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Table S1
Psychoeducation-a: Educational Programs with Probable Psychological Components (26 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Kurz et al. (2010) / Austria, Switzerland, Germany
	• 1-session individual counseling (n = 136)

	• Brief educational program (n = 156) over 15 months
• 7 biweekly group sessions (size of 8) on dealing with CR problems in different AD stages (90 min each) 
• 6 bimonthly refresher meetings targeting at individual needs

	At postintervention, experimental group showed:
• Improved HR-QoL (emotional component) 
• No difference in depression, HR-QoL (social component), or time spent on caregiving

	Chen et al. (2015) / 
Taiwan
	• Usual clinical care (n = 22)
	• Coping strategies intervention (n = 24)
• 6 biweekly sessions
• Information on AD, support resources, and techniques to manage disruptive behaviors
	At postintervention, experimental group showed:
• Less burden
• Improvements in problem-focused and support-seeking coping strategies.


	Pahlavanzadeh et al. (2010) / Iran
	• Nil treatment (n = 25)
	• Family education program (n = 25)
• 5 weekly group sessions (90 min each)
• Information on AD, communication skills, and techniques to take care of CR

	At postintervention, experimental group showed:
• Less burden
• No difference at 1-month follow-up


	Lök et al. (2017) / Turkey
	• Nil treatment (n = 20)
	• “First You Should Get Stronger” (n = 20)
• 7 weekly home visits (45 min each)
• Information on dementia, communication skills, CR difficulties, social support, and maintaining health of CG

	At postintervention, experimental group showed:
• Less burden
• Improved lifestyle (e.g., better stress management, more physical activities)

	Nuñez-Naveira et al. (2016) / Denmark, Poland, Spain

	• Usual lifestyle (n = 31)
	• The internet-based UnderstAID Application (n = 30)
• 5 modules of 15 topics on the care of CR and CG self-care
• Phone calls on a weekly or monthly basis over 3 months to evaluate CG’s performance

	At postintervention, experimental group showed:
• Reduced depression
• No differences in perceived competence and caregiving satisfaction 

	Tremont et al. (2015) / USA
	• Telephone support (n = 117)
• Targeted on nonspecific therapeutic factors
	• Family Intervention Telephone Tracking-Caregiver (n = 133)
• 16 telephone contacts (15-60 min each) over 6 months
• Information on AD; emotional support; resources; physical, emotional and social needs; and problem-coping skills
	At postintervention, experimental group showed:
• Reduced depression and behavioral bother 
• Increased positive aspects of caregiving
• No differences in burden, self-efficacy, family functioning, and HR-QoL


	van Mierlo et al. (2012) / The Netherlands
	• Psychogeriatric day care for CR 2-3 days a week (n = 8)
• Meeting for CGs twice a year 

	• Telecoaching (experimental group 1; n = 21)
• Telecoaching + Day care for CR (experimental group 2; n = 25)
• 10 telephone calls (30 min each) every 2-3 weeks for 20 weeks
• Telephone coaches (professional CGs working in healthcare settings) provided emotional, social, and practical support

	At postintervention, experimental group 2 showed:
• Fewer mental health complaints (compared with control)
• Greater perceived competence (compared with experimental group 1)

• No effect observed for experimental group 1

	Tremont et al. (2008) / USA
	• Standard care (n = 17)
	• Family Intervention Telephone Tracking-Dementia (n = 16)
• Stage 1: an initial call (orientation and psychoeducation, 60 min)
• Stage 2: 6 weekly calls, 12 biweekly calls, and 4 monthly calls (15-30 min each): supportive approaches and coping strategy trainings applied based on the assessment of the CR and CG

	At postintervention, experimental group showed:
• Less burden and behavioral bother
• No difference in depression

	Gavrilova et al. (2009) / Russia
	• Medical care as usual (n = 28)
	• The 10/66 Caregiver Intervention (n = 25)
• Delivered in home setting
• 5 weekly sessions (30 min each)
• 3 modules: Assessments of CR functional impairments and CG knowledge of dementia and care arrangements (1 session); Basic education (2 sessions); and Managing problem behaviors (2 sessions)

	At 6-month follow-up, experimental group showed:
• Less burden
• No difference in behavioral bother, mental health, or QoL

	Guerra et al. 2011 / Peru
	• Waitlist control (n = 29)
	• The 10/66 Caregiver Intervention (n = 29)
• Delivered in home setting
• 5 weekly sessions (30 min each)
• For details, see Gavrilova et al. (2009) above

	At 6-month follow-up, experimental group showed:
• Decreased strain/burden
• No difference in behavioral bother, mental health, or QoL

	Chu et al. (2011) / Taiwan
	• Usual care (n = 30)
	• Psychoeducational and support intervention (n = 30)
• 12 weeks
• Focusing on CGs’ feelings and their needs to take care of themselves, CR behavior problems, community resources, and communication skills

	At postintervention and 1-month follow-up, experimental group showed:
• Decreased depression
• No difference in burden

	Klodnicka Kouri et al. (2011) / 
Canada
	• Information flier on communication and memory (n = 25)
	• Psychoeducational intervention program (n = 25)
• 5 weekly individualized sessions (90-120 min each)
• Based on CR’s cognitive deficits, strategies were developed for improving communication, care of activities of daily living, and management of behavior problems
	At postintervention and 6-week follow-up, experimental group showed:
• Improved knowledge, communication skills, and self-efficacy
• Reduced behavioral bother


	Sepe-Monti et al. (2016) / Italy
	• 2 Group sessions (2 hr each) on medical information about AD (n = 84)

	• The Savvy Caregiver Program (n = 80)
• 6 weekly sessions (2 hr each)
• Information about AD, self-care, management of CR behaviors, decision-making, and strengthening family support
• Training on problem-solving, managing CR disruptive behavior, coping with negative emotions, and strategies for enhancing QoL of self and CR

	At postintervention, experimental group showed:
• No difference in any outcome
At 4-month follow-up, experimental group showed:
• More use of positive attitude to cope 
• No difference in burden, behavioral bother, HR-QoL (physical or mental component), anxiety, or depression


	Perren et al. (2006) / Switzerland
	• Instruction for memory training (n = 63)
• A booklet and training of CR once a week at home

	• Psychoeducational group intervention (n = 65)
• 8 weekly sessions
• Knowledge about AD, improving self-care, enhancing relationship with CR, seeking social support and formal help
	At postintervention, 1- and 2-year follow-up, experimental group showed:
• Stable subjective well-being while control group showed decreases

	de Rotrou et al. (2011) / 
France
	• Waitlist control (n = 69)
	• Psychoeducational program (n = 72)
• 12 weekly group sessions over 3 months
• Information on problem-solving and emotion-centered coping, managing CR behavior, communication, crisis management, and community resources
• Emphasizing stimulating CR to maintain daily function
	At postintervention, experimental group showed
• Improved disease understanding
At 6-month follow-up, experimental group showed:
• Improved disease understanding and coping ability 
• While depression increased in control group, it was stable in experimental group
• No differences in sense of competence and burden


	Judge et al. (2013) / USA
	• Information on AD symptoms, signs, treatments, home care, and community care support (n = 59)

	• Acquiring New Skills While Enhancing Remaining Strengths (n = 59)
• 6 sessions (90 min each)
• Information on dementia, communication skills, managing memory, staying active, cognitive task analysis, recognizing emotions and behaviors, and community resources

	At ~15 weeks from baseline, experimental group showed:
• Improved mastery
• Reduced emotional health strain, role captivity, dyadic relationship strain, depression, and anxiety
• No differences in physical health strain, self-efficacy, QoL, and self-esteem


	Kwok et al. (2013) / Hong Kong
	• DVD-based education on dementia caregiving (n = 20)
	• DVD + Phone-based Psychoeducation (n = 18)
• 12 weekly sessions (30 min each)
• Covering problem identification, support seeking, communication skills, cognitive training, social activities planning, understanding AD, managing AD symptoms, environmental design and future planning
	At postintervention, experimental group showed:
• Reduced burden in treatment group while increased burden in control
• Increased self-efficacy in obtaining respite 
• No differences in self-efficacy in responding to disturbing behaviors and controlling upsetting thoughts


	Finkel et al. (2007) / USA
	• Information-only control (n = 19)
• Basic educational materials and 2 phone calls (<15 min each) at the 3rd and 5th month
	• Technology-based intervention E-Care (n = 17)
• 2 in-home sessions and 12 sessions (8 individual, 6 group) via the Computer-Telephone Integration System (CTIS) over 6 months
• Information on the disease, safety enhancing resources, communication skills, self-care, social support, and BPSD management

	At postintervention, experimental group showed:
• Those with higher baseline depression and perceived support showed greater improvements in reducing depression and maintaining social support
• Improved confidence in caregiving
• Better ability to provide care
• No differences in self-care, burden, and behavioral bother


	Cristancho-Lacroix et al. (2015) / France
	• Usual care (n = 24)
	• Diapason, a web-based psychoeducational program (n = 25), was delivered with a password-protected, automated website, for individual, home-based use
• 12 thematic weekly sessions (15-30 min each)
• Unlimited access to different website sections (e.g., relaxation training, forum)
• Focusing on CG’s illness beliefs, role, skills to manage daily difficulties, perceived support and help-seeking behaviors

	At postintervention, experimental group showed:
• Improved knowledge about AD
• No differences in perceived stress, burden, depression, social isolation, emotions and energy, self-efficacy, and behavioral bother

	Kurz et al. (2012) / Germany
	• Control group with site-specific standard medical management (n = 101)


	• Intervention group (n = 100)
• 12 weekly individual sessions (1 hr each)
• Focusing on external memory aid, establishing behavioral routines to reduce demands on memory, stimulating patients to reminisce and planning daily schedule and activities

	At postintervention, experimental group showed:
• Higher burden
• Lower depression (women only) 
At 6-month follow-up:
• Lower depression (women only)
• No differences in burden and QoL


	Ducharme et al. (2012) / Canada
	• Usual care (n = 36)
	• Psychoeducational intervention program (n = 61)
• 7 weekly individual sessions (90 min each)
• Covering coping strategies, communication skills, use of CG strengths and experiences, support availability, and future planning
	At postintervention and 6-month follow-up, experimental group showed:
• Improved self-efficacy in caregiving role, knowledge about available services, planning for CR
• More use of reframing
• Less psychological distress
• Improved preparedness and caregiver confidence (only at postintervention). 
• No differences in stress-management, use of informal support, problem-solving skills, and family conflicts  


	Foss et al. (2007) / Brazil
	• Nil treatment (n = 13)
	• Group for Dementia Caregivers (n = 19) focusing on i) information on dementia symptoms and orientation, ii) guidance on promoting patient’s health, and iii) counseling and guidance on family support and community resources
• Monthly seminars on self-care and caregiving

	At postintervention, experimental group showed:
• Better QoL in physical, social relations and environment domains
• Higher trait anxiety
• No differences in role overload and state anxiety

	Duggleby et al. (2018) / 
Canada
	• Usual educational control (n = 98)
	• My Tools 4 Care (n = 101)
• Password protected access to this interactive, self-administered, web-based tool for 3 months.
• 6 main sections covering expected life changes as a caregiver, community resources, and other themes

	At postintervention, experimental group showed:
• Higher positive readiness and expectancy
• No difference in self-efficacy, HR-QoL (physical or mental component), or hope in general

	Heydari et al. (2017) / Iran
	• Three educational sessions on AD (n = 36)

	• Problem-oriented coping strategies training (n = 36)
• 8 weekly face-to-face sessions (45 min each)
• Focusing on coping strategies building (i.e., problem-solving, anger and stress management, coping with negative affect and cognitive deterioration, relationship-maintenance strategies)

	At postintervention, experimental group showed:
• Better HR-QoL in general


	Pankong et al. (2018) / Thailand
	• Usual care (n = 36)
• Health education from nurses and other professionals at hospital or at home
	• Program for Enhancing the Positive Aspects of Caregiving (n = 36)
• 6 weekly 2-hr group sessions plus 1 individual session
• Group sessions provided knowledge about AD and training on finding positive aspects of caregiving, mindfulness practice, and goal setting, etc.

	At postintervention and 4- and 12-week follow-up, experimental group showed:
• Increased positive aspects of caregiving
• Higher subjective well-being (only at 12-week follow-up)

	Steffen et al. (2016) / USA
	• TAU (n = 38, all female) with basic education and telephone support
	• Behavioral coaching intervention (n = 28, all female)
• 10 weekly calls (30-50 min each), and 2 biweekly calls (average 40 min each) over 14 weeks
• Videos and workbook provided instructions on managing CR behavioral problems, relaxation techniques and increasing self-efficacy
	At postintervention and 6-month follow-up, experimental group showed:
• Less depression, behavioral bother, negative affect, and anxiety
• Increased self-efficacy in obtaining respite and managing behavioral disturbances


Note. AD = Alzheimer’s disease; CG = caregiver; CR = care-recipient; HR = health-related; QoL = Quality of life; TAU = treatment as usual.


