of a social assistance plan to improve 

home support for the older person shows that home intervention by a social 

worker, whether or not the assistance plan is successful, improves the 

burden on caregivers, but does not change the caregiver's investment in 

the older person in a quantitative way.  

The identification of the caregiver by health professionals and/or social 

workers is essential in order to be able to offer him/her a care adapted to 

his/her needs and expectations and not only through the needs of the 

person being cared for. The implementation of dedicated consultations 

could help him discover the limits of his role as a caregiver and evaluate 

the difficulties he encounters in fulfilling his role so that, if necessary, he 

can be guided to dedicated organizations and associations. 

  



7 References  
1.  Projections de population à l’horizon 2060 - Insee Première - 1320 

[Internet]. [cité 20 mai 2019]. Disponible sur: 
https://www.insee.fr/fr/statistiques/1281151 

2.  Evaluation of the home help service and its impact on the informal 
caregiver’s burden of dependent elders. - PubMed - NCBI [Internet]. 
[cité 21 mai 2019]. Disponible sur: 
https://www.ncbi.nlm.nih.gov/pubmed/17171750 

3.  Dukhovnov D, Zagheni E. Who takes care of whom in the U.S.? 
Evidence from matrices of time transfers by age and sex. Popul Dev 
Rev. juin 2015;41(2):183‑206.  

4.  Davin B, Paraponaris A, Verger P. Demographic and socioeconomic 
factors associated with needs for home assistance among community-
dwelling elderly: a study from the French Home Survey Handicaps-
Disabilities-Dependence. Rev Epidemiol Sante Publique. nov 
2005;53(5):509‑24.  

5.  er718-drees-fev2010.pdf [Internet]. [cité 3 janv 2018]. Disponible sur: 
https://www.aidants.fr/sites/default/files/public/Pages/er718-drees-
fev2010.pdf 

6.  Étude de la politique de l’aide aux aidants et évaluation des dispositifs 
d’aide aux aidants subventionnés par la CNSA au titre des sections IV 
et V de son budget. :128.  

7.  FAMILY CAREGIVERS: caring for older adults, working with their 
families. - PubMed - NCBI [Internet]. [cité 21 mai 2019]. Disponible 
sur: https://www.ncbi.nlm.nih.gov/pubmed/16905931 

8.  Bonin-Guillaume S, Durand A-C, Yahi F, Curiel-Berruyer M, Lacroix O, 
Cretel E, et al. Predictive factors for early unplanned rehospitalization 
of older adults after an ED visit: role of the caregiver burden. Aging Clin 
Exp Res. déc 2015;27(6):883‑91.  

9.  Factors associated with health-related quality of life among Chinese 
caregivers of the older adults living in the community: a cross-sectional 
study. - PubMed - NCBI [Internet]. [cité 21 mai 2019]. Disponible sur: 
https://www.ncbi.nlm.nih.gov/pubmed/23186128 

10.  Basu R, Hochhalter AK, Stevens AB. The Impact of the REACH II 
Intervention on Caregivers’ Perceived Health. J Appl Gerontol. août 
2015;34(5):590‑608.  

11.  Predictors of beginning and ending caregiving during a 3-year period in 
a biracial community population of older adults. - PubMed - NCBI 



[Internet]. [cité 21 mai 2019]. Disponible sur: 
https://www.ncbi.nlm.nih.gov/pubmed/15451753 

12.  Factors that allow elderly individuals to stay at home with their families 
using the Japanese long-term care insurance system. - PubMed - NCBI 
[Internet]. [cité 21 mai 2019]. Disponible sur: 
https://www.ncbi.nlm.nih.gov/pubmed/23216629 

13.  Davin B, Paraponaris A, Verger P. L’aide formelle et informelle reçue 
par les personnes âgées à domicile. Rev DÉpidémiologie Santé 
Publique. 1 oct 2008;56(6, Supplement):S357‑8.  

14.  Schulz R, Beach SR. Caregiving as a risk factor for mortality: the 
Caregiver Health Effects Study. JAMA. 15 déc 1999;282(23):2215‑9.  

15.  Hopps M, Iadeluca L, McDonald M, Makinson GT. The burden of family 
caregiving in the United States: work productivity, health care resource 
utilization, and mental health among employed adults. J Multidiscip 
Healthc. 6 déc 2017;10:437‑44.  

