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ABSTRACT

To inform community-based stress monitoring tools and supportive interventions, this study aimed to understand caregiver stress
as experienced by a diverse group of informal caregivers guided by the Pearlin’s stress process model. We used a qualitative
descriptive design conducting semistructured interviews with informal caregivers (> 18 years) currently or previously caring for an
adult with health issues at home. Data were analysed using the framework approach. We recruited 27 caregivers (19 current and 8
former) from various geographic locations within the United Kingdom. In terms of background and context, poor caregiver health
increased stress whereas prior employment in health or social care, and access to trusted supports and resources reduced stress.
Common primary stressors included rapidly changing or palliative care care-recipient needs, loneliness and loss (i.e., loss of their
normal life, or of the life and future plans they had expected). Family conflict, occupational/economic strains and social/rec-
reational life constraints were important secondary stressors. Guilt contributed to intrapsychic strain resulting in low self-esteem
and feelings of role captivity. Few participants discussed positive elements of caregiving such as mastery or gain. Stress mediators
included coping strategies such as taking control, humour, taking brief respite, social activities, access to peer and other forms of
social support, and trusted support for caring. Common outcomes of stress included exhaustion, physical injuries, weight loss,
difficulty sleeping, depression and anxiety. Despite growing recognition of issues facing informal caregivers and policies or services
put in place to support them, our data indicate key stressors remain. Future supportive initiatives should reflect dynamic and
individual caregiver needs, thereby enabling caregivers to prioritise their mental and physical wellbeing and receive brief respite
from caregiving responsibilities. Stress monitoring tools and accompanying supportive interventions, if codesigned with caregivers
with lived experience, offer the potential to identify high-stress periods, enable timely interventions and guide more efficient
resource allocation.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the
original work is properly cited.

Copyright © 2026 Sian Saha et al. Health & Social Care in the Community published by John Wiley & Sons Ltd.
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1 | Introduction

Increasing complexity of long-term healthcare needs and on-
going constraints on the healthcare system has resulted in an
exponential rise in the need for family, friends or significant
others to provide caregiving in the home (henceforth referred to
as informal caregivers). The most recent (2021) census for En-
gland and Wales identified over five million people who are
informal caregivers providing essential care in the home at no
cost to the healthcare system [1]. This is estimated to save the
National Health Service approximately £193 billion each year [2].
Yet, despite their crucial role, these informal caregivers often face
considerable burden and stress due to the physically and psy-
chologically demanding nature of their caregiving re-
sponsibilities [3, 4].

Caregiver stress is defined as the emotional, physical and psy-
chological strain associated with providing sustained, often in-
tensive, care to someone with significant health needs [3, 4]. As
Pearlin and colleagues outlined using the stress process model
[5], caregiver stress includes the domains of the background and
context of stress, primary and secondary stressors, stress medi-
ators and manifestations of stress. Pearlin’s application of the
stress process model to caregiving, published in 1990, provides
a comprehensive framework to understand mechanisms by
which stressors lead to health outcomes, whilst also taking into
consideration the caregiving characteristics and context and
potential stress mediators, thereby reflecting real-world care-
giving experiences. Pearlin’s model remains a dominant and
widely used theoretical framework in stress research conducted
in diverse populations including caregivers.

Regardless of competence or support, most caregivers encounter
stress leading them to feel overwhelmed at times, particularly if
the care recipient is exhibiting challenging behaviour, has high
care needs or is on a palliative trajectory [6]. Burnout, depression,
physical illness, loss of social networks, low levels of quality of
life and financial concerns are common [7]. Decreased caregiver
well-being directly impacts on their capacity to provide care in
the home. This may result in the care recipient being transferred
to long-term residential care if their informal caregiver is no
longer able to assume this role [8]. Recognising the issues faced
and providing support to stressed caregivers is therefore
essential [9].

Caregiver stress is frequently overlooked and unmonitored by
healthcare professionals, society and caregivers themselves, with
symptoms of stress often left untreated [7, 10]. Various validated
instruments are available to assess caregiver stress. Yet, they are
infrequently used outside of a research context. Additionally,
these self-report tools do not measure stress in real-time and in
the real-world caregiving context to inform the need for sup-
portive interventions. Stress monitoring poses other challenges.
First, stress is subjective, dynamic in nature and responsive to
various and individualised mediators [11]. Second, stigma is
attached to admitting stress and need for support. Third, care-
givers have concerns about identifying the care recipient as
a source of stress and burden [12]. Finally, usual methods to
measure stress such as self-report questionnaires (e.g., Zarit
Burden Interview [13]) are collected at discrete timepoints (i.e.,
at baseline and study completion) and therefore do not capture
dynamic stress. Furthermore, self-report questionnaires can be
influenced by recall and social desirability bias [14].

Given the above challenges of stress monitoring and informed by
the Pearlin’s stress process model, this study aimed to charac-
terise caregiver stress from the perspectives of a diverse group of
current and former informal caregivers. These data provide
a contemporary, nuanced understanding of the lived experience
of caregiver stress that can inform the design of caregiver stress
monitoring tools, including emerging digital technologies as well
as community-based support strategies to alleviate stress.

2 | Materials and Methods

2.1 | Study Design

We conducted a descriptive qualitative study using semi-
structured interviews with informal caregivers. During the in-
terviews, we asked participants about their experiences and
perceptions of caregiver stress. We also asked their views on the
potential role of novel stress monitoring methods. These data are
published elsewhere [15]. We aimed to generate in depth un-
derstanding of the daily realities and stressors caregivers face, as
well as the supports they find helpful or lacking. This un-
derstanding will inform future development of stress monitoring
tools and support strategies that are grounded in the real-world
experiences of caregivers and that are sensitive to the diverse
factors influencing stress.

We chose a qualitative descriptive design as this provides direct
participant accounts making findings accessible to health and
social care practitioners and policy makers. We adhered to the
consolidated criteria for reporting qualitative research (COREQ)
guidelines in the preparation of this manuscript [16].

2.2 | Participants

Our inclusion criteria comprised adult informal caregivers
(> 18 years) who were currently or previously caring for an adult
or child in the home with long-term health issues. We did not
apply a time restriction in terms of when caregiving occurred if
the caregiver recipient had either died or recovered. This allowed
a greater number of caregivers to participate to provide a diverse
perspective of caregiver stress. We excluded people whose
caregiving role was for a healthy child and those with a pro-
fessional (paid) caregiving role. To describe our participants’
sample, we asked them to identify the primary health condition
of their caregiver recipient most responsible for their caregiving
responsibilities.