Table S2
Psychoeducation-b: Educational Programs with Psychotherapeutic Components (25 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Villareal-Reyna et al. (2012) / Mexico
	• Discussions on home safety and accident prevention (n = 13)
	3 intervention groups (8 weekly sessions each):
• Cognitive Conduct (CC; n = 10; 90 min/session): cognitive–behavioral mood management skills to reduce negative affect and increase positive mood
• The Laughter Intervention (L; n = 11; 30 min/session): increasing the ability to use humor
• Cognitive Conduct + Laughter (CCL; n = 12; 120 min/session): including both interventions mentioned above

	At postintervention and 4-week follow-up, compared with control:
• CCL and CC showed more positive attitude toward providing care
• All three intervention groups showed lower anxiety


	Gonzalez et al. (2014) / USA
	• Standard care (n = 52)
• Information on community resources, AD, and new scientific findings
	• Resourcefulness training (n = 50)
• 6 weekly group sessions (2 hr each) training CGs in the use of cognitive-behavioral skills for identifying problems, coping, setting priorities, making decisions, solving problems, and cognitive reframing
• Implemented the FOCUS (focus, optimism, creativity, understanding and solution) components

	At postintervention, experimental group showed:
• Better resourcefulness and higher anxiety 
At 12-week follow-up:
• Better resourcefulness and preparedness 
• No differences in depression, anxiety, role reward, role strain, and relationship with CR

	Kunik et al. (2017) / USA
	• Enhanced usual primary care including weekly phone calls (15 min each; n = 102)
	• Preventing Aggression in Veterans with Dementia (n = 101)
• 6-8 weekly home visits (45 min each) to reduce CR aggression
• 4 core sessions (Recognizing pain; Recognizing and responding to pain and distress; Enhancing communication; Making daily activities more pleasant and enjoyable)
• 2 of 4 elective sessions (Medical treatments and talking to your doctor, Rest and relaxation strategies, Communication problems and challenges, and Increasing pleasant activities)

	At postintervention, experimental group showed:
• Better relationship with CR
• No difference in depression, burden, or engagement in pleasant events

	Ulstein et al. (2007) / Norway
	• TAU (n = 84)
	• Communication and problem-solving training (n = 87)
• 3-hr educational program about dementia and treatments, and 6 group meetings (2 hr each) over 4.5 months focusing on communication techniques and problem-solving strategies

	At 12-month follow-up:
• No significant effect on caregiving burden

	Moniz-Cook et al. (2008) / UK
	• Usual practice by community mental health nurse (n = 59)
	• Psychosocial intervention support provided by a ‘trained’ community mental health nurse with supervision provided by clinical psychologist and senior nurse (n = 54)
• 4 consecutive weekly home visits
• 3 components: problem-solving approaches, stress–coping interventions, and functional behavior analysis

	Experimental group showed:
• Increased anxiety (only at 5-month follow-up, disappeared in 11- and17- month follow-ups)
• Reduced CG management difficulties and depression (only in 11- and 17-month follow-ups)

	Ducharme et al. (2011) / Canada
	• Usual care (n = 49)
	• Psychoeducational program (n = 62)
• 7 weekly individual sessions (90 min each)
• Helping CGs make the role transition following recent dementia diagnosis of relative
• Challenging unrealistic beliefs about dementia and developing self-efficacy, underpinned by theories of behavioral change and coping and techniques such as cognitive reframing, problem-solving, and positive communication
• Encouraged seeking informal and formal support

	At postintervention and 3-month follow-up, experimental group showed:
• Improved confidence, preparedness, self-efficacy in providing care, planning for CR’s future care needs, knowledge of formal services, and use of problem-solving and reframing
• No differences in the use of stress-management strategies, family conflicts, or perceived support from informal network

	Gant et al. (2007) / USA
	• Education condition (n = 15, all male)
• 7 biweekly phone calls
• An educational booklet on dementia care

	• 10 video sessions to improve CG mood through increasing pleasant events for self and CR, and learning relaxation and behavioral management techniques (n = 17, all male)
• Workbook and 12 weekly calls (to consolidate the information in the videos and for follow-up)
	At postintervention:
• Both groups improved in all outcomes (burden, self-efficacy, and positive and negative emotions) and no group difference was found

	Gonyea et al. (2006) / USA
	• 5 weekly group sessions (90 min each) of psycho-education (n = 40)
• Focused on aging and AD, home safety, communication skills, and support 

	• Behavioral intervention group (n = 40)
• 5 weekly group sessions (90 min each)
• Focusing on goal setting, increasing pleasant events, communication skills, managing difficult behaviors, and making future plans
	At postintervention, experimental group showed:
• Less behavioral bother
• No difference in burden

	Cheng et al. (2014) / Hong Kong
	• Psychoeducation (n = 12)
	• Benefit-finding intervention (n = 13)
• 8 weekly group sessions (2 hr each)
• Psychoeducation + positive reappraisal aiming to help CG construe the demands of caregiving positively.

	At postintervention, experimental group showed:
• Less depression
• No differences in role overload and burden

	Gallagher-Thompson et al. (2008) / USA
	• Telephone support condition (n = 87)
• 7 phone calls (15-20 min every 2 weeks) over 4 months
• Provided empathic support, information about caregiving, home safety, etc.

	• Coping with Caregiving program (n = 97)
• Group-based weekly sessions (2 hr each) over 4 months
• Teaching CBT skills including behavior analysis and management, problem-solving, changing unhelpful thoughts, assertive communication, pleasant events scheduling for self and CR, and relaxation
• Education about dementia and community resources also provided
• Skills learning via role plays and homework

	At 2-month follow-up, experimental group showed:
• Less depression, behavioral bother, and perceived stress
• Increased utilization of CBT skills and perceived helpfulness of these skills

	Gallagher-Thompson et al. (2015) / USA
	• A text pamphlet about stress management (n = 55)
	• Fotonovela, a 16-page picture book constructed based on CBT principles
• Latino actors illustrating specific challenging scenes in order to illustrate behavior management strategies, coping skills, and help-seeking (n = 55)
• Emphasizing flexibility in CG roles and adjustment of cultural expectations of caregiving among Latinos
• 3 monthly phone calls and an optional group meeting to discuss and monitor use of the picture book and community resources
 
	At postintervention and 2-month follow-up, experimental group showed:
• Less depression
• No difference in behavioral bother

	Cheng et al. (2016) / Hong Kong
	• Standard psychoeducation (STD-PE; n = 42)
• Simplified psychoeducation (SIM-PE; n = 45)
• Both included 8 weekly sessions (2 hr each)
• SIM-PE had lectures only (no practical elements)

	• Benefit-finding intervention (BF; n = 42)
• 8 weekly group sessions (2 hr each)
• Psychoeducation (information on dementia, communication skills, stress management, etc) combined with training on alternative thinking to reappraise challenges as positive aspects of caregiving
• Use of group processes to facilitate change, including caregivers helping each other develop positive aspects of caregiving
	At postintervention, experimental group showed:
• Reduced depression and global burden compared with both control conditions
• Reduced role overload and increased psychological well-being compared with SIM-PE
• Increased self-efficacy in controlling upsetting thoughts and more benefit words (than both control groups)
• Treatment effects mostly mediated by self-efficacy in controlling upsetting thoughts

	Cheng et al. (2017) / Hong Kong
	• STD-PE; n = 30
• SIM-PE; n = 34
• For details, see Cheng et al., 2016 above
	• Benefit-finding intervention (n = 32)
• 4 home-based biweekly sessions (3 hr each)
• Psychoeducation (information on dementia, communication skills, stress management, etc) combined with training on alternative thinking to reappraise challenges as positive aspects of caregiving
	At postintervention, experimental group showed:
• Less depression (than both control groups)
• Less role overload (than STD-PE)
• Increased self-efficacy in controlling upsetting thoughts and more benefit words (than both control groups)
• No differences in global burden and psychological well-being
• Self-efficacy in controlling upsetting thoughts mediated intervention effects on reducing depression and role overload


	Barnes et al. (2018) / UK
	• 1-hr discussion on personal caregiving issues (n = 25)
	• The Talking Sense program (n = 27)
• 3 individual sessions (1 hr each) at caregiver’s home over 8 weeks to develop CG self-efficacy in communication using CBT techniques
	At postintervention, experimental group showed:
• CG feeling more valued by CR
• Fewer communication difficulties
• No differences in anxiety, depression, overall QoL, general self-efficacy, and self-efficacy in managing communication problems


	Gallagher-Thompson et al. (2007) / USA
	• Telephone support (n = 23, all female)
• 7 biweekly phone calls over 12 weeks
	• In-home behavioral management program (n = 22, all Chinese American women CGs) for 4 months
• Other family members included if available
• Six modules on learning new skills to cope with caregiving stress (i.e., introduction, behavior management, changing unhelpful thoughts, communication, end-of-life, and pleasant events scheduling)
• ≥1 session (90 min) for each module

	At postintervention, experimental group showed:
• Reduced behavioral bother and depression
• No difference in perceived stress

	Blom et al. 2015 / The Netherlands
	• Minimal intervention: E-bulletins (n = 85)
• Providing practical information on dementia care every 3 weeks over nearly 6 months

	• Internet course “Mastery over Dementia” (n = 90)
• 8 lessons and a booster session by a coach supervising CGs over 5-6 months
• Covering behavioral problem coping, relaxation, help-seeking, cognitive restructuring and assertiveness training
• Each session included text materials, exercises, and homework
	At postintervention, experimental group showed:
• Lower depression and anxiety

	Li et al. (2014); Livingston et al. (2013, 2014a, 2014b) / UK

	• TAU (n = 69)
	• STrAtegies for RelaTives (START; n = 140)
• 8 weekly individual sessions at home
• Modeled after Coping with Caregiving; for details, see Gallagher-Thompson et al. (2008) above
	At ~90-week follow-up, experimental group showed:
• Less anxiety and depression
• Decreased abusive behaviors toward CR
• Better mental health

	Garand et al. (2014) / USA
	• Nutritional training (n = 37)
• Information about MCI or dementia, healthy eating and menu planning
	• Problem-solving therapy (n = 36)
• 6 home-based sessions and 3 phone calls for consolidation  
• Information about MCI or dementia, caregiving role, mental health outcomes, activity scheduling, problem-solving skills, problem identification, goal setting, and solution evaluation
	At postintervention and 12-month follow-up:
• Stable level of depression, while it increased in control group (only among MCI caregivers)
• Stable level of anxiety, while it increased in control group (only among dementia caregivers)
• Lower negative problem orientation
• No difference in positive problem orientation


	Martín-Carrasco et al. (2009) / Spain
	• Standard care (n = 38)
	• Psychoeducational Intervention Program (n = 44)
• 8 individual sessions (90 min each), every 1-2 weeks for over 4 months
• Tension and stress control, coping strategies for managing behavioral problems, and enhancement of life satisfaction
• Training incorporated CBT skills (including cognitive restructuring techniques, problems solving and increasing rewarding activities)

	At postintervention, experimental group showed:
• Reduced burden
• Better mental health and HR-QoL in general
At 6-month follow-up, experimental group showed:
• Lower burden
• Better mental health and HR-QoL in general

	Martín-Carrasco et al. (2014) / Spain, Portugal
	• Standard care (n = 123)
	• Psychoeducational intervention program (n = 115)
• 7 biweekly group sessions (90-120 min each)
• Based on Coping with Caregiving program (see Gallagher-Thompson et al., 2008 above)
• Modules covering strain and well-being, changing maladaptive thoughts and behaviors, communication skills, future planning, and pleasant events scheduling

	At postintervention, experimental group showed:
• Less anxiety and insomnia
• No differences in burden and HR-QoL in general

	Au et al. (2010) / Hong Kong
	• Waitlist control (n = 14)
	• Coping with Caregiving program (n = 13)
• 13 weekly group sessions based on CBT (2 hr each)
• For details, see Gallagher-Thompson et al. (2008) above
	At postintervention, experimental group showed:
• Increased self-efficacy in managing disruptive behavior and controlling upsetting thought
• More use of problem-solving and distancing coping strategies
• No differences in depression, self-efficacy in obtaining respite, and use of social support and wishful thinking