16.  A Decade of Informal Caregiving [Internet]. Health Policy Institute. [cité 
15 mars 2019]. Disponible sur: 
https://hpi.georgetown.edu/caregiver1/ 

17.  Qui sommes-nous ? [Internet]. Carsat Sud-Est. [cité 15 mars 2019]. 
Disponible sur: https://www.carsat-sudest.fr/nous-connaitre/la-
carsat-sud-est/qui-sommes-nous.html 

18.  Aguilova L, Sauzéon H, Balland É, Consel C, N’Kaoua B. [AGGIR scale: 
a contribution to specifying the needs of disabled elders]. Rev Neurol 
(Paris). mars 2014;170(3):216‑21.  

19.  registre-simplifie-traitement.pdf [Internet]. [cité 15 mars 2019]. 
Disponible sur: https://www.lassuranceretraite.fr/portail-
info/files/live/sites/pub-bootstrap/files/pdf/actes-cnil/registre-
simplifie-traitement.pdf 

20.  Revenu disponible correspondant au seuil de pauvreté selon le type de 
ménage en 2015 | Insee [Internet]. INSEE. [cité 14 mai 2018]. 
Disponible sur: https://www.insee.fr/fr/statistiques/2412229 

21.  Higginson IJ, Gao W, Jackson D, Murray J, Harding R. Short-form Zarit 
Caregiver Burden Interviews were valid in advanced conditions. J Clin 
Epidemiol. mai 2010;63(5):535‑42.  

22.  Zarit SH, Reever KE, Bach-Peterson J. Relatives of the impaired elderly: 
correlates of feelings of burden. The Gerontologist. déc 1980;20(6):649
‑55.  



23.  Cesari M, Demougeot L, Boccalon H, Guyonnet S, Abellan Van Kan G, 
Vellas B, et al. A self-reported screening tool for detecting community-
dwelling older persons with frailty syndrome in the absence of mobility 
disability: the FiND questionnaire. PloS One. 2014;9(7):e101745.  

24.  L’état de santé de la population en France - RAPPORT 2017 - Ministère 
des Solidarités et de la Santé [Internet]. [cité 15 mars 2019]. 
Disponible sur: https://drees.solidarites-sante.gouv.fr/etudes-et-
statistiques/publications/recueils-ouvrages-et-rapports/recueils-
annuels/l-etat-de-sante-de-la-population/article/l-etat-de-sante-de-la-
population-en-france-rapport-2017 

25.  Vernerey D, Anota A, Vandel P, Paget-Bailly S, Dion M, Bailly V, et al. 
Development and validation of the FRAGIRE tool for assessment an 
older person’s risk for frailty. BMC Geriatr. 17 2016;16(1):187.  

26.  Guillemin P, Gauthier AM, Bret G, Gonthier R, Coderpa-Loire. 
Caractéristiques des aidants ayant à charge un proche en perte 
d’indépendance sévère à domicile : enquête départementale auprès de 
971 aidants. Rev Geriatr. oct 2014;8 vol 39:497‑508.  

27.  Basu R, Hochhalter A, Stevens A. PS1-02: Differential Impact of 
Caregiving Satisfaction and Stress on Changes in Caregivers Self-
Reported Health Status: Findings from REACH-II Intervention. Clin Med 
Res. 1 nov 2011;9(3‑4):176‑176.  

28.  Enhancing caregiver health: findings from the resources for enhancing 
Alzheimer’s caregiver health II intervention. - PubMed - NCBI 
[Internet]. [cité 21 mai 2019]. Disponible sur: 
https://www.ncbi.nlm.nih.gov/pubmed/20122038 

29.  Belle SH, Burgio L, Burns R, Coon D, Czaja SJ, Gallagher-Thompson D, 
et al. Enhancing the Quality of Life of Dementia Caregivers from 
Different Ethnic or Racial Groups. Ann Intern Med. 21 nov 
2006;145(10):727‑38.  

30.  The informal caregiver’s burden of dependent people: theory and 
empirical review. - PubMed - NCBI [Internet]. [cité 21 mai 2019]. 
Disponible sur: https://www.ncbi.nlm.nih.gov/pubmed/18597866 

31.  Brodaty H, Green A, Koschera A. Meta-analysis of psychosocial 
interventions for caregivers of people with dementia. J Am Geriatr Soc. 
mai 2003;51(5):657‑64.  