2.3 | Recruitment

We used a multimodal recruitment strategy and convenience
sampling while aiming for sample diversity. We contacted pre-
vious participants of an online peer support programme for
caregivers of people with motor neurone disease (MND) and
family members of our advisory group for research into recovery
from intensive care. We used snowballing methods, social media
(X), patient charities (ICUSteps, MND Association), the King’s
College London weekly research volunteer e-circular and E-
Carewell, a University of Ulster research programme exploring
digital support tools for carers. Interested caregivers expressed
interest via email to the research team (SS or EF) in response to
our recruitment materials and were then screened using the
above inclusion criteria.
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2.4 | Interview Guide Development

We developed the interview guide (see Supporting Information
(available here)) iteratively among the study team. Interview
questions 1-4 (reported in this study) were deliberately open-
ended to explore participants’ experiences of caregiving, care-
giver stressors and support received (including peer support).
Subsequent interview questions were more focused on ascer-
taining perceptions of various novel digital technologies to
measure stress (these data are reported elsewhere [15]).

Before formal data collection commenced, we conducted a pilot
interview of the interview guide, to ensure the questions had
clarity, were in a logical order and elicited the required in-
formation (data were retained for analyses). Feedback from the
pilot interview led to minor changes (e.g., we did not ask question
7, “Have you ever used technology to support you in your caring
role? If yes, what?” because the participant did not understand
what this meant.)

2.5 | Data Collection

We conducted one-on-one interviews (February to August 2023)
over video using Zoom or telephone call dependant on partici-
pant preference. Remote interviews enabled us to recruit par-
ticipants from various geographic locations and to schedule at
times that accommodated their caregiver responsibilities. Par-
ticipants choose their preferred mode of interview to promote
comfort and encourage open, honest reflection on what can be
a sensitive topic.

All interviews were conducted by a nurse researcher (Sian Saha)
with interview training and experience. Sian Saha had no prior
relationship with participants, although some were previously
interviewed following their participation in a digital peer support
randomised controlled trial [17]. Participant demographic in-
formation was collected at the start of each interview. Interview
field notes were made with interviews digitally recorded, pro-
fessionally transcribed and subsequently anonymised by the
research team (Sian Saha). We maintained a clear audit trail of
interviews, data charting, study group meeting minutes and data
analyses. Participants were given a £15 gift voucher in lieu of
their time. Transcripts were not returned to participants for
member checking to avoid further burden to participants; no
participants withdrew their data. We discontinued interview
recruitment when the study team considered that no new data
were being identified and we had reached sufficient information
power [18] for our relatively narrowly focused aim and partic-
ipant specificity.

2.6 | Data Analysis and Conceptual Framework

We conducted a framework analysis [19] informed by Pear-
lin’s stress process model [5]. In this model, there are four
domains with multiple subdomains. The domains are (1)
background and context (with subdomains comprising care-
giver characteristics, caregiving history and access to and use
of resources/supports); (2) stressors including primary
stressors (with subdomains of cognitive status and problem-
atic behaviours, activities of daily living (ADLs) dependencies
and hardships of caregiving, i.e., overload and relational
deprivation) and secondary stressors (with subdomains of
family conflict, occupation/economic strains, social life/

recreational constraints and intrapsychic strains including
low self-esteem, role captivity and mastery/competence/gain);
(3) mediating conditions (with subdomains of coping and
social support) and (4) outcomes (with subdomains of phys-
ical, cognitive and mental health manifestations of stress).
Together, these domains and subdomains formed the struc-
ture of our matrix and coding.

The framework approach [19] allowed us to compare and con-
trast data whilst maintaining the context of the individual par-
ticipant views. When applying the framework approach, we
followed the procedures of (1) transcription; (2) data familiar-
isation; (3) coding; (4) developing a working analytical frame-
work; (5) applying the analytical framework; (6) charting data
into the framework matrix and (7) data interpretation. Using
a deductive approach, data were coded independently by two
research team members (Sian Saha and Emily Flowers) using the
comment and highlight functions of Microsoft Word and then
charted using Microsoft Excel. Two senior authors (Louise Rose
and John Rooksby) reviewed and coded 40% of the transcripts.
Data and coding were discussed by the team (Sian Saha, Emily
Flowers, Louise Rose and John Rooksby) at monthly meetings
until agreement was reached that the codes fit the data. The final
codebook was reviewed by the wider study team (Joan Condell,
Faith Matcham, Alexander J. Casson, Chee Siang Ang and Tony
Robinson). Finally, quotes illustrating the domains and sub-
domains were chosen.

We used the following demographic key for these illustrative
quotes to represent participant age category, care recipient re-
lationship and whether the care recipient had MND or another
health condition: participant age: 18-40 = A, 41-65=B, > 65
=C; care recipient: spouse=1, sibling=2, parent=3,
grandchild =4, grandparent=>5; MND =a, and other health
condition =b.

2.7 | Ethical Approval and Informed Consent

We obtained research’s ethics approval from the King’s College
London Minimal Risk Committee (reference no: MRA-22/23-
34473). All participants were informed about the study aims,
their rights as participants and confidentiality of their responses.
Written (by returning a signed consent form) or verbal informed
consent (audio recorded prior to the interview) was obtained
before interview.

3 | Findings

We recruited 27 caregivers from across the United Kingdom
including the devolved nations, most of whom were aged 41-65
(63%) and female (70%). Participants were mainly White British
(70%), and the majority had completed tertiary or postgraduate
education (74%). Caregivers most often supported a spouse or
parent (81%) and were caring for individuals with diverse health
conditions, including MND (33%), post-ICU recovery (22%) and
dementia (19%). Caring demands were substantial, with over half
providing 10-24 h of care per day, and most (70%) were still in an
active caring role (see Table 1 for demographic details). No
parent caregivers of children with long-term health needs
responded to our recruitment methods, meaning that the care-
giver relationship ‘child’ was not included. Interviews ranged
from 15 to 49 min (mean 33 min).
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TABLE 1 | Demographics of interview participants.

n
Age
18-40 2
41-65 17
> 65 8
Gender
Male 8
Female 19
Ethnicity
White British 19
Asian or Asian British 2
Black, African, Caribbean or Black British 3
Mixed or multiple ethnic groups 2
Other ethnic group 1
Level of education
Some primary school 0
Completed primary school 0
Some secondary school education 0
Completed secondary school education 5
Some tertiary (college or university) courses 2
Completed college or university undergraduate level qualification 13
Completed graduate degree (Masters and above) 7
Employment
Retired 10
Full-time work 10
Self-employed