	Gallagher-Thompson et al. (2010) / USA
	• 2 educational DVDs on dementia, its treatment, and CG stress (n = 34)
• 90 min each
	• Skill training DVD consisting of multiple chapters (n = 36), 150 min in total length
• 12-week program based on CBT
• Challenging situations and coping strategies role-played by Chinese American actors with comments by a narrator
• Including information on dementia and stress, managing challenging behaviors, changing unhelpful thoughts, assertive communication, community resources, and legal issues and preparation for placement and end-of-life issues
• Workbook and home practice to strengthen learning
• Phone calls every 3-4 weeks to monitor use of DVD and its helpfulness

	At postintervention, experimental group showed:
• Increased positive affect
• Less stress and behavioral bother
• No difference in depression

	Au et al. (2015) / Hong Kong
	• Psychoeducation only (n = 44)
	• Psychoeducation with behavioral activation (n = 49)
• Initially 4 weekly sessions (30 min each) of psychoeducation covering basic information about dementia, stress, principles of pleasant events scheduling, and communicating needs for support from family
• Subsequently 8 biweekly individual sessions (15-20 min each), with the first half focusing on implementing pleasant events scheduling and the second half focusing on applying communication skills
• Intervention delivered by volunteers via telephone

	At postintervention, experimental group showed:
• Fewer depressive symptoms (esp. CGs with longer caregiving hours)
• More use of emotional regulation strategies

	Kajiyama et al. (2013) / USA
	• Information-only condition (n = 57)

	• iCare, a web-based program (or via DVD, including 6 modules) for 3 months (n = 46)
• CGs encouraged to work on each module every 7-10 days, including homework
• Modeled after Coping with Caregiving program; for details, see Gallagher-Thompson et al. (2008) above
• Communication skills with CR and encouraging CG healthy habits (nutrition and exercise) also included

	At postintervention, experimental group showed:
• Less perceived stress
• No differences in behavioral bother, depression, and QoL

	Lee et al. (2012) / South Korea
	• Waitlist control (n = 15)
	• Stress management training (n = 15)
• 7 weekly sessions (2 hr each) at home including relaxation, cognitive restructuring, stress management, social skills training, and systematic problem-solving
	At postintervention, experimental group showed:
• Less depression and burden
• Higher life satisfaction


Note. AD = Alzheimer’s disease; CBT = cognitive-behavioral therapy; CG = caregiver; CR = care-recipient; HR = health-related; MCI = mild cognitive impairment; QoL = Quality of life; TAU = treatment as usual.
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Table S3
Counseling and Psychotherapy (9 studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Moore et al. (2013) / USA
	• A manual covering topics on coping strategies (problem-solving, communication, cognitive reframing, and CR behavioral management), financial and legal issues, and support (n = 51)

	• Pleasant Events Program (n = 49)
• 4 home-based sessions (1 hr each) and 2 phone calls (15-60 min each) over 6 weeks
• Focusing on recognizing moods, measuring life goals, learning problem-solving skills, and continuing behavioral activation planning
	At postintervention, experimental group showed:
• Less depression
• Less negative affect 
• No difference in positive affect 
• No difference in any outcome at 1-year follow-up 

	Losada et al. (2015) / Spain
	• Minimal support (n = 22)
• One 2-hr workshop on the definition and symptoms of dementia 
	• CBT (n = 19) focusing on cognitive restructuring, assertive skills, relaxation, and increasing pleasure
• Acceptance and Commitment Therapy (ACT; n = 25) focusing on identifying avoidant behaviors and its cost, and learning to control
• 8 weekly individual sessions (90 min each)
	At postintervention, CBT showed:
• Less depression (also at 6-month follow-up) and dysfunctional thoughts
• More engagement in pleasant events
• No difference in anxiety and experiential avoidance
ACT showed:
• Less experiential avoidance, depression, and dysfunctional thoughts
• Lower anxiety (also lower than CBT)
• More engagement in pleasant events


	Losada et al. (2011) / Spain
	• Usual care (n = 50)
	• Cognitive-behavioral intervention (n = 68)
• 12 weekly group sessions (1.5-2 hr each) focusing on cognitive-behavioral skills to tackle maladaptive thoughts and barriers to self-help and engaging in pleasant activities
	At postintervention, experimental group showed:
• Less depression
• Less dysfunctional thoughts
• More engagement in leisure activities
• Dysfunctional thoughts and frequency of leisure activities mediated intervention effect on depression


	Marquez-Gonzalez et al. (2007) / Spain
	• Waitlist control (n = 40)
	• Modification of Dysfunctional Thoughts about Caregiving intervention (n = 34)
• 8 weekly group sessions (2 hr each)
• 2 principal modules: i) management of dysfunctional thoughts and cognitive distortions; ii) behavioral skills training
• Each session reviewed CG’s past successes and difficulties, introduced skill training, explained homework, and ended with a relaxation practice. 

	At postintervention, experimental group showed:
• Less depression, dysfunctional thoughts, and behavioral bother
• Dysfunctional thoughts mediated treatment effect on depression

	Gonyea et al. (2016) / USA
	• Psychoeducation (n = 34)
	• CBT (n = 33)
• 5 weekly group sessions (90 min each) and 4 follow-up calls (10-15min each) every 3 weeks
• Focusing on goal setting, engagement in pleasant activities, communication skills, and distress management

	At postintervention and 3-month follow-up, experimental group showed:
• Higher self-efficacy
• Less depression and behavioral bother
• No difference in anxiety


	Joling et al. (2012) / The Netherlands
	• Usual care (n = 96)
	• Family counseling meetings (n = 96)
• 1 individual preparation session, 4 family meetings including relatives and/or friends, and 1 individual evaluation session, every 2-3 months for a year
• Teaching CGs to seek help from family and friends, and solve problems

	At 6- and 12-month after enrolment, experimental group showed:
• No differences in depression, anxiety, burden, and HR-QoL

	Kamkhagi et al. (2015) / Brazil
	• Body awareness therapy (n = 17)
• Used physiotherapeutic techniques to increase self-awareness
• Body relaxation
	• Psychodynamic Group Psychotherapy (n = 20)
• 14 weekly group sessions (90 min each)
• Encouraging CG to think about changes in the relationship with CR before and after dementia onset, learn to maintain the current relationship and cope with caregiving burden, and discuss lack of recognition from other family members

	At postintervention, experimental group showed:
• Both groups showed similar improvements in depression, burden and QoL (i.e., no treatment effects on these outcomes)

	Glueckauf et al. (2007) / USA
	• Routine education and support (n =3)
	A Telephone-based CBT (n = 11)
• 12 (7 group, 5 individual) weekly sessions via telephone at home
• Including 6 components: overview of dementia, relaxation training, modifying thinking about caregiving challenges, enhancing pleasant activities, developing problem-solving skills, assertiveness, and building social support network

	At postintervention, experimental group showed:
• Improved self-efficacy and problem-solving 
• No differences in burden and depression

	Wilz et al. (2018) / Germany
	• Usual care (n = 134)
	• Tele.TAnDem (n = 139)
• 12 Telephone-based individual CBT sessions (50 min each) over 6 months
• Focusing on problem-solving, cognitive restructuring, support, emotional control, self-care, engagement in pleasant activities, and stress management
	At postintervention, experimental group showed:
• Better emotional well-being (also at 6-month follow-up)
• Less depression
• Better physical health
• More capable of coping with caregiving demands and CR behavioral problems (also at 6-month follow-up)
• No difference in burden


Note. AD = Alzheimer’s disease; CBT = cognitive-behavioral therapy; CG = caregiver; CR = care-recipient; HR = health-related; QoL = Quality of life; TAU = treatment as usual.

Table S4
Mindfulness-based Intervention (7 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Waelde et al. (2017) / USA
	• Psychoeducation and telephone support (n = 15)
• 6 biweekly phone calls (10–15 min each)
	• Inner Resources meditation (n = 16)
• 10 group sessions (8 1.5-hr sessions, 1 3-hr retreat in Week 7, and a booster session in week 12)
• Didactic presentation and discussion on daily use of meditation, preceded and followed by meditation practice in each session

	At 1-month follow-up, experimental group showed:
• Increased life satisfaction
• No differences in depression and self-efficacy in controlling upsetting thoughts

	Brown et al. (2016) / USA
	• Standard social support (n = 15)
• 8 weekly sessions (1.5-2 hr each)
	• MBSR (n = 23)
• 8 weekly sessions (1.5-2 hr each)
• Skills training to increase awareness and sensations related to physical symptoms, emotions, thoughts, and behaviors during interactions with CR
• Mindful movement, meditation, and mindful communication

	At postintervention, experimental group showed:
• Less perceived stress, tension, and anger
• More burden
• No difference in experiential avoidance, depression, confusion, fatigue, vitality, HR-QoL (physical or mental component), or relationship quality
• No difference in any outcome at 3-month follow-up


	Whitebird et al. (2013) / USA
	• Community Caregiver Education and Support (n = 40)
• 8 weekly in-person group sessions (2.5 hr each)
• A 5-hr retreat or wellness day with higher intensity
	• MBSR (n = 38)
• 8 weekly in-person group sessions (2.5 hr each)
• Mindfulness, sitting and walking meditation, body scan meditation, and gentle Hatha yoga and stretching exercises
• A 5-hr retreat or wellness day with higher intensity

	At postintervention, experimental group showed:
• Lower stress and depression
• Better HR-QoL (mental component) (also at 4-month follow-up)
• No differences in anxiety, HR-QoL (physical component), burden, and social support

	Oken et al. (2010) / USA
	• Education (n = 11): 6 weekly lectures to provide instructions for managing stress, modifying negative self-talks, critical decision-making, and communication skills (including 15-min social interaction)
• Respite (n = 9): 7 weeks of 3-hr respite care

	• Mindfulness meditation intervention (n = 8)
• 7 weekly sessions (90 min each)
• Each session included 1) didactic instruction and discussion over stress, relaxation, mind-body interaction; 2) mindfulness exercises, at home or in session; 3) group discussion on success and difficulties in daily life application
• Daily practice at home
	At postintervention, experimental group showed:
• Reduced behavioral bother compared with respite
• Higher self-efficacy than both controls
• No differences in perceived stress, depression, fatigue, mindfulness, and overall self-efficacy

	Leach et al. (2015) / Australia
	• Waitlist control (n = 9)
	• Transcendental Meditation (TM; n = 8)
• 12-week face-to-face group sessions (13 hr in total)
• Introduction on stress, TM and its technique
• Phone contacts every 6 weeks to monitor retention and participant experience

	At postintervention, experimental group showed:
• Enhanced happiness, HR-QoL (mental component), and coping
• No differences in depression, anxiety, emotional resilience and stress, and social skills

	Danucalov et al. (2013) / Brazil
	• Nil treatment (n = 21)
	• Yoga and compassion meditation program (n = 25)
• 3 sessions per week (1 live and 2 in-home sessions with the aid of a DVD; 1.25 hr each) over 2 months
• Within each session, traditional Hatha yoga exercises were practiced:
    (a) Yoga body poses (asanas) (25 min)
    (b) Exercises involving awareness and voluntary regulation of breath (pranayamas) (25 min)
    (c) Meditational practices and compassion meditation

	At postintervention, experimental group showed:
• Less depression and anxiety

	Lavretsky et al. (2013) / USA
	• 8-week relaxation group (n = 16)
• Relaxed and listened to instrumental music with eye closed for 12 min every day
	• 8-week Kirtan Kriya meditation group (n = 23)
• 12-min yogic practice every day at the same time of the day
• Including repetitive finger movements or mudras, chanting of the mantra, and deep breathing relaxation
	At postintervention, experimental group showed:
• Improved HR-QoL (mental component) and cognitive functioning
• No difference in depression


Note. AD = Alzheimer’s disease; MBSR = mindfulness-based stress reduction; CG = caregiver; CR = care-recipient; HR = health-related; QoL = Quality of life; TAU = treatment as usual.