32.  Ahn S, Hochhalter AK, Moudouni DKM, Smith ML, Ory MG. Self-reported 
physical and mental health of older adults: The roles of caregiving and 
resources. Maturitas. janv 2012;71(1):62‑9.  



33.  Musich S, Wang SS, Kraemer S, Hawkins K, Wicker E. Caregivers for 
older adults: Prevalence, characteristics, and health care utilization and 
expenditures. Geriatr Nur (Lond). janv 2017;38(1):9‑16.  

34.  Dam AEH, de Vugt ME, Klinkenberg IPM, Verhey FRJ, van Boxtel MPJ. 
A systematic review of social support interventions for caregivers of 
people with dementia: Are they doing what they promise? Maturitas. 
mars 2016;85:117‑30.  

35.  exe_cnsa_guide_methodologique_db.pdf [Internet]. Disponible sur: 
https://www.cnsa.fr/documentation/exe_cnsa_guide_methodologique
_db.pdf 

 

  



Figure 1_Flow-chart. 

 

 

 

 



Tableau 2_ Characteristics of dyads with or without PSS. 

  
Total 

N = 686 

PSS 

n = 569 

No PSS 

n = 117 
p 

Caregiver characteristics 

Age, mean ± SD 62.7 ± 13.6 62.9 ± 13.3 61.5 ± 14.7 .310 

Female % (n) 66 (453) 67 (381) 61.5 (72) .259 

Single % (n) 21.9 (149) 20,8 (117) 27,4 (32) .118 

Working % (n)  39.8 (273) 401 (228) 3805 (45) .746 

High school education % (n) 48.4 (326) 49.4 (276) 43.9 (50) .283 

Low income % (n) 48.2 (299) 49.5 (293) 42.2 (46) .166 

Relationship Caregiver – Old Person 

spouse caregivers % (n) 27.4 (188) 27.6 (157) 26.5 (31) 

.906 child caregivers % (n) 61.5 (422) 61.2 (348) 63.2 (74) 

other caregivers % (n) 11.1 (76) 11.2 (64) 10.3 (12) 

Caregivers limited in the assistance provided to T0 by 

His own health status % (n) 45.1 (301) 45.7 (253) 42.5 (48) .535 

His family obligations % (n) 30.8 (205) 31.6 (175) 26.5 (30) .285 

Lack of material/financial resources 

% (n) 
19 (127) 18.1 (100) 23.9 (27) .149 

Lack of specialized 

institutions/services % (n) 
7.8 (52) 7 (39) 11.5 (13) .107 

Lack of dialogue with professionals 

% (n) 
6.4 (43) 5.6 (31) 10.6 (12) .048 

Lack of time % (n) 45 (300) 44.8 (248) 46 (52) .807 

Lack of expertise % (n) 15.2 (101) 14.1 (78) 20.4 (23) .091 



Lack of information about the 

disease % (n) 
4.1 (27) 3.6 (20) 6.2 (7) .207 

Caregivers for whom the assistance provided has had an impact on 

Family Life % (n) 27.3 (186) 26.5 (150) 31 (36) .323 

The day's outings % (n) 47.7 (324) 47.4 (267) 49.1 (57) .737 

Leaving for a few days % (n) 48.1 (327) 49 (276) 43.6 (51) .284 

Having a difficult relationship with 

the elderly person % (n) 
17,4 (118) 15.9 (90) 24.6 (28) .026 

At follow-up  

Reducing the number of visits per 

week % (n) 
51,7 (31) 42,9 (18) 72,2 (13) ,037 

Reducing the number of hours per 

week  % (n) 
55,9 (38) 57,9 (33) 45,5 (5) ,447 

Having fewer difficulties  % (n) 53 (350) 55,7 (307) 39,1 (43) ,001 

Burden improvement % (n) 73,3 (439) 73.5 (371) 72.3 (68) ,821 

Self-rated health improvement 17.7 (118) 17.1 (95) 20.4 (23) .411 

Frailty improvement 16,9 (108) 16,4 (88) 19,4 (20) 0,462 

Characteristics of the old persons 

Age, mean ± SD 82.3 ± 5.9 82.3 ± 5.8 81.6 ± 6.3 .196 

Female % (n) 77.7 (533) 77.5 (441) 78.6 (92) .790 

Living alone % (n) 52.9 (363) 52.5 (299) 54.7 (64) .895 

GIR 5 % (n) 47.9 (327) 47.3 (268) 50.4 (59) .544 

High risk of fragility on the FRAGIRE 

grid % (n): 
48.2 (315) 47.8 (257) 50 (58) .663 

 