6
Part-time/casual work 1
Student 0
Unable to work/receiving unemployment benefits 0
Other 0

Person cared for

Spouse 11
Sibling 3
Parent 11
Child 0
Grandparent 1
Grandchild 1
Friend 0

Primary care recipient health needs
Motor neurone disease
Recovering from ICU admission
Dementia
Learning difficulties
Ageing

Parkinson’s

= o= N W un OO

Previous stroke
Still have a caring role
Yes 19
(Continues)
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TABLE 1 | (Continued)

n
No, previous caregiver
Number of hours caregiving
10-24h a day 15
5-30 h week 4
1h week 1
Variable depending on need 6
No data 1
How long caring?
< lyear 4
1-5years 14
5-10years 5
> 10 years 4
Previous experience of peer support
Yes 15
No 12

We identified that the following domains and subdomains of the
Pearlin’s stress process (summarised in Table 2) were relevant to
our participants’ experiences of stress.

3.1 | Domain 1: Background and Context of Stress

In the Pearlin’s model, background and context of stress includes
subdomains of caregiver characteristics, caregiving history and
available resources. Findings within this domain highlight the
personalised and dynamic nature of caregiver stress that any
form of stress monitoring or stress targeting intervention needs to
accommodate.

3.1.1 | 1la. Subdomain: Caregiver Characteristics—
Age

We identified different perspectives towards caregiver stress
related to the age caregiving commenced. For example, partic-
ipants commencing a caregiving role as a young adult (i.e., age
18-25) reported that they initially did not grasp the enormity of
caregiving responsibilities.

“I think when I looked after my mother I was very young, and I
don’t think I really understood what I was doing to be quite
honest.” (ID11B2b)

Participants who commenced a caregiving role as a young adult
described the stress of having to juggle caregiving with other life
responsibilities such as education and finding a career.

“I was only maybe seventeen years old. It was a lot of re-
sponsibility for me to have and a lot of pressure because at that
age, trying to work on yourself and trying to focus on yourself
and like, I was going through a time of [exams].” (ID18A3b)

Conversely, older participants considered their caregiving situ-
ation as an accepted responsibility and a social expectation and

did not specifically acknowledge stress (or the need to monitor
stress) arising from it.

“I think it’s, for people probably of my age, they won’t ac-
knowledge stress.” (ID25B2b)

3.1.2 | 1b. Subdomain: Caregiver Characteristics—
Occupation

Participants who had a healthcare or managerial-type occupa-
tional background described how they used this knowledge to
negotiate the healthcare system. This knowledge also gave them
a better understanding of what caregiving entailed thereby re-
lieving stress somewhat.

“I knew my way around health because I was working as a social
worker... I knew more about how to ask questions and how to
stand up and say, “Look, I want an answer to this.”” (ID17C1a)

Participants who had occupations exposing them to high levels of
stress also saw this as helpful in managing their own stress.

“I've seen all sorts of very nasty stuff [in previous employment]
and I don’t get stressed.” (ID12C1a)

3.1.3 | 1c. Subdomain: Caregiver Characteristics—
Caregiver Health Status

Participants described how their own health shaped their re-
sponse to their caregiving situation with worsening health in-
creasing their stress, perception of burden and ability to cope.

“I know I'm not coping too, too well at the moment. I've got a lot
of things on, I've got a sixteen year old son, I'm not one hundred
percent well myself and everybody comes to me for everything.”
(ID13B5b)
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TABLE 2 | The Pearlin’s stress process: A summary of domains and relevant identified subdomains.
Domain Subdomains
Age
Occupation

Domain 1: Background and context of stress

Caregiver health status
Relationship to care recipient
Care needs of the care recipient
Access to and use of resources

Domain 2: Primary stressors

Cognitive status and problematic behaviours
Activities of daily living dependencies
Hardships of caregiving

Domain 2: Secondary stressors

Family conflict
Occupation/economic strains
Social life/recreational constraint

Domain 2: Secondary stressors—intrapsychic strain

Low self-esteem/loss of self
Role captivity
Competence, mastery and gain

Domain 3: Mediators

Coping
Social support

Domain 4: Outcomes—manifestations of stress

Physical
Cognitive
Mental

3.1.4 | 1d. Subdomain: Caregiving History—
Relationship to Care Recipient

Stress was perceived differently depending on a participant’s
relationship to the care recipient and whether they embraced
their caregiving role or felt forced to do it as no one else was
available or would take it on.

“Especially having no family or siblings, I'm the only one, and
my obligation obviously in this case was my mother ... Your
priority lies there, and then you're left with sort of the aftermath.
(ID8B3b)

2

“From my perspective, I was really happy to deliver care on
my own. It was something that we had discussed from the
beginning. So I made a promise and I stuck to the promise
really.” (ID3Cla)

Stress was further influenced by previous conflict with the care
recipient, creating a barrier to overcome when providing care.
This also led to feeling unappreciated.

“Daddy would be in a temper or something, you’re learning how
to manage that, because you have all the triggers that happen
with your childhood.” (ID21B3b)

3.1.5 | 1le. Subdomain: Caregiving History—Care
Needs of the Care Recipient

Participants reported that they experienced stress when care
needs changed rapidly, particularly those caring for individuals
with MND which has a rapidly palliative trajectory. Conversely,
stress was mitigated by hope of recovery for those participants
caring for individuals on a recovery trajectory.

“And then when he was diagnosed, it was like a bomb hitting us
both. It was stressful from the beginning because we knew that it
was certain death” (ID17Cla)

“When he came home, it was such a good feeling that he was
getting over it” (ID23B1b)

3.1.6 | 1f. Subdomain: Access to and Use of
Resources

When discussing accessing resources for their care recipient,
participants spoke about trust. When trusted support was
available, stress was reduced. Trust in the caregiving provided by
others enabled participants to take a break that resulted in, an
albeit temporary, stress reduction.

“Thankfully I've got a very, very, very good [professional] carer,
who I trust, I'm not very trusting with people looking after my
nan but I don’t know what I'd do without her to be honest with
you” (ID13B5b)

In contrast, when caregiving support was offered or provided
from a source they did not trust, having to accept this support
increased their stress levels. Accessing external supports created
additional burden due to the preparation needed to hand over
their caregiving responsibilities, as well as overwhelming anxiety
from leaving their care recipient with someone whom they did
not trust.