Table S5
Support Groups (5 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Charlesworth et al. (2008) / UK
	• Usual care (n = 120) including community support, home care or personal care, respite care, and support groups

	• Befriending and Costs of Caring (n = 116)
• Weekly home visits for at least 6 months
• Befriending volunteers were matched with caregivers, and provided emotional support through empathic listening and companionship
	At postintervention and 9-month follow-up, experimental group showed:
• No differences in well-being, HR-QoL, anxiety, depression, positive and negative affectivity, loneliness, and perceived social support

	Wang et al. (2011) / Hong Kong
	• Routine care (n = 40)
• Medical consultation, advice, treatment plan and medications for CR
• Monthly educational talk on dementia caregiving, and social and recreational activities

	• Family Mutual Support Programme in Dementia Care (n = 40)
• 8 biweekly group sessions (2 hr each) over 6 months
• Focusing on effects of dementia on family, sharing of emotions, improving communication and relationship skills, problem-solving skills, and seeking informal and formal support
	At postintervention, experimental group showed:
• Less burden
• Better QoL
• No difference in social support

	Wang et al. (2012) / Hong Kong
	• Routine care (n = 39)
• Medical consultation for CR, treatment plan and medications
• Educational talk on dementia caregiving, financial aid, social welfare services, medical and social services

	• Mutual support (n = 39)
• 12 biweekly group sessions (1.5 hr each)
• Information about dementia, developing support system within and outside group, caregiving’s emotional impact, self-care, improving interpersonal relationships and home care skills
	At postintervention, experimental group showed:
• Lower behavioral bother
• Better psychological, social and overall QoL

	Martindale-Adams et al. (2013) / USA
	• Printed materials on dementia and safety and telephone numbers for local support (n =77)
	• Telephone support group (n = 77)
• 14 group sessions (1 hr each)
• Information about dementia, financial and legal issues, safety, CG health and well-being, communication and problem-solving skills, and managing CR behaviors and CG stress

	At 3, 6, 9 and 12 months from baseline, experimental group showed:
• No differences in behavioral bother, burden, depression, and general well-being

	Winter et al. (2007) / USA
	• Nil treatment (n = 45, female only)
	• Telesupport group treatment (n = 58, female only)
• Weekly conference phone calls (1 hr each) over 6 months
• Providing emotional validation and developing social network: CGs shared coping strategies and educational resources, and assisted each other in problem-solving
	At postintervention, experimental group showed:
• Lower depression (aged 65+ years only)
• No difference in burden or perceived personal gains


Note. AD = Alzheimer’s disease; CG = caregiver; CR = care-recipient; HR = health-related; QoL = Quality of life; TAU = treatment as usual.



Table S6
Care Coordination and Case Management (12 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Jansen et al. (2011) / The Netherlands
	• Usual care (n = 45)
	• Case management (n = 54) for 12 months by geriatric nurse
• At least 2 home visits to assess the dyad and formulate a care plan
• Made referrals and organized family meetings for education and improving social support
• When more visits were not necessary, phone contacts at least every 3 months were given for monitoring

	At 6 and 12 months from baseline, experimental group showed:
• No differences in sense of competence, HR-QoL, depression, and burden

	Tanner et al. (2015) / USA
	• Augmented usual care (n = 183)
• A study-specific resource guide containing program and contact information for support service
	• Maximizing Independence (n =106)
• 18-month interdisciplinary care coordination
• 4 key components: identifying needs and individualizing care plan; providing dementia education and skill training; coordinating, referring, and linking CG to services; monitoring care
• An initial home visit to review needs of the dyad and develop individualized care plan, followed by telephone contacts (on average 2 contacts per month in average) to monitor the family’s needs and plan

	At 9 and 18 months from baseline, experimental group showed:
• No differences in unmet needs, burden, HR-QoL, depression, self-rated difficulty in caring for CR, self-rated health, and stress

	Fortinsky et al. (2009) / USA
	• Education on dementia and community support (n = 30)
	• Dementia care consultation (n = 54)
• Monthly contacts for 12 months
• A dementia care consultant helped identify symptoms and care concerns, and develop action plans with CG
• Minimum care plan: dementia educational program, legal and financial planning, family support network, and respite

	At postintervention, experimental group showed:
• No differences in self-efficacy in symptom management and service access, depression, burden, and physical symptoms

	Chodosh et al. (2015) / USA
	• 7 phone or mail contacts (n = 73)
• Shared resources and provided consultation
	• 12-month community-centered care management strategy (n = 71)
• At least 7 contacts (home visits and telephone contacts) to assess needs and formulate action plans
• Care managers provided counseling, education and training for self-management skills, referrals for community and medical services, and proactive, ongoing follow-up

	At 6 months from baseline, experimental group showed:
• Enhanced spirituality and faith
At 12 months from baseline, experimental group showed:
• More behavioral bother (memory-related problem domain)
• No differences in burden, stress, and HR-QoL

	Zwingmann et al. (2017) / Germany
	• Usual care (n = 91)
	• Interdisciplinary dementia care management (n = 226)
• 95 modules covering 3 key areas: medication management, management of treatment and care, and caregiver support and education
• Each module consisted of a trigger condition, a subsequent intervention task, and monitoring of task completion.
• CG-CR dyads matched to modules based on unmet needs
	At postintervention, experimental group showed:
• Less objective burden due to providing emotional support
• Less subjective burden due to CR behavior change (cognition, aggression and resistance, depression or late symptoms)
• Stable subjective burden due to financial loss, while it increased in control group.


	Chien et al. (2011) / Hong Kong
	• Routine care (n = 46)
• Medical consultation for CR, treatment plan and medications, financial aid, social welfare services; monthly educational talk in dementia care, social and recreational activities

	• Dementia Family Care Programme (n = 46)
• Each family was assigned to a case manager who conducted weekly home visits and evaluating family health and education needs
• Following need assessment, case manager met with CG biweekly 10 times (2 hr each) for education and guidance
• Sharing by experienced CGs included
	At 12- and 18-month follow-up, experimental group showed:
• Less burden
• Better QoL
• No difference in satisfaction with social support

	Vickrey et al. (2006) / USA
	• Usual care (n = 170)
	• Disease Management (n = 238)
• At least 12 months
• Each dyad was assigned to a dementia care manager who conducted home assessment, prioritized problems, taught problem-solving skills, initiated care plan actions, and provided recommendations to CR’s physician
• Seminars (maximum no. = 5; ≥1.5 hr each) on behavioral changes, dealing with depression, and decision-making
• Re-evaluating care plans every 6 months
	At 12 months from baseline, experimental group showed:
• Improved quality of care and confidence in caregiving
• Higher proportion of CGs reporting receiving support for managing CR behavior problems
At 18 months from baseline, experimental group showed:
• Increased confidence, mastery, and perceived social support
• No differences in HR-QoL, burden, and knowledge


	Chien et al. (2008) / Hong Kong
	• Routine dementia care (n = 44)
• Pharmacotherapy, and social and recreational activities for CRs
• Educational materials on dementia care plus 6 monthly educational sessions for CGs
	• Dementia Care Management Programme (n = 44)
• Case manager (nurse) and another nurse worked together to perform needs assessment and formulate a tailored multidisciplinary education program for the family
• 12 biweekly contacts (2 hr each) including home visits over 6 months
• 5 foci: orientation to dementia care, education about dementia care, family role and strength rebuilding, community support resources, and review of program and evaluation
• Cultural elements: valuing collectivism and filial obligation

	At postintervention and 6-month follow-up, experimental group showed:
• Less burden
• Better QoL
At 6-month follow-up only, experimental group showed:
• Reduced family service utilization
• No difference in social support

	Xiao et al. (2016) / Australia
	• Usual caregiver support (n = 30)
• Monthly support group meetings and information sessions
	• Personalized Caregiving Support Plan (n = 31)
• 1 home visit for needs assessment, followed by monthly phone contacts and quarterly home visits for reassessing CG needs and modifying support plan
• 5 areas of support: information needs, educational and skill needs, environmental safety needs, social-cultural care needs, and self-care needs
• Referrals to new services and education programs and discussion on challenges when necessary

	At postintervention, experimental group showed:
• Better sense of competence, HR-QoL (mental component), and satisfaction with service providers
• No differences in behavioral bother, HR-QoL (physical component), and usage of support group and community care packages

	Schoenmakers et al. (2010) / Belgium
	• Usual care (n = 23)
	• Case management to assist CGs improving home care (n = 23)
• 12 monthly phone calls and 4 home visits over 12 months conducted by case counselor to guide CG in organizing home care and solving care problems

	At postintervention, experimental group showed:
• Less depression

	Thyrian et al. (2017) / Germany
	• Usual care (n = 116)
	• Home-based Dementia Care Management (n = 291)
• Assessment conducted by nurses and supported by a computer-based management system, generating an individualized intervention task list
• Individualized care plan formulated by the nurse and a general practitioner
• 6 home visits by nurse implementing the care plan in the first 6 months, followed by task monitoring in the next 6 months

	At 6-month follow-up, experimental group showed:
• Less burden

	Callahan et al. (2006) / USA
	• Augmented usual care (n = 69)
	• Interdisciplinary collaborative care management led by geriatric nurse (n = 84)
• Duration: up to 12 months
• Initial bimonthly contacts followed by monthly contacts
• Minimal care plan: education on communication and coping skills, legal and financial issues, and exercise for CR
• Individualized treatment by referring to 8 protocols specific to CG need: personal care, repetitive behavior, mobility, sleep disturbances, depression, agitation/aggression, delusions and hallucinations, and CG physical health
• Optional group sessions to provide support
	At 6 months from baseline, experimental group showed:
• No difference in behavioral bother or depression

At 12 months from baseline, experimental group showed:
• Reduced behavioral bother.
• No difference in depression
At 18 months from baseline, experimental group showed:
• Less depression   
• No difference in behavioral bother


Note. AD = Alzheimer’s disease; CG = caregiver; CR = care-recipient; QoL = Quality of life; TAU = treatment as usual.

Table S7
Training of the CR with Caregiver Involvement (17 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Graff et al. (2007) / The Netherlands
	• Waitlist control (n = 65)
	• Occupational therapy (n = 67)
• 10 home-based sessions (1 hr each) over 5 weeks
• First 4 sessions: diagnostics and goal setting (identified and prioritized meaningful activities for CR; occupational therapist helped to modify CR’s homes environment)
• Next 6 sessions: treatment (improving CR daily performance by optimizing compensatory and environmental strategies; training CG to supervise, help and maintain CR autonomy and social participation)

	At postintervention and 7-week follow-up, experimental group showed:
• Better well-being, mastery, and QoL
• Reduced depression
• More positive affect (post-intervention only)

	Orrell et al. (2017); Orgeta et al. (2015) / UK
	• TAU (n = 176)
	• Home-based individual Cognitive Stimulation Therapy (n = 180)
• Maximum of 3 sessions (30 min each) per weeks over 25 weeks
• Dyads engaged in structured cognitive stimulation through themed activities (e.g., word games, current affairs, being creative)

	At postintervention, experimental group showed:
• No differences in HR-QoL, anxiety, depression, behavioral bother, and quality of relationship

	Canonici et al. (2012) / Brazil
	• Nil treatment (n = 11)
	• Motor intervention program (n = 16)
• 60 min of (aerobic) exercises for CR, 3 times per week, over 6 months for training functional capacity of upper and lower limbs
• Each session included warm up, stretching, training on flexibility, strength, agility and balance, cooling down and final stretching

	At postintervention, experimental group showed:
• Less burden and behavioral bother

	Woods et al. (2012; 2016) / UK
	• TAU (n = 220)
	• REMCARE (a reminiscence group for CR and carers; n = 268)
• 12 weekly group sessions (2 hr each), 7 monthly maintenance group sessions
• Themes: childhood, schooldays, work life, marriage, and holidays/journeys
• Actives in each session: art, cooking, physical re-enactment of memories, singing and oral reminiscence

	At postintervention, experimental group showed:
• Increased anxiety 
• CGs who attended more intervention sessions perceived higher stress
• No differences in overall psychological distress, depression, HR-QoL, and perceived relationship with CR

	Gitlin et al. (2008) / USA
	• Waitlist control (n = 30)
	• Tailored Activity Program (n = 30)
• 6 home visits (90 min each) and 2 telephone contacts (15 min each) over 4 months
• First 2 home visits: Occupational therapists identified daily routine and CR activity interests, observed dyadic communication and home environment
• In each remaining session: 3 activities introduced through role-play and mastering simplification strategies
• CGs also taught deep breathing for self-relaxation 

	At postintervention, experimental group reported:
• Higher mastery, activity engagement, self-efficacy in using activities
• Reduced care hours
• More use of simplification techniques 
• No differences in burden, behavioral bother, and depression

	Graff et al. (2006) / The Netherlands
	• Waitlist control (n = 67)
	• Occupational therapy (n = 68)
• 10 home-based sessions (1 hr each) over 5 weeks
• First 4 sessions: dyads identified meaningful activities they wanted to improve 
• Next 6 sessions: learning compensatory and environmental strategies to improve daily activities

	At postintervention and 7-week follow-up, experimental group showed:
• Better sense of competence in caregiving

	Wesson et al. (2013) / Australia
	• Usual care (n = 11)
• Provided information on fall prevention and home safety
	• Tailored fall prevention program (n = 11)
• 9 home visits and 3 telephone calls over 12 weeks
• Functional cognition: Occupational therapist identified CR functional cognition and capacity to perform routine tasks in week 1 and formulated tailored goals for intervention
• Home safety: a booklet and recommendation (adapted to CR abilities) to prevent fall in participant’s home
• Exercise intervention: up to 6 individually tailored strength and balance exercises prescribed