 

 



Tableau 3_ Characteristics of the PSS 

PSS received % (n)   

Household chores 96.3 (545) 

Shopping assistance 17.3 (98) 

Pressing assistance 16.1 (91) 

Outing  assistance 6.7 (38) 

Meal preparation 6.2 (35) 

Grooming assistance 2.3 (13) 

Meal assistance 1.9 (11) 

Management 1.9 (11) 

Dressing assistance 0.9 (5) 

Securing the house 0.9 (5) 

Remote assistance 0.5 (3) 

Artistic activities 0.5 (3) 

Physical activities 0.2 (1) 

Dyades  totally satisfied with the PSS % (n) 61.5 (340) 

If not satisfied, why not? % (n) 

Need more time 70.5 (67) 

Need for other assistance 20 (19) 

too expensive 2.1 (2) 

other reasons 7.4 (7) 

Very good quality of PSS% (n) 64 (355) 

other professional care support % (n) 26.9 (147) 

 Health professionals (nurse, physiotherapist,...) % (n) 88.4 (130) 

Having experienced a problem with the performance of the service 

% (n) 
8.9 (48) 

Changes in work hours, delays, absences,... % (n) 62.2 (28) 

Quality of service, frequent change of service provider,... 

% (n) 
22.2 (10) 

Other (delay, don't know,...) % (n) 15.6 (7) 

Rapid resolution of the problem  % (n) 47.2 (17) 

 



Figure 2_ Impact of the HCP on burden, hardship, self-rated health and fragility 
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Figure 3_ Impact of the PSS on the time spent on tasks. 
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8 Annexes 

Annexe 1 _ Questionnaire (partie Personne Agée) 

 



 

 

 

 



Annexe 2 _ Questionnaire (partie Aidant) 

 



 













 

 

 



Annexe 3 _ Questionnaire T6 

 



 

 















 

 



Serment d’Hippocrate  

Au moment d’être admis(e) à exercer la médecine, je promets et je jure d’être 

fidèle aux lois de l’honneur et de la probité. Mon premier souci sera de rétablir, de 

préserver ou de promouvoir la santé dans tous ses éléments, physiques et 

mentaux, individuels et sociaux. Je respecterai toutes les personnes, leur 

autonomie et leur volonté, sans aucune discrimination selon leur état ou leurs 

convictions. J’interviendrai pour les protéger si elles sont affaiblies, vulnérables ou 

menacées dans leur intégrité ou leur dignité. Même sous la contrainte, je ne ferai 

pas usage de mes connaissances contre les lois de l’humanité. J’informerai les 

patients des décisions envisagées, de leurs raisons et de leurs conséquences. Je 

ne tromperai jamais leur confiance et n’exploiterai pas le pouvoir hérité des 

circonstances pour forcer les consciences. Je donnerai mes soins à l’indigent et à 

quiconque me les demandera. Je ne me laisserai pas influencer par la soif du gain 

ou la recherche de la gloire. Admis(e) dans l’intimité des personnes, je tairai les 

secrets qui me seront confiés. Reçu(e) à l’intérieur des maisons, je respecterai les 

secrets des foyers et ma conduite ne servira pas à corrompre les moeurs. Je ferai 

tout pour soulager les souffrances. Je ne prolongerai pas abusivement les agonies. 

Je ne provoquerai jamais la mort délibérément. Je préserverai l’indépendance 

nécessaire à l’accomplissement de ma mission. Je n’entreprendrai rien qui dépasse 

mes compétences. Je les entretiendrai et les perfectionnerai pour assurer au mieux 

les services qui me seront demandés. J’apporterai mon aide à mes confrères ainsi 

qu’à leurs familles dans l’adversité. Que les hommes et mes confrères m’accordent 

leur estime si je suis fidèle à mes promesses ; que je sois déshonoré(e) et 

méprisé(e) si j’y manque. 

 