“My mum and dad weren’t comfortable with carers ... My dad
[who was the primary caregiver for mum] got so stressed about
what they were doing, what he had to get out for them in the
morning, even though I'd set it up all the night before” (ID9B3a)
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Participants described accessing external networks that reduced
their feelings of stress and isolation including community-based
programs run by healthcare professionals, charities or hospices and
carers’ networks providing practical, emotional and informational
support from peers (i.e., other caregivers in similar situations).

“The hospice were extremely useful .. They were always
available on the phone. That took a lot of stress away ... because
it was really difficult getting hold of other healthcare pro-
fessionals” (ID24C1b)

Conversely, lack of local community resources, complexities of
getting care packages in place and interacting with organisations
involved in the provision of in-home care frequently resulted in
elevated stress.

“So there are lots of things that are good about the services here,
but a lot of things that also need tweaking, and part of the
problem is lack of resources, you know, the eternal problem”
(ID17C1a)

Some participants identified that they did not access supports
that might be helpful for managing stress due to being consumed
with their caregiving role and deprioritising the monitoring of
their own needs.

“They did offer like you know, psychological help for me, they did
offer therapy and everything but I think at the time, I was just so
focused on my mum, that I kind of didn’t really take them up on
that” (ID18A3b)

Participants identified that they did not want to risk being seen as
not coping by asking for help, with anticipated consequences
such as intervention from social services.

“So, I couldn’t ask for help because then the social services would
have come in because it was said that my daughter had adequate
support” (ID20A4b)

Other participants described actively reaching out for help, such
as requesting medication prescribed by their GP to manage their
stress and mood.

“So eventually, I did phone my GP and I explained what was
going on ... I went onto antidepressants and that sorted it out”
(ID3C1a)

3.2 | Domain 2A: Primary Stressors

In the Pearlin’s model, primary stressors directly result from the
caregiving situation, whereas secondary stressors arise from roles
and activities outside of caregiving. Secondary stressors can cause
intrapsychic strain with altered self-concept and loss of self.

3.2.1 | 2Aa. Subdomain: Cognitive Status and
Problematic Behaviours

Participants described the stressful effect of witnessing cognitive
changes including memory loss, communication difficulties and

recognition failures in their care recipient. They described this as
draining, upsetting and a loss of the person they cared for and of
their relationship with that person. Participants reported re-
ducing their stress arising from these behaviours by reminding
themselves as they are not the fault of the care recipient, rather
the condition they are living with.

“When she talks, she talks a lot and it’s repeated sentences and so
on so, I've heard the same story for like, five years over and over
and sometimes it’s draining but it’s not her fault, it’s the disease”
(ID13B5b)

Problematic behaviours such as not accepting support, not ad-
hering to medical advice or being physically and/or verbally
aggressive increased stress. These behaviours created relational
conflict as well as worry for the care recipient’s wellbeing and
prolonged suffering.

“People with MND do get cognitive changes, do get behavioural
changes, do get emotional mobility and they can be angry, they
can be self-centred, they can be difficult to care for” (1ID14B3a)

Care recipient resistance to caregiving resulted in increased
surveillance (often covert). This surveillance was often near
constant, ensuring that the care recipient was safe but with
a resultant increase in participant stress levels and fatigue.

“I installed cameras in the house, so as I can watch her
movements and see what she’s doing. But no matter where I am,
and if I was on holiday... I'd still be watching the camera to see
what she’s doing or not doing” (ID25B2b)

3.2.2 | 2Ab. Subdomain: Activities of Daily Living
(ADLs) Dependencies

Dependence of care recipients for ADLs created stress. For some,
this was compounded by the need to provide care during the
night, including managing healthcare technologies supporting
breathing, which interfered with sleep.

“It got to the point where he was waking me up sort of three or
four times a night every night. So that was getting really stressful
and difficult to cope with then the next day” (ID10C1a)

Another source of stress was care recipient loss of communi-
cation function.

“He can only mouth things, and I find it stressful when I don’t
understand him. He finds it stressful when I don’t understand
him, and then that affects me” (ID15C1b)

In contrast, some participants spoke about developing a daily
routine that provided them an effective coping strategy that
relieved the stress of providing daily support for the ADLs.

“The day-to-day stuff isn’t stressful anymore, really. We wish it
wasn’t happening to us, but it is. So, getting up and either
showering him or get his equipment ready so that he can wash
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himself, we've got that off to a tee and I don’t find that stressful at
all.” (ID24C1b)

3.2.3 | 2Ac. Subdomain: Hardships of Caregiving

Stress, overload, fatigue, anxiety and burnout were common ex-
periences expressed by our participants, particularly those who had
provided caregiving for prolonged periods. Caregivers described
constant worry, feeling a huge weight of responsibility and sadness
watching their relative decline whilst, at the same time, having to
deliver practical care and continue their daily lives.

“You’re in a situation where you're so exhausted with the
physical side of it, with the mental side of it of watching this
person in such a terrible situation. And every other thing that
comes up that you have to do, even though it might be a small
thing, seems like a mountain to try to climb” (ID17C1a)

Relational deprivation was experienced as loss and feelings of
loneliness.

“The stresses of it were amagzing ... the loneliness really was the
biggest thing, and the lack of adults’ company. Because as I said
to the staff all the time, she’s not just my wife, she’s my best
friend” (ID6B1b)

Losses included loss of their normal life, or of the life and future
plans they had expected.

“We’ve not been able to do what we wanted to do for retirement.
We can’t go on holiday, like we used to go on holiday. It’s such
kind of things that I find the hardest to cope with really”
(ID10C1a)

Some participants still in a caregiving role expressed anticipated
loss of their family member.

“I'm grieving somebody who’s alive so, it worries me what my
reactions going to be when she does pass.” (ID13B5b)

3.3 | Domain 2B: Secondary Stressors

Findings in this domain reveal the pressures caregivers experi-
ence that are outside of the direct caregiving role.

3.3.1 | 2Ba. Subdomain: Family Conflict

Participants described the stress of having to ‘step-up’ to the
caregiving role whilst other family members were not doing the
same, or to the same level. This created resentment and often
added to existing family grievances or conflicts (often unrelated
to the caregiving situation) causing stress. This family conflict
caused participants to feel unappreciated in their role.