	At postintervention, experimental group showed:
• No difference in burden or use of adaptive management strategies

	Salva et al. (2011) / Spain
	• Usual care (n = 498)
	• Health and nutrition program to improve feeding and nutrition (n = 448)
• Personalized presentation: information about AD, nutrition, physical exercise, and available aid and services
• Training for CGs (4 sessions): nutritional support program, available resources, lifestyle habits, creation of menus, and eating behavior problems
• Support in weight monitoring: A voluntary weight monitoring system was offered, and based on the weight curve, written recommendations were provided

	At 6 and 12 months from baseline, experimental group showed:
• No difference in burden

	Regan et al. (2017) / Australia
	• TAU (n = 15)
	• Maximizing Cognition (n = 25)
• Home-based cognitive rehabilitation program
• 4 weekly individual sessions (1 hr each) for identifying personally meaningful goals, and teaching and evaluating strategies to improve functioning
• Focusing on CR preferences and resources, intact functions, retained skills, and activities CR still capable of performing

	At postintervention, experimental group showed:
• Improved goal performance and satisfaction with goal performance
• No differences in burden, behavioral bother, and anxiety and depression

	Spector et al. (2015) / UK
	• TAU (n = 25)
	• Cognitive–behavioral therapy for anxiety in mild-to-moderate dementia (n = 25) 
• Up to 10 weekly sessions (1 hr each) for CR-CG dyads
• Phase 1: building a collaborative relationship and using psychoeducation and self-monitoring to identify goals
• Phase 2: practicing strategies for safety, and identifying unhelpful cognitions, calming thoughts, and behavioral experiments 
• Phase 3: reviewing the learnt skills, integrating into daily life and developing future plans

	At 5- and 14- week follow-up, experimental group showed:
• No differences in anxiety, depression, and relationship with CR

	Särkämö et al. (2014) / Finland
	• Usual care (UC; n = 28)
	• Singing coaching group (SG; n = 37) and music listening group (MLG; n = 29) 
• 10 Weekly group sessions (1.5 hr each)
• SG included 1) singing songs in a group guided by a music teacher; 2) physically activating vocal exercises and rhythmical movements (e.g., clapping, playing maracas)
• MLG included listening to songs and discussions about emotions, thoughts and memories;
• Weekly homework involving singing or listening to music to encourage home-setting music activity

	At postintervention:
• No differences in burden and psychological distress 
At 6-month follow-up:
• SG showed less burden (compared with MLG and UC)
• No difference in psychological distress

	Voigt-Radloff et al. (2011) / Germany
	• Active control (n = 50)
• 1 home visit (1 hr) to introduce a 10-page leaflet and discuss individual problems
• Encouraged CGs to stay active, maintain social contacts and utilize community support
	• Community Occupational Therapy in Dementia Programme (n = 54)
• 10 home-based sessions (1 hr each) over 5 weeks
• Diagnostic phase (initial 3-4 sessions): preliminary assessments on CR daily activities and ability to use compensatory strategies, home modification, CG activity preferences, problems, coping strategies, ability to supervise CR, and dyadic interaction
• Treatment phase (the remaining sessions): identifying the most effective compensatory and environmental strategies
• Provided practical and emotional support, and training on supervision, problem-solving and cognitive-behavioral skills

	At postintervention, and 47-week follow-up, experimental group showed:
• No difference in depression, HR-QoL (physical or mental component), or sense of competence in interaction with CR

	Gitlin et al. (2018) / USA
	• Attention control (n = 84)
• Maximum 8 phone educational sessions on home safety and dementia
	• Tailored Activity Program for veterans with dementia (n = 76)
• 8 in-home sessions
• Sessions 1-2: assessments of dyads and environments
• Sessions 3-6: activity demonstrations, goal setting, environment set up and implementation strategies
• Sessions 7-8: CGs learning to use simplification for future declines and applying strategies to other care challenges

	At postintervention, experimental group showed:
• Less behavioral bother
• No differences in depression and burden

At 4-month follow-up, no difference in any outcome

	Lu et al. (2016) / USA
	• Information Support (n = 20)
• 2 face-to-face meetings (1-hr each) to introduce MCI and AD with an educational brochure
• 4 follow-up phone calls
	• Daily Engagement of Meaningful Activities for persons with MCI (n = 20)
• 6 biweekly sessions (1 hr each), including 2 face-to-face meeting and 4 phone calls
• Based on principles of problem-solving therapy, CRs were assisted to identify meaningful activities, needs, goals, solutions; engage in selected activities with family; make weekly plan; and evaluate the process
• A self-management tool kit was provided, and the dyads were encouraged to use DEMA activity log at home

	At postintervention, experimental group showed:
• More depressive symptoms than control 
At 3-month follow-up, experimental group showed:
• More negative life changes than control

	Greenaway et al. (2012) / USA
	• Memory support without training (n = 20)
• A pocket-size calendar for appointments, “to do” items, and journaling

	• Memory support system (MSS) with training (n = 20)
• 12 sessions training over 6 weeks including orientation, modeling, practice usage, and homework.
• Learning phases included 1) acquiring skills to use MSS; 2) applying MSS in daily activities; 3) adapting MSS into daily routine

	At 8-week follow-up, experimental group showed:
• Less depression 
• No difference in burden
At 6-month follow-up, experimental group showed:
• Less depression 
• Stable caregiving burden, while control group showed increased burden


	Schmitter-Edgecombe et al. (2014) / USA
	• Standard care (n = 23)
	• Cognitive rehabilitation group intervention (n = 23)
• Joining phase: 2 individual sessions to develop alliance with the dyad and learn about their specific situation
• Biopsychosocial workshop: Half-day workshop on memory changes and its effects on daily life
• Strategy training and problem-solving phase: 2 group sessions per week for 10 weeks (2 hr each) 
• Booster phase: 2-hr monthly sessions for 9 months to reinforce use of memory notebook and other strategies, aiming to develop the group into a long-term support network

	At postintervention, experimental group showed:
• Greater improvement in self-reported coping strategies
• No difference in depression

	Vreugdenhil et al. (2011)/ Australia
	• Usual care (n = 20)
	• A 4-month community-based exercise program (n = 20) delivered at participant’s home
• 10 simple exercises with 3 progressively challenging levels, emphasizing upper and lower body strength and balance plus at least 30-min brisk walking
• CR and CG received training together, with an exercise manual containing descriptions, illustrations, and safety instruction
	At postintervention, experimental group showed:
• No difference in burden


Note. AD = Alzheimer’s disease; CG = caregiver; CR = care-recipient; HR = health-related; MCI = mild cognitive impairment; QoL = Quality of life; TAU = treatment as usual.



Table S8
Multicomponent Interventions (15 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Waldorff et al. (2012) / Denmark
	• Nil treatment (n = 167)
	• Danish Alzheimer Intervention Study (DAISY; n = 163)
• 8-12 months
• Counselling (up to 7 sessions for CR or CG alone or together): Offered guidance on decision making, advice and activities constructing a meaningful life; provided written materials to improve coping strategies, emphasized positive factors and resources
• Five courses (2 hr each, CR and CG separately) on basic knowledge of dementia
• Phone-based intervention (5-8 times at 3 or 4-week intervals) to discuss questions covered in the individual sessions and educational courses

	At 6 and 12 months from baseline:
• No difference in depression or HR-QoL at adjusted p value of .0005

	Charlesworth et al. (2016) / UK
	• TAU (n = 47)
	• TAU + Carer Supporter Programme (CSP; n = 48)
• TAU + Remembering Yesterday Caring Today (RYCT; n = 97)
• TAU + CSP + RYCT (CSP–RYCT; n = 97)

• CSP: 12 weekly and 10 biweekly individual meetings (1 hr each)
• Face-to-face or via telephone, with or without CR per CG preference
• Moral support given but not tangible support, respite or direct advice

• RYCT: 12 weekly group sessions (2 hr each) at community center and 7 monthly sessions after the weekly sessions

	At postintervention:
• CSP showed better quality of relationship (absence of criticism and conflict)
• CSP–RYCT showed improved CG perceived quality of the caring relationship
• No differences in HR-QoL, anxiety and depression, behavioral bother, positive and negative affect, positive aspects of caregiving, personal growth, and loneliness

	Bruvik et al. (2013) / Norway
	• n = 115
• Provided information about available services in local authorities
	• A three-component Psychosocial Support (n = 115) delivered over 12 months
• Family counseling based on problem-solving therapy: 5 sessions (1 hr each) for needs assessment in the first 3 months
• Education: a booklet and education about dementia
• Psychoeducation for CG and CR separately:
    • 6 group meetings (2 hr each, twice a month)
    • For CGs, focused on learning coping strategies and engaging in pleasant events
    • For CR, focused on education or conversation about dementia and pleasant events
    • 2 booster sessions provided after 12 months

	At postintervention, experimental group showed:
• No difference in depression

	Torkamani et al. (2014) / UK, Spain, Greece
	• Nil treatment (n = 30)
	• A 6-month technology platform for the assisted living of older persons with dementia and their caregivers (ALADDIN; n = 30)
• 4 key features:
    1. ALADDIN TV: education about dementia, including musical entertainment and relaxation and exercise techniques
    2. SOCIAL NETWORKING: a forum for CGs to communicate with each other
    3. MY TASKS: where CGs completed questionnaires to enable remote monitoring of the CR and their situation 
    4. CONTACT US: where CGs could alert/request contacts from clinical site

	At mid-intervention, experimental group showed:
• Less burden
At postintervention, experimental group showed:
• Reduced burden 
• Improved QoL
• No difference in behavioral bother or depression

	Gaugler et al. (2016) / USA
	• Phone contacts every 4 months with a biannual project newsletter (n = 53)
	• NYU Caregiver Intervention for Adult Children (n = 54)
• 4 months
• 6 individual and family sessions (90 min, 2 hr each) providing education and psychosocial support to improve CG’s social support network, interactions and communication with family and friends
• Support group: Linking to local support groups
• Ad hoc counseling (in-person, phone or e-mail) for ongoing guidance and support for CG

	At postintervention, 4-, 8- and 14-month follow-up, experimental group showed:
• Lower bother in response to disruptive behaviors
• No differences in role overload and captivity
• Lower overall behavioral bother (only at 8-month follow-up)

	Koivisto et al. (2016) / Finland
	• Control support (n = 152)
	• Kuopio ALSOVA (n = 84)
• 4 courses (total 16 days, maximum 10 families in each course) in the first 2 years after diagnosis
• An individual service plan
• Education about AD, social services and future preparation 
• Group discussions (CR and CG separately) to offer social support and reduce social isolation
• Creative and social activities to reduce stress and to interact with others
• Physical exercise to maintain functional ability

	At 12-month follow-up, experimental group showed:
• No differences in depression, sense of coherence, and QoL

	Dias et al. (2008) / India
	• Waitlist control with information on dementia provided (n = 40)
	• Home Care Advisor (n = 41)
• 6 months
• Frequency of visits was at least every 2 weeks for 6 months, while maximum frequency was based on need assessment
• Education about dementia, behavior problems and the management; CG support and referrals when necessary; a social support network and advices on government schemes

	At postintervention, experimental group showed:
• Improved mental health
• Less behavioral bother
• No difference in burden and functional ability

	Prick et al. (2015) / The Netherlands
	• 3 monthly information bulletins and 3 monthly calls (10 min each; n = 54)
	• Multicomponent dyadic interventions (n = 57)
• 8 home visits (1 hr each) over 3 months
• Physical exercise component: flexibility, strengthening, balance, and endurance exercises
• Support component: psychoeducation, communication skills training, and planning of pleasant activities
• Both components delivered to CR and CG together

	At postintervention and 3-month follow-up, experimental group showed:
• No differences in depression, burden, behavioral bother, and self-rated health

	Berwig et al. (2017) / Germany
	• Usual care (n = 45)
	• REACH II (n = 47)
• 9 in-home (1 hr each) and 3 telephone (0.5 hr each) biweekly sessions conducted individually over 6 months
• Skills training addressing 5 risk domains: security, challenging behavior, self-care and preventive health behaviors, emotional and physical well-being, and perceived social support)
• Guidance for CGs to apply techniques in daily lives
• A local support group for CGs

	At postintervention, experimental group showed:
• Decreased somatization
At postintervention and 3-month follow-up, experimental group showed:
• Less burden and behavioral bother
• Improved HR-QoL (mental component)
• No differences in perceived social support, HR-QoL (physical component), anxiety, and depression