“It’s kind of awkward we’re both in the kitchen and I don’t talk to
him, then I have to tell him like, you have to grow up, it’s like having
an extra baby with my dad and it’s like well, you should be really
helping me, why is it on me and then I kind of get upset” (ID13B5b)

3.3.2 | 2Bb. Subdomain: Occupation/Economic
Strains

Participants referred to the enormity and overwhelming level of
responsibility of their role, needing to do ‘everything’. This in-
cluded looking after other dependants, maintaining home up-
keep, managing finances, organising care packages and acting as
the point of communication about and for the ‘patient’, all whilst
delivering physical and emotional caring tasks.

“I think the stress comes from trying to cope with looking after
[NAME] and what he needs, and then having to do everything
else as well” (ID10C1a)

The physical and mental exhaustion of trying to maintain
anormal life alongside their caregiving role resulted in a constant
high stress level that meant dealing with anything new felt like
a ‘mountain to climb’.

“As the carer you've got your person that you’re looking after,
keeping all of this administration up together and then you're
running a house as well, because the house don’t run itself”
(ID1C1a)

Participants who had to work to maintain income for themselves
and the family expressed the enormous stress that juggling work,
caregiving and other commitments created.

“I’'m very concerned because my mother is getting worse and her
ailments are no longer limited to Parkinson’s only and at the
same time I have a full-time job and I'm not able to compromise
much on that because this is my sole source of income” (ID4B3b)

Many participants found it challenging to set boundaries and to
balance their conflicting priorities relating to caregiving and
work. Participants described not wanting either role to suffer but
finding this impossible to achieve, resulting in feelings of guilt
that further contributed to their stress. Working from home was
seen as a facilitator to performing both roles but also added to
stress as participants did not want the quality of either role to be
compromised.

“I'd set a boundary from the beginning anyway, that no laptops
when she’s in the room so that she has me totally, and I'm not ...
it’s important she doesn’t feel as though work is getting in the

way. So, that’s the tension that I find is difficult to manage’
(ID22B3b)

Having a supportive employer helped to alleviate some of this
stress, whereas a less accommodating employer could add to
stress.

“The company that she did work for ... actually gave us enough
money as a gift so that I could stay off work, so I didn’t have to
worry about paying bills, et cetera” (ID6B1b)

“So even though I know there is something in the law that
enables me to accommodate caring towards my mom, that’s not
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being utilised just because I have such [unsupportive] managers”
(ID4B3b)

Some participants described having to give up work completely
to care for their family member. In some cases, participants had
to take extreme measures to ensure financial stability.

“I sold my house, so that was the money worry away, I think
money is a desperate worry” (ID20A4b)

3.3.3 | 2Bc. Subdomain: Social Life/Recreational
Constraint

Some participants spoke about the physical restrictions imposed
on them or that they imposed on themselves. This included not
being able to leave the house (and their care recipient) for even
short periods due to the level of care demands and concerns
about safety.

“I stopped going to the gym because I didn’t want to leave them. I
went out twice in those months with my friends, and it was just
so much of a stress to get somebody to take my place, it was just
easier not to go” (ID9B3a)

Participants described how even when physically able to leave
their family member, they could never mentally switch off from
their caregiving role as well as the large amount of preparation it
entailed.

“I have a few hours out with a friend or go to a spa or something, the
amount of things you have to think about before you go ... that’s the
bit I think probably carries the most stress for me, that you just can’t
stop thinking about someone else the whole time” (ID24C1b)

Other participants spoke about modifying their social activities
such as giving up drinking alcohol so they could always be
available in case of caregiving emergencies.

“I made the decision I am not drinking now because I cannot
afford to have any kind of, if I need to get her somewhere I need
to be in a condition to drive her” (ID1Cla)

Participants described their sense of duty as a caregiver forced
putting themselves ‘on hold’ and giving priority to their care
recipient resulting in feeling socially isolated from friends and
family. Some participants accepted this willingly, while for
others, this created resentment and stress.

“I lost contact with a lot of friends ... I hardly saw anybody, and
next thing we’re in COVID, back to back. So, for about five years I
was disconnected, that had a negative impact” (ID8B3b)

3.4 | Domain 2C: Secondary Stressors—
Intrapsychic Strain

Findings in this domain describe the complexity of emotions our
caregiver participants commonly experience. Optimal stress
monitoring tools should recognise nuances in caregiver stress
and provide appropriate feedback.

3.41 | 2Ca. Subdomain: Low Self-Esteem/Loss of
Self

Participants often felt inadequate in their caregiving role and
expressed doubt that they were doing enough for their care
recipient. Such negative feelings reduced their self-esteem and
how much satisfaction they gained from the role.

“I was kind of scared in a way that I wouldn’t be up to par... I
had no self-esteem and no confidence ... I kind of feel like my self-
worth at the time, relied on how well I was doing with my mum
and how well I was handling the stress and pressures”
(ID18A3b)

Participants reported neglecting themselves because of their
caregiving demands and that the caregiver role became their
identity resulting in a lack of self-care. This experience was
perceived as stressful, taking an emotional and physical toll on
their well-being.

“You just keep going and keep going because that’s your person
and sometimes you don’t notice that you've not eaten all day or
you know, that you've forgotten stuff that you need to do for
yourself so, you fall behind and you end up eating up yourself or
not doing what you’re supposed to do” (ID13B5b)

Feeling guilty for not coping played a role in the reasons par-
ticipants did not seek support from paid caregivers. Those par-
ticipants who did accept paid caregiving continued to feel guilty
despite gaining relief from the support.

“If you put her in [a] care home, you still have to live with the
guilt of that, your brain just doesn’t switch off” (ID13B5b)

Participants described feeling guilty because their relative was
suffering, yet it was themselves who was not coping, or con-
versely, they felt guilty because they were OK, and their relative
was not. Participants also felt guilty when at times resenting their
caregiving role.

“I feel guilty that I'm okay and my brother’s not, and I feel guilty
if I feel stressed because I'm okay, and he’s not, and I just think
about how he feels” (ID11B2b)

“There are mornings when I don’t want to get up and then I feel
guilty for not wanting to get up and go down there” (ID13B5b)

Guilt eroded satisfaction with their caregiving role and their
sense of well-being.

“Lots of feelings of guilt, even though I know I shouldn’t feel
guilty because I know I did the absolute best I could do for him”
(ID17Cla)

3.4.2 | 2Cb. Subdomain: Role Captivity

Participants felt a huge weight of responsibility so much so that
they feared any absence from their duties would be detrimental
to their care recipient.
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“If 'm not in a good space, then everything falls apart and I can’t
rely on anybody else to do what needs to be done ... I can’t afford
to get sick” (ID13B5b)

How participants approached their caregiving role (whether they
embraced it, resented it or were equivocal) influenced their stress
levels. For some, this role captivity was overwhelming.

“It is just relentless ... Some days you just want to escape for
a day” (ID24C1b)

Participants who embraced the role tended to have lower stress
levels.

“It’s not so bad doing something that you want to do. It’s
stressful, but it’s not nearly as stressful as something you don’t
want to be doing” (ID1Cla)

For some, undertaking caregiving roles also helped to relieve
stress despite role captivity.

“I got fed up of the healthcare professionals bringing up care ... They
couldn’t quite get their head around the fact that I would be more
stressed if [was apart from [NAME] than if we’re together” (ID3C1a)

3.43 | 2Cc. Subdomain: Competence, Mastery and
Gain
Some participants expressed that they gained a lot from care-

giving, taking joy from providing care and the experience of being
with their family member.

“I'm really grateful, it’s a blessing and I'm honoured to have her
... She says the most amazing things sometimes which are really
funny, we have a good laugh together ... and I kind of feel that
this is my chance to give back” (ID16B3b)

Key to having a sense of competency, mastery and gain was
having a well-developed routine and support systems for pro-
viding care. This helped participants to feel in control thereby
reducing stress.

“T would set the whole day’s food and drugs along a shelf and I
would start at one end and I'd work through to the other and then I
knew that I delivered everything during the course of the day be-
cause you get tired, you forget, you make mistakes” (ID1Cla)

3.5 | Domain 3: Mediators

In the Pearlin’s model, stress mediators are elements such as
social support or coping skills that can mediate the effects of
stress. Findings in this domain help us to understand the dif-
ferent stress management strategies caregivers’ use. Stress
monitoring tools should recognise the stress that may lead
caregivers to engage in certain ‘coping’ behaviours and the effect
these have on their recovery/stress levels.

3.5.1 | 3a. Subdomain: Coping

Participants described positive strategies to reduce stress such as
exerting control over how care from healthcare professionals and
paid caregivers was delivered, e.g., timing of when they were
present in the home.

“We were going to manage it around our needs and not their
operational needs. So nobody was allowed to visit before
noon, and nobody was allowed to visit after four o’clock”
(ID3C1a)

Other coping strategies included finding humour in their situ-
ation and using problem-solving approaches to avert stress.

“You have to have a sense of humour because anyways you
would definitely go off your head” (ID6B1b)

A frequently mentioned coping strategy was taking a brief re-
spite. This took many forms including physical break and
emotional breaks. Emotional breaks included actively stepping
away for a short period of time.

“If I got frustrated, we either had a little discussion or I went for
a walk around the garden for two minutes and came back in
and calmed down” (ID12C1a)

Physically getting outside for fresh air with the care recipient
helped to reduce participant stress.

“The walk out was our fresh air and for me that was the only
way to maintain my wellbeing and I didn’t have time for
anything else, that was it” (ID1Cla)

Participants spoke about giving themselves permission to par-
ticipate in activities that promoted their wellbeing such as
counselling or social activities. This enabled them to feel
refreshed and revitalised to return to their caregiving role.

“I also gained counselling, and the main thing that I got is about
self-care and creating boundaries so that I didn’t get into
burnout. I will build in time on the weekend or after work, to do
something nice for me” (ID22B3b)

3.5.2 | 3b. Subdomain: Social Support

Participants reported reduced need for external support to
manage stress when they had a good family/friend network that
provided trusted and practical support to do other activities and
have a break. These family/friend networks reduced stress as
they provided the opportunity and emotional support to sound-
off when feeling stressed.

“I've got some really good friends. And down to one of them even
just say, ‘For goodness sake, put a pair of big girl pants on and
get on with it!” Yeah, okay. I needed that today” (ID24C1b)
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The composition of these networks also differed with life stage
with those that were in early retirement having a wider network
of friends with time to provide support.

“We've only got very small family, and our son did what he
could, but of course he was working full-time whereas a lot of our
friends were retired. I don’t think either of us would’ve survived
without their help” (ID17C1a)

However, participants identified that support dwindled following
the initial diagnosis/illness as well as described limitations as to
the type and how much support family/friends could or would
provide. If family was not living locally, this also limited op-
portunities for support.

“Although I would speak to people on a daily basis, there was
sometimes where you’d try and ring people and they wouldn’t
answer, or they’d be busy, they’d got their own lives and I didn’t
want to disturb people. And you felt really alone and really
isolated that you couldn’t do anything” (ID6B1b)

Those participants accessing peer support from other caregivers
(either formally or informally) found it gave them opportunity to
reflect on their experiences, gave encouragement, reduced
feelings of isolation and loneliness and helped to normalise the
caregiving situation enhancing their ability to cope and reducing
stress.

“It saved me ... Simple as that. It saved me ... You’d have an adult
conversation with other adults who had been through the same
thing that you’d been through. Unless you've experienced it, it’s
really difficult to put it into words” (ID6B1b)

Participants perceived that interacting with other caregivers
who had experienced a similar situation provided better
support than that provided by family members or healthcare
professionals.

“It’s not someone saying from a book that this is what you should
do ... I'm more likely to take the advice of someone who has been
through it than someone that hasn’t” (ID7B3b)

Peer support also provided very practical support in terms of
accessing relevant information and advice.

“It has been really useful with someone else say “oh did you know
you can get bereavement support if you’re under this age”,
and “did you know you can get this from your MND nurses” so
they share a lot of information that theyve been through”
(ID9B3a)

Participants also provided examples of a lack of social support
despite their ongoing and in many cases increasing needs for
social, physical and emotional support.

“When anything like this first happened, everybody would be
there for you... now I need people and it’s not, it’s more human
being behaviour. But people’s lives move on.” (ID11B2b)

3.6 | Domain 4: Outcomes—Manifestations of
Stress

In the Pearlin’s model, stress manifestations are the mental,
physical and cognitive health outcomes of stress. Findings in this
domain highlight the variety of physical, cognitive and mental
symptoms of caregiver stress and their fluctuations. Dynamic
monitoring incorporating each domain may lead to personalised,
timely and therefore more effective interventions.