	Gitlin et al. (2010) / USA
	• Nil treatment (n = 122)
	• Advancing Caregiving Training (n = 117)
• 24 weeks
    • 16 weeks of active phase: up to 9 occupational therapy and 2 nursing sessions (1 home/1 telephone)
    • 8 weeks of maintenance phase: 3 phone contacts for consolidation
• Identifying behavioral problems, home hazards, and dyadic interaction problems
• Identifying modifiable triggers of problem behaviors and developing management strategies (adapting physical environment, assistive devices, simplifying communication and tasks, and engaging CR in activity)
• CGs learned stress reduction and self-care techniques
	At end of active phase, experimental group showed: 
• Less negative communication and prevalence of depression
• More confidence in managing CR behaviors

At end of maintenance phase, experimental group showed: 
• More use of simplification strategies
• Lower burden and prevalence of depression

At both time points, experimental group showed less behavioral bother and improved well-being (i.e., reduced negative affect and somatic symptoms)


	Belle et al. (2006) / USA
	• Control groups:
• Hispanic/Latino (n = 86)
• Caucasian (n = 86)
• African American (n = 85)
• 2 brief phone calls at 3rd and 5th month to provide basic information about dementia 

	• REACH II
    • Hispanic/Latino (n = 82)
    • Caucasian (n = 96)
    • African American (n = 83)
• 9 1.5-hr in-home sessions, 3 0.5-hr telephone sessions, and 5 phone support group sessions provided over 6 months
• 5 target areas: depression, burden, self-care and healthy behaviors, social support, and problem behaviors
	At postintervention, Hispanic/Latino and Caucasian caregivers in experimental group showed:
• Reduced depression and burden
• Improved social support and self-care
• Overall, experimental groups showed lower prevalence of clinical depression

	Czaja et al. (2013) / USA
	• Attention control: 2 in-home sessions (1 hr each), 4 videophone sessions and 5 telephone calls; focusing on nutrition and healthy eating
• Information-only control: 1 telephone call (<15 min) on dementia and AD, caregiving, safety, and support
• n = 50 altogether

	• Videophone Psychosocial Intervention (n = 26)
• 6 monthly sessions (1 hr each): 2 in-home sessions, 4 educational seminars via videophone
• 5 videophone support group sessions
• Focusing on 5 domains: safety, social support, problem behaviors, depression, and caregiver health
• Coping with CR behavioral problems, managing stress, practicing healthy behavior, accessing community support, and learning communication skills
	At postintervention, experimental group showed:
• Higher positive aspects of caregiving and satisfaction with social support
• Reduced behavioral bother
• No differences in depression, negative interactions/support, and received social support

	Basu et al. (2015) / USA
	• Education-only (n = 245)
	• REACH II (n = 249)
• 9 1.5-hr in-home sessions, 3 0.5-hr telephone sessions, and 5 phone support group sessions provided over 6 months
• 5 domains: safety, social support, self-care, emotional well-being, and problem behaviors
	At postintervention, experimental group showed:
• Improved subjective health
• Less depression and behavioral bother
• No difference in burden or positive aspects of caregiving


	Kales et al. (2018) / USA
	• Waitlist control (n = 30)
	• WeCareAdvisor, an online platform incorporating three intervention components (n = 27)
• “Daily tips”: tips delivered via daily emails to offer general support to CG on common challenges in caregiving
• Caregiver Survival Guide: a compendium providing information on dementia and symptoms
• DICE (Describe, Investigate, Create, Evaluate) approach led by a peer navigator and providing skills training via 3 steps: helping CG identify problematic behavior, addressing modifiable factors, and prescribing behavior management strategies
• Strategies were selected from among 900+ evidence-based practices; the DICE exercise was repeated if CG did not find prescription to be helpful
• 1-month access to the website on iPad, with a 15-min instruction on how to use it
• Weekly phone calls (maximum 20 min each) to troubleshoot and to encourage CGs to use the tool

	At postintervention, experimental group showed:
• Less behavioral bother
• No differences in confidence, stress, depression, burden, negative communication, and relationship closeness

	Shata et al. (2017) / Egypt
	• Nil treatment (n = 59)
	• Group psychosocial intervention (n = 55)
• 8 weekly group sessions (45-60 min each): 2 psychoeducation sessions, 6 brief CBT sessions
• “Group support” sessions throughout the intervention
	At postintervention and 3-month follow-up, experimental group showed:
• More knowledge of AD
• Less burden, depression, and anxiety


Note. AD = Alzheimer’s disease; CG = caregiver; CR = care-recipient; HR = health-related; QoL = Quality of life; REACH = Resources for Enhancing Alzheimer’s Caregiver Health; TAU = treatment as usual.



Table S9
Miscellaneous Interventions (15 Studies)
	Author (Year) / Country
	Description of control
	Description of intervention
	Caregiver outcomes (follow-up period shown was time lapse from the completion of intervention unless otherwise specified)

	Hirano et al. (2016) / Japan
	• Usual care (n = 21)
	• Intervention to promote physical activity (n = 21)
• Participants choose an enjoyable and easily implementable leisure activity with an intensity equivalent to 1.5–2.5 metabolic equivalents (METs)
• Engagement in the activity for 30 min, 3 times/week for 24 weeks

	At postintervention, experimental group showed:
• Less burden

	Mahdavi et al. (2017) / Iran
	• Control 1: 5 weekly group sessions (45-60 min each) to discuss daily issues (n = 28)
• Control 2: Nil treatment (n = 31)
	• Spiritual group therapy based on Iranian and Islamic culture (n = 30)
• 5 weekly sessions (45-60 min each)
• Including prayers, discussions about divine issues, and using holy books for treatment, illustration and relaxation skills
• Covering group solidarity, role of reciting the Quran and prayers, and the experience of spiritual care and its effects

	At postintervention, experimental group showed:
• Lower strain

	Korn et al. (2009) / USA
	• Enhanced Respite Control (n = 18)
• 8 sessions of respite (60-120 min each)
	• Polarity Therapy (PT; n = 20)
• 8 sessions (50 min each)
• As a biofield touch therapy, the therapist used manual pressure on soft tissue pressure points against CG vertebral areas and opposing locations at the same time, to help CG obtaining physiological relaxation

	At postintervention, experimental group showed:
• Less perceived stress, depression, HR-QoL in general 
• No difference in sleep quality or worry

	Lord et al. (2017) / UK
	• TAU (n = 21)
• Written materials about choosing a care home
	• Decision aid intervention (n = 20)
• A guided decision aid manual (DECIDE) which took ~45 min to read
• Supported by a ‘decision coach’ to reduce decisional conflicts about care placement

	At 10-week follow-up, experimental group showed:
• Fewer decisional conflicts
• No differences in anxiety and depression

	Stirling et al. (2012) / Australia
	• Waitlist control (n = 16)
	• Decision Aids on respite service choices (n = 15)
• CGs went through a workbook by themselves and completed the content in the following week

	At 12 weeks from baseline, experimental group showed:
• No difference in decision-making preference, decisional conflicts, burden, or knowledge about dementia

	Mackenzie et al. (2007) / Canada
	• Time-management writing (writing about time spent; n = 13)
• History writing (writing about non-personal Canadian or world events in the 20th century; n = 13)
	• Expressive-writing (n = 14)
• 4 sessions (20 min each) over 2 weeks
• Writings about current caregiving stress and burden
	At postintervention and 4-week follow-up, experimental group showed:
• Less increase in caregiver burden than two control groups
• Less decrease in psychological distress than time-management group
• No difference in avoidance coping or intrusive thoughts


	Huang et al. (2013); Kuo et al. (2012; 2016; 2017a; 2017b) / Taiwan
	• Control: education on dementia and monthly calls (n = 59)
	• 18 months’ intervention based on the Progressively Lowered Stress Threshold model (n = 55)
• First home visit to assess needs and provide a tentative behavioral management plan
• Second home visit to refine the care plan, develop strategies for specific behavioral problems, and provide information and referrals 
• First phone call to advise on managing CR behaviors, caregiving skills, and use of community support
• Monthly phone calls to discuss behavioral management skills

	At postintervention, experimental group showed:
• Improved competence, preparedness, HR-QoL (physical or mental component), or self-efficacy
• Lower depression

	Farran et al. (2016) / USA
	• Caregiver Skill Building Intervention (n = 105)
• Education on dementia, safety issues, self-care, managing difficult behaviors and stress, and support availability, etc.
	• Enhanced Physical Activity Intervention (n = 106)
• 20 home visits and phone contacts (weekly in the first 3 months, followed by bimonthly in the next 3 months, and monthly in the last 6 months)
• Covering benefits of physical activity, current routine, developing a plan for increasing and maintaining activity level, support system, future goals, and concerns
• Encouraging CG to participate in moderate-intensity physical activities for over 150 min/week

	At 3-month from baseline, experimental group showed:
• Reduced burden
• No difference in depression or positive affect
At 6-month from baseline, experimental group showed:
• Increased positive affect
• No difference in burden or depression
At 9-month from baseline, experimental group showed:
• No difference in any outcome
At 12-month from baseline, experimental group showed:
• More physical activity and positive affect
• No difference in burden or depression


	Dowling et al. (2014) / USA
	• Attention control (n = 12)
• 5 individual sessions (1 hr each) to discuss life history, health history, diet and exercise, social networks, and meaning and spirituality
	• Life Enhancing Activities for Family Caregivers (n = 12)
• 5 weekly individual sessions (in-person or by video-conference) to develop behavioral and cognitive skills (e.g., gratitude, mindfulness, altruistic acts, focusing on attainable goals) to increase positive affect

	At postintervention, experimental group showed:
• Reduced perceived stress
At 4-week follow-up, experimental group showed:
• More positive affect
• Less negative affect and burden
• No difference in depression and behavioral bother

	Liddle et al. (2012) / Australia
	• TAU (n = 16)
	• DVD-based training program (n = 13) at home, 2 individual sessions (45 min each)
• MESSAGE training (communication strategies): Maximize attention; Expression and body language; Keep it simple; Support their conversation; Assist with visual aids; Get their message; Encourage and engage in conversation
• RECAPS training (memory strategies): Reminders; Environment; Consistent routines; Attention; Practice; Simple steps
• Summary booklet and a reminder card provided

	At 3-month follow-up, experimental group showed:
• Improved knowledge about communication strategies and positive aspects of caregiving
• No differences in burden, behavioral bother, depression and well-being

	Hirano et al. (2011) / Japan
	• Nil treatment (n = 14)
	• Regular exercise with moderate-intensity (3 METs) 3 times/week for 12 weeks (n = 17)
	At postintervention, experimental group showed:
• Less burden
• More physical activity, less frequency of weariness, and better sleep
• No differences in the occurrence and severity of headache, stiff shoulders, chest pain, and depression


	Horvath et al. (2013) / USA
	• Customary care (n = 48)
• A worksheet including practical recommendations for home safety
	• Home Safety Toolkit (n = 60)
• A Toolkit (including a booklet and sample items) provided to CGs for modifying home environment to reduce CR risky behaviors and accidents
• Self-directed and self-paced; no specific instructions were provided and only questions raised by CGs were answered

	At 3-month from baseline, experimental group showed:
• Higher self-efficacy
• Less strain

	Salamizadeh et al. (2017) / Iran
	• Nil treatment (n = 28)
	• Spiritual care education (n = 26)
• 5 weekly sessions (45-60 min each)
• Education about reliance on God, seeking help from holy people, patience, generosity, and mantra and prayer in maintaining or regaining inner peace

	At 3-week follow-up, experimental group showed:
• Higher self-efficacy

	Connell et al. (2009) / USA
	• Nil treatment (n = 63, all female)
	• Home-based Health First program (n = 74, all female) to promote physical activity
• 14 telephone calls over 6 months (weekly calls, biweekly calls, and monthly calls, each for 2 months)
• A video and written information about increasing physical activity level and choosing exercises
• Goals including low-to-moderate intensity aerobic exercise at least 30 min, 3 times/week, with stretching and strength training
• Setting a new goal for the following 6 months

	At postintervention, experimental group showed:
• Increased exercise time (among those with activity levels at or below median at baseline) and exercise self-efficacy
• Less perceived stress
• No differences in burden, depression, and self-efficacy in self-care
At 6-month follow-up, experimental group showed:
• Higher exercise self-efficacy 
• No differences in depression, burden, and self-efficacy in self-care

	Butcher et al. (2016) / USA
	• Writing about neutral topics (n = 34) 
	• Structured version of written emotional expression (n = 57)
• Every other day for a total of 6 or 7 days (20 min each)
• Writing on emotions and feelings about caring
	At postintervention or 1-month follow-up, experimental group showed:
• Increased meaning-making abilities (especially those using more positive emotion words) and reduced depression
• No difference in burden