3.6.1 | 4a. Subdomain: Physical

Participants spoke of fatigue and exhaustion as well as physical
illness associated with unrelenting stress and injuries caused by
caregiving.

“Oh, I'm exhausted. I would say I have aged tremendously”
(ID21B3b)

“I took a couple of minor strokes, that’s what it was ... So they
checked on my medical history and stress was the only thing we
could put it down to” (ID25B2b)

Participants acknowledged the physically demanding nature of
caregiving including challenging tasks such as lifting and
mobilising that had a direct impact on their physical well-being.

“I've got a sore wrist. I've got a sore hip and I pulled a muscle in
my chest ... I feel like I've been in a boxing ring with somebody ...
I'm just busy all the time and it’s heavy lifting. He’s a heavy guy”
(ID4B3b)

Weight loss was recognised as an outward sign of stress, either
due to low appetite or not taking time for themselves because of
an overwhelming focus on their care recipient instead of
themselves.

“[1] lost nearly a stone in weight, partly because of the stress and
partly because I just didn’t feel like eating ... That’s a good
physical indication [of stress]” (ID17C1a)

3.6.2 | 4b. Subdomain: Cognitive

Decreased cognitive wellbeing as the result of constant caregiving
demands resulted in being unable to concentrate or sleep.
Heightened stress inhibited how participants functioned during
routine tasks. Disturbed sleep was attributed to their constant hy-
peralert state due to concerns regarding their care recipient’s safety.

“No, like I say, awake from 3 o’clock this morning so no, I was
expecting you know, you’re always listening in case you get
called” (ID19B3a)
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3.6.3 | 4c. Subdomain: Mental

Participants described symptoms of depression such as feeling
tearful, life feeling monotone and losing their sense of humour.

“It’s difficult balancing my emotions on days, there’s some days
when I'm there and I just sit there in tears” (ID13B5b)

Feelings of anxiety and panic were described frequently, par-
ticularly when participants felt overwhelmed with their care-
giving situation. Some participants described a state of chronic
anxiety throughout their daily lives as a caregiver.

“It’s like a constant feeling of being in a heightened state of
anxiety, it is. It’s all, there’s no escape from it. You wake up in the
night and you feel anxious” (ID23B1b)

Other participants experienced anxiety in heightened bursts with
some having panic attacks.

“For me, I had a panic attack. I thought it was a heart attack
actually” (ID3Cla)

Stress, anxiety and heightened emotions resulted in irascibility
with participants speaking about expressing their feelings of
frustration by shouting directed towards their care recipient or
towards healthcare professionals. Participants spoke about
reaching a tipping point when they felt overwhelmed by stress
and unable to cope leading to an outward and verbal demon-
stration of their stress.

“Because I'm shouting and you get to this stage where you’re
nearly like screaming ... You realise that it’s got to this stage
where the stress is too much now, and it has to come out some
way” (ID26B1b)

4 | Discussion

In this descriptive qualitative study, we used Pearlin’s stress
process model as the theoretical framework to understand key
issues and circumstances that contribute to stress among in-
formal caregivers with diverse caregiving experiences. We
identified examples reflective of the subjective, personalised and
dynamic nature of stress, as well as important mediators, that are
informative for the use or design of stress monitoring tools or
intervention that aims to reduce caregiver stress.

For the domain ‘Background and context of stress’, we found that
stress was increased with rapidly changing care recipient needs
or those on a palliative trajectory, as well as when caregivers were
experiencing health issues of their own, offering a more dynamic
picture of the context of stress than previously reported. Re-
lationship to the care recipient and caregiver age had a variable
influence on caregiver stress, whereas prior employment in
a health or social care field, and access to trusted resources
reduced caregiver stress. Important primary stressors were the
care recipient’s declining and unpredictable cognitive status
particularly that resulted in problematic behaviours and com-
munication challenges, high dependency and coexisting care-
giving hardships such as loneliness and sense of loss. Important

secondary stressors were family conflict, occupation/economic
strains and social life/recreational life constraints. Intrapsychic
strain was evidenced through low self-esteem, frequently the
result of guilt. All participants expressed elements of role cap-
tivity with fewer reflecting on the positive elements of caregiving
through mastery, as has been reported previously. Mediators
comprised coping strategies such as taking control, finding
humour, taking brief respite and social activities. Outcomes of
stress included extreme exhaustion, physical injuries, weight
loss, difficulty sleeping, depression and anxiety. These insights
deepen understanding of how stress fluctuates, how support
from trusted sources mediates stress and how contemporary
caregiving contexts align with Pearlin’s domains, offering im-
portant implications to inform stress monitoring tools—such as
when and how frequently to measure stress as well as the design
of interventions to alleviate stress.

We found multiple aspects within the domain ‘background and
context of stress’ that had variable influence on caregiving stress.
Caregivers with access to trusted support described feeling less
stressed and more able to share their caregiving responsibilities
to take respite, serving as an important stress mediator. Con-
versely, inability to trust offered support increased stress due to
the burden of care handover with ongoing, heightened stress
while separated from the care recipient, and feelings of guilt
(intrapsychic strain) for accessing untrusted support. Mistrust of
support services is a well-recognised barrier to uptake of support
[20, 21]; this often originates from previous bad experiences with
support services [21]. We also found that while caregiver—care
recipient relationship was an influential factor on stress, similar
to other studies [22], it was, however, less influential than
caregiver willingness or perception of choice in taking on the
caregiver role. Previous studies have also found that lack of
choice was associated with high stress, while intrinsic motivation
to care was a protective factor [23, 24]. Cultural norms may
influence whether individuals see their caregiving role as
a normal process or as a burden [25]. The need for trusted
support should be considered as an important element in the
design and implementation of interventions to alleviate caregiver
stress.