Note. AD = Alzheimer’s disease; CG = caregiver; CR = care-recipient; HR = health-related; QoL = Quality of life; TAU = treatment as usual.
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Figure S1(a). Forest plot for psychoeducation-a
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Figure S1(b). Forest plot for psychoeducation-b
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Figure S1(c). Forest plot for counseling and psychotherapy


[image: ]
Figure S1(d). Forest plot for mindfulness-based interventions
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Figure S1(e). Forest plot for support groups
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Figure S1(f). Forest plot for care coordination and case management
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Figure S1(g). Forest plot for training of the care-recipient with caregiver involvement
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Figure S1(h). Forest plot for multicomponent interventions
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Figure S1(i). Forest plot for miscellaneous interventions
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	(a) Burden and stress at postintervention
	(b) Depressive symptoms at postintervention
	(c) Anxiety at postintervention
	(d) Subjective well-being at postintervention
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	(e) Positive aspects of caregiving at postintervention
	(f) Burden and stress at follow-up

	(g) Subjective well-being at follow-up
	



Figure S2. Contour-enhanced funnel plots	
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Figure S3. Risk of bias summary
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Burden and stress !
Jansen et al., 2011 —]I'—‘_ 0.11 (-0.32, 0.54) 2.34
Tanner et al., 2015 —_— 0.04 (-0.20, 0.28) 4.22
Fortinsky et al., 2009 —_— 0.09 (-0.35, 0.54) 2.21
Chodosh et al., 2015 T 0.04 (-0.56, 0.64) 1.45
Zwingmann et al., 2017 —_— -0.07 (-0.32, 0.17) 4.15
Chien et al.,, 2010 ——i -0.41 (-0.82, 0.00) 2.47
Vickrey et al., 2006 —_—— -0.14 (-0.37, 0.09) 4.37
Chien et al., 2008 . -0.42(-0.85,-0.00) 2.39
Xiao et al., 2016 _0_1' -0.52 (-1.03,-0.01) 1.84
Schoenmakers et al., 2010 * T -0.57 (-1.16, 0.02) 1.49
Thyrian et al., 2017 —_— -0.17 (-0.43, 0.08) 4.04
Callahan et al., 2006 o -0.29 (-0.62, 0.03) 3.23
Subtotal (I-squared = 19.0%, p = 0.257) < -0.15 (-0.26,-0.04)  34.21
1
Anxiety !
Schoenmakers et al., 2010 —_—l -0.28 (-0.73, 0.16) 223
Subtotal (I-squared = .%, p =.) c:— -0.28 (-0.73,0.16)  2.23
Ability/knowledge :
Jansen et al., 2011 —_— 0.03 (-0.37, 0.44) 249
Fortinsky et al., 2009 0.01 (-0.44, 0.46) 222
Vickrey et al., 2006 —H—— 0.17 (-0.08, 0.42) 412
Xiao et al., 2016 Il —————  0.61(0.09, 1.12) 1.83
Schoenmakers et al., 2010 —_— -0.43 (-0.92, 0.05) 2.00
Subtotal (I-squared = 55.3%, p = 0.062) <> 0.08 (-0.19,0.35)  12.65
Social support :
Chien et al., 2010 —_— 0.15 (-0.26, 0.56) 249
Vickrey et al., 2006 —_— -0.04 (-0.25, 0.16) 4.63
Chien et al., 2008 ey P cam— 0.27 (-0.15, 0.68) 242
Subtotal (I-squared = 0.4%, p = 0.366) <|:'> 0.04 (-0.13,021)  9.54
Physical health !
Fortinsky et al., 2009 —_— -0.05 (-0.50, 0.40) 221
Subtotal (I-squared =.%, p =.) — -0.05 (-0.50, 0.40)  2.21
. |
Overall (I-squared = 47.3%, p = 0.001) <p -0.02 (-0.11,0.06)  100.00
NOTE: Weights are from randolm effects analysis : T
F1l1) 0 1.19
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%

ES (95% Cl) Weight

Depressive symptoms |
Graff et al., 2007 —_— | -1.02 (-1.38, -0.663.01
Orrell et al., 2017 —_—! -0.21 (-0.44, 0.03)3.46
Woods et al., 2016 —rL -0.09 2-0.29, 0.11 ;3.59
Gitlin et al., 2008 D — o -0.25 (-0.78, 0.27)2.39
Spector et al., 2015 —_—Tr 0.07 (-0.49, 0.62) 2.29
Voigt-Radloff et al., 2011 —_— -0.16 (-0.55, 0.24)2.87
Gitlin et al., 2018 —_—— -0.17 (-0.48, 0.15)3.20
Luetal., 2016 —_—— 0.38 (-0.24, 1.00) 2.07
Schmitter-Edgecombe & Dyck, 2014 —_— -0.48 (-1.06, 0.10)2.21
Subtotal (I-squared = 69.5%, p = 0.001) e : -0.23 (-0.46, -0.0125.10
Subjective well-being !
Graff et al., 2007 ! —_—— 1.10 (0.74, 1.47) 3.01
Orrell et al., 2017 —{-0— 0.13 (-0.11, 0.37) 3.46
Woods et al., 2016 — -0.05 (-0.25, 0.15)3.59
Regan et al., 2017 —_—t 0.39 (-0.27, 1.05) 1.95
Spector et al., 2015 —_——— 0.35(-0.20, 0.91) 2.29
Sarkamo et al., 2013 —_T 0.40 (-0.16, 0.96) 2.26
Voigt-Radloff et al., 2011 —_—— -0.02 (-0.44, 0.40)2.78
Schmitter-Edgecombe & Dyck, 2014 0.05 (-0.53, 0.63) 2.21
Subtotal (I-squared = 78.6%, p = 0.000) : 0.29 (-0.01, 0.58) 21.56
Burden and stress !
Orrell et al., 2017 —_— -0.05 (-0.28, 0.19)3.46
Woods et al., 2016 —_— 0.05 (-0.15, 0.25) 3.59
Gitlin et al., 2008 —_— -0.05 (-0.57, 0.48)2.39
Wesson et al., 2013 ) 0.20 (-0.78, 1.17) 1.23
Salva et al., 2011 — -0.05 (-0.24, 0.14)3.61
Regan et al., 2017 —_— -0.20 (-0.85, 0.45)1.97
Spector et al., 2015 —_— -0.03 (-0.58, 0.53)2.29
Sarkamo et al., 2013 —_— -0.19 (-0.75, 0.37)2.27
Gitlin et al., 2018 ‘ -0.18 (-0.49, 0.14)3.20
Vreugdenhil et al., 2012 —_— -0.52 (-1.18, 0.14)1.95
Subtotal (I-squared = 0.0%, p = 0.900) <:>: -0.05 (-0.16, 0.05)25.96
Anxiety :
Orrell et al., 2017 —_— -0.07 (-0.31, 0.17)3.46
Woods et al., 2016 —r -0.04 (-0.23, 0.16)3.59
Spector et al., 2015 —_——t -0.18 (-0.73, 0.38)2.29
Subtotal (I-squared =0.0%, p = 0.890) <P -0.06 (-0.20, 0.09)9.34
. |
Ability/knowledge !
Graff et al., 2007 ! ——— 1.15(0.77,1.52) 2.94
Orrell et al., 2017 T—— 0.19 (-0.04, 0.43) 3.46
Gitlin et al., 2008 JI—Q— 0.53 (0.00, 1.06) 2.38
Graff et al., 2006 \ ——— 1.24(0.87,1.61) 2.97
Wesson et al., 2013 T 0.56 (-0.40, 1.53) 1.25
Voigt-Radloff et al., 2011 —_— 0.05 (-0.35, 0.46) 2.86
Schmitter-Edgecombe & Dyck, 2014 T -0.18 (-0.76, 0.41)2.19
Subtotal (I-squared = 86.0%, p = 0.000) [E——— 0.52 (0.09, 0.94) 18.05
. |
Overall (I-squared = 79.3%, p = 0.000) <:}> 0.07 (-0.06, 0.20) 100.00
NOTE: Weights are from randolm effects analysis 1 I

-1.61 0 1.61
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ID

Depressive symptoms

Waldorff et al., 2012

Charlesworth et al., 2018

Bruvik et al., 2013

Torkamani et al., 2014

Prick et al., 2015

Berwig et al., 2017

Gitlin et al., 2010

Belle et al., 2006

Czajaetal., 2013

Basu et al., 2015

Kales et al., 2018

Shata et al., 2017 —_——
Subtotal (I-squared = 88.2%, p = 0.000)

Subjective well-being

Waldorff et al., 2012

Charlesworth et al., 2018

Torkamani et al., 2014

Dias et al., 2008

Berwig et al., 2017

Gitlin et al., 2010

Subtotal (I-squared = 78.4%, p = 0.000)

Burden and stress
Charlesworth et al., 2018
Torkamani et al., 2014
Gaugler et al., 2016
Dias et al., 2008

Prick et al., 2015
Berwig et al., 2017
Gitlin et al., 2010
Belle et al., 2006
Czajaetal., 2013
Basu et al., 2015
Kales et al., 2018

Shata et al., 2017 —_—— 1

Subtotal (I-squared = 79.4%, p = 0.000)

Positive aspects of caregiving
Charlesworth et al., 2018

Czajaetal., 2013

Basu et al., 2015

Subtotal (I-squared = 8.1%, p = 0.337)

Anxie(y
Charlesworth et al., 2018
Berwig et al., 2017

Shata et al., 2017 —_——

Subtotal (I-squared = 95.3%, p = 0.000) —

Ability/knowledge

Gitlin et al., 2010

Belle et al., 2006

Kales et al., 2018

Shata et al., 2017

Subtotal (I-squared = 90.0%, p = 0.000)

Social support

Berwig et al., 2017

Belle et al., 2006

Czaja et al., 2013

Subtotal (I-squared = 0.0%, p = 0.648)

Physical health

Dias et al., 2008

Prick et al., 2015

Berwig et al., 2017

Basu et al., 2015

Subtotal (I-squared = 44.4%, p = 0.145)

Overall (I-squared = 87.8%, p = 0.000)

ES (95% Cl)

0.14 (-0.10, 0.38)
-0.07 (-0.41, 0.28)
-0.02 (-0.30, 0.27)
-0.24 (-0.75, 0.27)
0.35 (-0.04, 0.75)
-0.27(-0.71, 0.16)
-0.31 (-0.56, -0.05)
-0.25 (-0.42, -0.07)
-0.02 (-0.45, 0.42)
-0.06 (-0.24, 0.11)
-0.24(-0.77, 0.29)
-2.06 (-2.49, -1.63)
-0.24 (-0.49, 0.01)

-0.01(-0.25, 0.23)
.07 (-0.28,0.42)
0.70 (-0.15, 1.55)
1(0.32,1.30)
0.50 (0.06, 0.94)
0.71(0.45, 0.97)
0.42 (0.10, 0.75)

(-0.13,0.57)
.18 (-0.43, 0.80)
-0.51(-1.00, -0.02)
-0.41(-0.93, 0.11)
0.01 (-0.38, 0.40)

-1.01 (-1.48, -0.55)
-0.36 (-0.62, -0.11)
-0.16 (-0.33, 0.02)
-0.57 (-1.01,-0.13)
-0.12 (-0.30, 0.05)
-0.38 (-0.92, 0.15)
-1.26 (-1.66, -0.87)
-0.36 (-0.57, -0.14)
0.04 (-0.31,0.39)
0.42 (-0.02, 0.85)
0.08 (-0.10, 0.26)
0.12 (-0.05, 0.28)
-0.07 (-0.42, 0.28)
-0.16 (-0.59, 0.28)
-1.84 (-2.28, -1.40)
-0.68 (-1.77, 0.41)
0.16 (-0.10, 0.41)
0.13 (-0.05, 0.30)
067 (0.13,1.21)
2.35(1.53, 3.17)
0.66 (0.12, 1.20)
0.09 (-0.34, 0.53)
0.22 (0.05, 0.39)
0.39 (-0.05, 0.82)
023 (0.07, 0.38)

-0.09 (-0.60, 0.43)
0.15 (-0.24, 0.54)
0.66 (0.21,1.11)

0.18 (-0.00, 0.35)
0.22 (-0.02, 0.46)

-0.05 (-0.18, 0.08)