Our participants experienced multiple primary and secondary
stressors resulting in them feeling overwhelmed as they often
perceived they were expected to ‘do everything’” with feelings of
guilt (intrapsychic strain) exacerbated when they were unable to
do so. The UK Office for National Statistics census 2021 in
England and Wales identified nearly 2.5 million employed
caregivers, with many providing high levels of care (e.g., over
50 h of care per week) [1]. To manage caregiving and occupa-
tional responsibilities, many caregivers choose to work from
home. Working from home can be viewed as a privilege, as it
allows caregivers to care for their relatives while maintaining
their employment [26]. This arrangement helps to avoid the
logistical and emotional burden of leaving a care recipient un-
attended or receiving external caregiving support. However,
managing both work and caregiving responsibilities often harms
caregiver health and well-being [27], resulting in burnout caused
by challenges balancing competing priorities. In addition to
employer responsibilities set out in the Carers Leave Act 2023
[28], employers and healthcare providers should support
working caregivers to establish and maintain healthy boundaries
and offer complementary supports, such as psychological
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counselling and opportunities for work and caregiving respite.
Design considerations for stress monitoring tools and supportive
interventions, digital or otherwise, must strive to minimise
burden, integrate easily into caregivers’ daily routines and ul-
timately reduce, rather than contribute to, stress.

Caregiver strategies that acted as stress mediators included
exerting control over their caregiving situations through creating
routines and therefore knowing what to expect and via a sense of
control over external supports. Those caregivers who experi-
enced less stress and took more joy from the role were less likely
to employ this strategy. Other strategies included exercise, going
outdoors, taking a brief break by removing themselves from the
immediate caregiving situation, and prioritising their own well-
being. Other research has identified variation in caregiver coping
strategies, suggesting there is no one size fits all intervention that
relieves stress for caregivers [29]. This may have been especially
pertinent in our study population that cared for care recipients
with a range of health concerns. For example, caregivers for
people with MND have different support needs compared to
those caring for people recovering from critical illness. Caregiver
stress mediators may need to be tailored to account for these
differences [30]. Identifying the specific needs, preferences and
challenges faced by caregivers across diverse settings and con-
ditions is crucial in developing effective, flexible and inclusive
interventions that accommodate a broad range of caregiving
experiences.

Our participants reported similar outcomes of stress experiences
reported in research for upwards of 30years [31, 32]. These
include negative physical outcomes such as musculoskeletal
injuries from manual handling and weight-loss exacerbated by
stress. Caregiver anxiety, depression and irascibility were com-
mon as were feelings of guilt, difficulties sleeping and problems
with concentration that impact on their ability to deliver care.
Several initiatives to support caregivers have been introduced. In
the United Kingdom, the Government has prioritised funding for
informal caregivers [33, 34], UK charities provide informational,
practical and emotional support [35] and the NHS provides
avenues for respite care and support [36]. However, several
barriers exist to caregivers accessing these services. These include
not identifying as a caregiver, not perceiving need for support,
not being aware of available resources, negative attitudes towards
seeking help, low capacity to seek help and not meeting eligibility
criteria for services [37]. Our findings suggest that these barriers
remain significant, resulting in unmet needs and challenges for
caregivers. Using digital technologies to track personalised
manifestations of stress (e.g., physical difficulties and sleep
disturbances) may lead to more personalised and responsive
supportive interventions.

Our findings highlight the need for trusted, flexible and low-
burden interventions that can be integrated into caregivers’ al-
ready demanding lives to reduce stress. However, to be able to
ascertain if such interventions are effective in reducing stress,
monitoring tools must reflect the dynamic and fluctuating nature
of caregiving stress reflected in our findings. Traditional self-
report measures (e.g., Zarit Burden Interview [38] or the Care-
giver Strain Index [39]) used to determine caregiver outcomes
may not capture incremental or transitory increases in stress
associated with certain caregiving situations. Alternatively, these
measures may not identify short-term but meaningful reductions

in stress relating to interventions such as peer support. Digital
forms of stress monitoring include vital sign and stress indices
available with wearable technologies or use of digitalised eco-
logical momentary assessment (EMA). EMA captures emotions
in real time in the real world through brief and repeated question
prompts sent to a smart device. Through repeated and brief
measurement, EMA can capture how stress fluctuates as well as
stress triggers or mediators. This approach may be better suited to
identify changes and triggers of stress to flag early recognition of
the need for intervention [40]. This would improve the identi-
fication of caregivers who need support, allow efficient targeting
of limited resources and reduce unnecessary interventions for
well-supported caregivers.

4.1 | Strengths and Limitations of Our Study

The use of the Pearlin’s stress process model as our conceptual
underpinning meant that our research is robust, with informed
connections and meaningful results that are comparable to other
evidence in this field. We were able to map data onto our Pearlin-
informed analysis framework without the need for framework
modification and did not identify new themes outside the
framework. However, there was some overlap across Pearlin’s
subdomains, particularly in terms of stressors and stress medi-
ators. We enhanced trustworthiness through multiple line-by--
line readings and coding of transcripts, independent coding and
with iterative discussion and sense-making across the wider
research team. Our multimodal recruitment strategy resulted in
a diverse participant group that enabled us to establish com-
monalities and differences in factors contributing to or relieving
caregiver stress which may be transferable to a wider family
caregiver population.

Our data have limitations. Younger caregivers, those from low
socioeconomic backgrounds, from ethnically diverse back-
grounds and parent caregivers were under-represented limiting
transferability of our findings. These groups may experience
different stressors such as financial insecurity, needing to bal-
ance caregiving with education or employment, or caregiving
while parenting children. Alternatively, stress mediators and
moderators may be influenced by ethnicity and values in relation
to family. Future research should target caregivers with these
characteristics to understand any similarities or differences in
caregivers and their experiences. We did not perform member
checking for credibility to avoid further participant burden and
time commitment. Use of video or telephone interviews, as
opposed to in-person, enabled informal caregivers to participate
with minimal inconvenience; however, it may have affected the
level of participant engagement in the interview. The framework
method enabled a systematic, transparent and flexible approach
to our data. However, this method has been criticised for con-
straining deeper interpretive analysis and requiring careful re-
flexivity to avoid forcing data into predefined categories [19].

5 | Conclusion

In summary, our descriptive qualitative study offers a contem-
porary understanding of the lived experiences of informal
caregivers and the complex nature of stress they encounter.
Using Pearlin’s stress process model, we identified key stressors,
including care recipients’ high care needs and cognitive and
behavioural challenges, role captivity and lack of trusted support,
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as well as stress mediators such as coping strategies, peer net-
works and a sense of control.

Our findings highlight that caregiver stress is not static but
dynamic, influenced by personal, relational and contextual
factors. Digital and nondigital stress monitoring strategies, if
designed with consideration of the nature of caregiver stress,
offer potential to identify high-stress periods, enable timely and
targeted supportive interventions thus guiding more efficient
resource allocation. Such supportive interventions must be
grounded in trust, adaptable to individual needs and responsive
to fluctuations in caregiver stress.
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