NOTE: Weights are from randoin effects analysis

-3.17

317




image9.tiff
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D ES (95% CI) Weight
T
Depressive symptoms |
Korn et al., 2009 — -0.68 (-1.34,-0.02) 2.66
Lord et al., 2017 —_—— 0.10 (-0.51, 0.71) 2.80
Kuo et al., 2016 —_—— -0.07 (-0.43, 0.28) 3.63
Farran et al., 2016 —0-'— -0.21 (-0.56, 0.15) 3.62
Dowling et al., 2014 —— -0.02 (-0.82, 0.78) 2.26
Connell et al., 2009 ——| | -0.59 (-0.98, -0.19) 3.48
Butcher et al., 2016 —_— -0.08 (-0.50, 0.35) 3.40
Subtotal (I-squared = 19.8%, p = 0.279) <jl> -0.23(-0.42,-0.03)  21.85
Subjective well-being :
Korn et al., 2009 S e oo 0.30 (-0.34, 0.95) 2.70
Mackenzie et al., 2007 —— -0.29 (-0.94, 0.36) 2.69
Kuo et al., 2016 —— 0.14 (-0.21, 0.49) 3.63
Farran et al., 2016 IL—O— 0.28 (-0.08, 0.63) 3.61
Dowling et al., 2014 —_ 0.40 (-0.40, 1.21) 2.25
Subtotal (I-squared = 0.0%, p = 0.593) = 0.18 (-0.03, 0.39) 14.89
. |
Burden and stress !
Hirano et al., 2016 —— ! -2.25(-3.25, -1.25) 1.78
Mahdavi et al., 2017 —_— : -2.25 (-2.81, -1.69) 2.98
Korn et al., 2009 —_— -0.56 (-1.21, 0.09) 2.69
Stirling et al., 2012 —_— -0.23 (-0.93, 0.48) 2.51
Mackenzie et al., 2007 —— 0.21 (-0.44, 0.86) 2.68

Farran et al., 2016 ——— 0.08 (-0.28, 0.43) 3.62

Dowling et al., 2014 —o—{-— -0.44 (-1.25, 0.38) 222

Liddle et al., 2012 —_— -0.24 (-0.98, 0.49) 244

Hirano et al., 2011 —rr -0.33 (-1.06, 0.39) 2.46

Horvath et al., 2013 —r -0.29 (-0.67, 0.09) 3.54

Connell et al., 2009 —_—— -0.22 (-0.62, 0.18) 3.48

Butcher et al., 2016 —L— 0.15 (-0.27, 0.58) 3.40

Subtotal (I-squared = 85.0%, p = 0.000) <>,' -0.49 (-0.90, -0.08) 33.80

. |

Positive aspects of caregiving |

Liddle et al., 2012 —_—— -0.20 (-0.93, 0.54) 243

Butcher et al., 2016 —r -0.21 (-0.64, 0.21) 3.40

Subtotal (I-squared = 0.0%, p = 0.977) < -0.21(-0.58, 0.16) 5.83

. |

Anxiety 1

Lord et al., 2017 — 0.01 (-0.61, 0.62) 2.80

Subtotal (I-squared = .%, p=.) <|> 0.01 (-0.61, 0.62) 2.80

Ability/knowledge |

Stirling et al., 2012 —_—r— 0.24 (-0.47, 0.94) 252

Kuo et al., 2016 | [=—— 0.40 (0.05, 0.76) 3.61

Liddle et al., 2012 || ———— 0.93 (0.13, 1.74) 225

Horvath et al., 2013 L 0.22 (-0.16, 0.60) 3.54

Salamizadeh et al., 2017 : —_— 0.64 (0.08, 1.20) 2.96

Connell et al., 2009 T 0.32 (-0.08, 0.72) 3.48

Subtotal (I-squared = 0.0%, p = 0.611) | < 0.38 (0.19, 0.57) 18.37

. |

Physical health |

Hirano et al., 2011 —_—l 0.15 (-0.58, 0.88) 2.46

Subtotal (I-squared = .%, p =.) <> 0.15 (-0.58, 0.88) 2.46

Overall (I-squared = 74.7%, p = 0.000) é» -0.11 (-0.28, 0.07) 100.00
|

NOTE: Weights are from ranldom effects analysis ! T

-3.25 0 3.256
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image1.tiff
Study
D

ES (95% ClI) Weight

Depressive symptoms ‘
Kurz et al., 2009 — -0.11 (. 222
Nufiez-Naveira et al., 2016 ——— -0.23 (-0. 1.37
Tremont et al., 2015 — -0.33 (-0.58, 228
Tremont et al.2008 —— -0.38 (-1.f 0.96
Chu et al., 2011 —_—— -0.30 (-0. 1.35
Sepe-Monti et al., 2016 —r— -0.16 (-0.- 2.05
de Rotrou et al., 2011 —— -0.08 (-0.- 1.90
Judge et al., 2013 _.—:t -0.25 (-0. 1.84
Finkel et al., 2007 -0.55 (- 0.99
Cristancho-Lacroix et al., 2015 —— 0.08 (-0.49, 0.64) 1.22
Kurz et al., 2012 —— 0.05 (-0.23, 0.34) 214
Steffen & Gant, 2015 — -0.51(-1.00, -0.01) 1.41
Subtotal (I-squared = 0.0%, p = 0.626) P -0.19 (-0.29,-0.08)  19.73
Subjective well-being
Kurz et al., 2009 - 0.14 (-0.11, 0.39) 226
Tremont et al., 2015 —— -0.03 (-0.27, 0.22) 228
van Mierlo et al., 2012 — 0.91(0.16, 1.66) 0.85
Gavrilova et al., 2009 —_—— 0.14 (-0.40, 0.68) 1.28
Guerra et al., 2011 —t— -0.1 1.28
Sepe-Monti et al., 2016 —— -0.1 2.06
Perren et al., 2006 —— 0.34 (. 1.80
Judge et al., 2013 — 0.08 ( 1.85
Cristancho-Lacroix et al., 2015 —t 0.19 ( 1.23
Ducharme et al., 2010 f——— 0.45 ( 1.67
Foss et al., 2007 — 0.72( K 0.88
Duggleby et al., 2018 - 0.14 (-0. . 2.06
Heydari et al., 2017 — 0.49 (0.03, 0.96) 1.49
Pankong et al., 2018 —_—— -0.11(-0.57, 0.35) 1.51
Steffen & Gant, 2015 —_— 0.78 (0.27, 1.28) 1.38
Subtotal (I-squared = 46.7%, p = 0.024) < 0.19 (0.05, 0.34) 23.87
Burden and stress
Kurz et al., 2009 — -0.13 221
Chen et al., 2015 —_— -0.56 1.19
Pahlavanzadeh et al., 2010 —— -0.03 1.25
Lok etal., 2017 —_—— .05 0.80
Tremont et al., 2015 .12 228
van Mierlo et al., 2012 —— -0.06 0.85
Tremont et al.2008 —_— -0.72 0.88
Gavrilova et al., 2009 — -0.09 1.28
Guerra et al., 2011 —_— -0.19 125
Chuetal., 2011 —_— -0.20 1.38
Kouri et al., 2011 ——t -0.53 1.21
Sepe-Monti et al., 2016 —— -0.08 2.06
de Rotrou et al., 2011 —_— -0.01 1.89
Judge et al., 2013 — -0.27 1.84
Kwok et al., 2013 —_—— -0.36 1.06
Finkel et al., 2007 — -0.58 0.99
Cristancho-Lacroix et al., 2015 —_—— 0.22 (. 1.23
Kurz et al., 2012 —— 0.30 (0. 213
Foss et al., 2007 —— 0.06 (-0.65, 0.76) 0.92
Steffen & Gant, 2015 —_— -0.49 (-0.99, 0.00) 1.41
Subtotal (I-squared = 58.2%, p = 0.001) < -0.23(-0.39,-0.07)  28.09
Positive aspects of caregiving
Tremont et al., 2015 - -0.27 (-0.52, -0.02) 228
Pankong et al., 2018 — 0.87 (0.39, 1.35) 1.44
Subtotal (I-squared = 94.1%, p = 0.000) — 0.28 (-0.84, 1.40) 372
Anxiety
Sepe-Monti et al., 2016 — 0.04 (-0.26, 0.35) 2.05
Judge et al., 2013 —r -0.30 (-0.66, 0.07) 1.84
Foss et al., 2007 b e 0.48 (-0.23, 1.20) 0.90
Steffen & Gant, 2015 — -0.68 (-1.18, -0.18) 1.40
Subtotal (I-squared = 68.3%, p = 0.024) - -015(-0.54,024)  6.20
Ability/knowledge
Chen et al., 2015 —_ 0.36 (-0.22, 0.94) 1.18
Nufiez-Naveira et al., 2016 —_— 1.38
Tremont et al., 2015 ~+— 2.28
van Mierlo et al., 2012 —_—— 0.84
Kouri et al., 2011 — 122
de Rotrou et al., 2011 1.89
Judge et al., 2013 —— 1.85
Kwok et al., 2013 —_r_..-—_ 1.05
Finkel et al., 2007 1.01
Cristancho-Lacroix et al., 2015 —_—— 122
Duggleby et al., 2018 -t 2.06
Steffen & Gant, 2015 T— 1.42
Subtotal (I-squared = 0.0%, p = 0.627) < 17.39
Social support
Finkel et al., 2007 o . 1.01
Subtotal (I-squared = .%, p =) ﬁo 1.01
Overall (I-squared = 59.2%, p = 0.000) 4» -0.02 (-0.10, 0.07) 100.00
NOTE: Weiahts are from random le!fect analysi T

-2.83 0 283




image2.tiff
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ID

Depressive symptoms
Gonzalez et al., 2014

Kunik et al., 2017

Moniz-Cook et al., 2008

Cheng et al., 2014
Gallagher-Thompson et al., 2008
Gallagher-Thompson et al., 2015
Cheng et al., 2016

Barnes et al., 2018
Gallagher-Thompson et al., 2007
Blom et al., 201

Livingston et al., 2014

Garand et al., 2014

Auetal., 2010
Gallagher-Thompson et al., 2010
Auetal, 2015

Kajiyama et al., 2013

Leeetal., 2011

Cheng et al., 2017

Subtotal (I-squared = 49.8%, p = 0.009)

Subjective well-being

Gant, Steffen & Lauderdale, 2007
Cheng et al., 2016

Barnes et al., 2018

Livingston et al., 2014
Martin-Carrasco et al., 2009
Martin-Carrasco et al., 2014
Gallagher-Thompson et al., 2010
Kajiyama et al., 20

Leeetal., 2011

Cheng et al., 2017

Subtotal (I-squared = 22.4%, p = 0.237)

Burden and stress

Gonzalez et al., 2014

Kunik et al., 2017

Ulstein et al., 2007

Moniz-Cook et al., 2008

Gant, Steffen & Lauderdale, 2007
Gonyea et al., 2006

Cheng et al., 2014
Gallagher-Thompson et al., 2008
Gallagher-Thompson et al., 2015
Cheng et al., 2016
Gallagher-Thompson et al., 2007
Martin-Carrasco et al., 2009
Martin-Carrasco et al., 2014
Gallagher-Thompson et al., 2010
Kajiyama et al., 2013

Leeetal., 2011 ———

Cheng et al., 2017
Subtotal (I-squared = 50.3%, p = 0.009)

Positive aspects of caregiving
Villareal-Reyna et al., 2012

Gonzalez et al., 2014

Cheng et al., 2016

Cheng et al., 2017

Subtotal (I-squared = 83.7%, p = 0.000)

Anxiety

Villareal-Reyna et al., 2012

Gonzalez et al., 2014

Moniz-Cook et al., 2008

Blom et al., 2015

Livingston et al., 2014

Garand et al., 2014

Subtotal (I-squared = 83.3%, p = 0.000)

Ability/knowledge

Gonzalez et al., 2014

Ducharme et al., 2011

Gant, Steffen & Lauderdale, 2007
Cheng et al., 2016

Barnes et al., 2018

Livingston et al., 2014

Garand et al., 2014

Auetal, 2010

Cheng et al., 2017

Subtotal (I-squared = 0.0%, p = 0.629)

Social support
Ducharme et al., 2011
Subtotal (I-squared =.%, p=.)

Overall (I-squared = 74.4%, p = 0.000)

-4.01

_-

ES (95% CI)

0.05 (-0.34, 0.44
-0.22(-0.52, 0.03
-0.90 (-1.57, -0.2!
-0.86 (-1.66, -0.05
-0.22 (-0.51, 0.07
-0.14 (-0.52, 0.23
-0.84 (-1.22, -0.45)

-0.48 (-0.78,-0.18)
-0.18 (-0.45, 0.10)
0.09 (-0.37, 0.55,

-0.39(-1.16, 0.3

-0.19(-0.67, 0.28,

-0.73 (-1.15,-0.31)
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