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The Zarit Burden Interview: A New Short
Version and Screening Version

Michel Bédard, PhD," D. William Molloy, MB," Larry Squire, MA[" Sach,
Dubois, BA,' Judith A. Lever, MSc(A)," and Martin O'Donnell, MRCP(jy:

Purpose: The purpose of the study was to develop a short
and a screening version of the Zarit Burden Interview
(ZBI) that would be suitable across diagnostic groups of
cognitively impaired older adults, and that could be used
for cross-sectional, longitudinal, and intervention studies.
Design and Methods: We used data from 413 care-
givers of cognitively impaired older adults referred to a
memory clinic. We collected information on caregiver
burden with the 22-item ZBI, and information about de-
pendence in activities of daily living (ADLs} and the fre-
guency of problem behaviors among care recipients. We
used factor analysis and item-total correlations to reduce
the number of items while taking into consideration diag-
nosis and change scores.  Results: We produced a 12
item version (short) and a 4-item version (screening) of
the ZBI. Correlations between the short and the full ver-
sion ranged from 0.92 to 0.97, and from 0.83 to 0.93
for the screening version. Correlations between the three
versions and ADL and problem behaviors were similar
We further investigated the behavior of the short version
with a two-way analysis of variance and found that it
produced identical results to the full version.  Implications:
The short and screening versions of the ZBI produced re
sults comparable to those of the full version. Reducing the
number of items did not affect the properties of the Z8I,
and it may lead to easier administration of the instrument.
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The 22-item version of the Zarit Burden Interview
(/Bl: Zarit, Orr, & Zarit, 1983) is the mstrument
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most consistently used inodementin caregiving
search (Bédard, Pedlar, Martin, Malotr, & Stone
20007, It has been used ina variery of research e
signs, to disenminate bersween study participant.
fe g Molloy, Lever, Bedard, Guyare, & Burt, 19964
and ro measure change over time, resulting from the
progression of the care recipient’s condition (e.g., Be-
dard, Mollov, Pedlar. Tever, & Stones, 1997), o
from interventions aimed at reducing burden (e,
Zarit, Antony. & Boutselis, 198710 A significant ad
vantage of the popularity ot the ZBI s that resulis
obtained across studies can be casilv compared and
svinthesized.

Most researchers use the tull revised version (22
items) ot the ZBL This version evolved from the
original 29-item version pubhshed in 1980 (Zane,
Reever, & Bach Peterson, 19801, While the ZBI has
excellent internal consisteney foc = 0.83 and 0.8%
Majerovitz, 19955 Zarie et al.. 19870, the length of
the mstrument may be a deterrent to its use i chne
cal and research environments. Whitlatch, Zant, and
von Fve (1991 presented a shorter [8-item version.
but this version never enjoved the wadespread use of
the full version.

Flebert and colleagues proposed a shorter version
based on 12 items (Hebert, Bravo. & Preville, 20000
soth their version and that of Whitlatch and col
leagues were based on a two-tactor solution meorpe.
rating atems relevant o role stramn and personal
stram. However, Hebert and colleagues proposed
dems for the personal stram seciion, whereas Whit-
latch and collcagues proposed 120 The numbers of
items for the role stram domam were, respective ?-‘u
and 6. Of the 12-tem version, 9 were common toti
IS item version. Both groups of mvesugators re-
ported mternal consistencies greater than 0.80 fo
the shorter versions,

One important aspect that both reams were 77
able to mvestigate was the adequacy of therr 51"“?
versions tor longitudinal studies fsecking to Llﬂfff;
changel. For instruments that will be used to deie’
f!xm};v OVer e, 1rois nol o sathoent o document

08

S aered 3
psychomietric properties based on data coliectec 7
1985). Henee:

one pomtin nume (hirshner & Guvatt, A
’ ) ex1stis

the dm‘clt’}‘l‘.‘vc!n of a shaorrer verston of an

. R
mstrument should rake moo consideranion dara
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od over time if one of the projected uses of the ~ compare the behavior of the short version to that of

ster version is in studies evaluating change. Given  the full version. All analyses were performed using

1.t the ZBlL is used in intervention and longitudinal ~ SPSS version 9.0.1 (SPSS, Inc, 1999).

qudies, we must convince ourselves that shorter ver-

: :ioﬂs not only discriminate between individu_als, but  Results

JJso are adequate to measure change over time. At
resent We have little information on the usefulness

of the ZBl as a tool to measure change. Accordingly,

ge devised the present study to determine how well

the ZBI items perform when stratified according to

diagﬂOSiS’ an~d when.used in ‘cross—sec_tlonal and 10n-

1 S | gudinal designs. Using this information, we devised
> dachy 2new short version and screening version of the ZBIL.

Society of A

A total of 413 caregivers contributed data to the
analyses. The average caregiver age was 61.01 (SD =
13.85), and 258 (62.5%) were spouses of care recipi-
ents. These caregivers supported 297 (72%) care re-
cipients with AD, and 116 (28%) care recipients
with other forms of cognitive impairment. The aver-
age age of care recipients was 73.13 (SD = 8.14),

RCP(I)3 and the average score on the standardized Mini-
: Mental State Examination was 20.81 (SD = 6.95).
od The majority of care recipients were women (243;
' 'Mel’h s 58.8%). Overall, the mean reported burden was
giving re. | The data were obtained between 1989 and 1999  20.59 (SD = 15.64) at baseline, and 20.97 (SD =
& Stones, | (pclusive) from primary caregivers of community-  17.35) at follow-up. Change scores, available for
search de-* jyelling older adults with cognitive impairment. All 238 caregivers of AD referrals and for 91 caregivers
articipants gyra were obtained on the first and second visits (ap-  of other referrals, were normally distributed around
utt, 199¢), proximately 6 months apart) to a memory clinic lo-  the mean. The average change between baseline and
g fromthe ated in a university-affiliated teaching hospital in a  follow-up was 0.35 (SD = 12.21).
n(e.g., B¢ large urban center. Family physicians and specialists The factor analyses supported two-factor solu-
1997), or  gferred individuals for the treatment of memory or  tions (rotated factor loadings for each combination
rden (eg,  jehavior problems. Trained geriatricians gave a diag-  of assessment type and diagnosis are available from

ificant ad- odis of Alzheimer’s disease (AD), using the NINCDS-  the corresponding author). Together, these factors
hat results ~ ADRDA criteria (McKhann et al., 1984), or other  explained approximately 50% of the variance for the

ipared and | type of dementia. Trained clinical nurse specialists col- baseline and follow-up assessments, and 30% for the
, | lected relevant data for this report. change scores. In some situations, the factor loadings

ersion (22 © Caregiver information, obtained separately from  were good for all situations; in others they were

’ from the e care recipient, included burden (ZBI), care recipi- ~ more variable. .

SOZ(BZIa;“, ent’s dependence in activities of daily living (ADLs), Item—total correlations were computed and are

1€ as

and behavior problems. The ADL scale used was de-  shown in Table 1 along with their ranking from the

and 0.89%; | veloped by Lawton and Brody (1969), and is further  highest, and the scale’s internal consistency. Gener-
: lepgth Qf [ divided into a basic ADL (BADL) and instrumental  ally, item—total correlations and internal consisten-
se in clini- { ADL (IADL). The frequency of problem behaviors  cies were higher for baseline and follow-up data than
Zarit,and | gy recorded with the Dysfunctional Behaviour Rat-  for change data. For many items, the rank of the
m version, ! jne Inserument (DBRI; Molloy, Bédard, Guyatt, &  item—total correlations remained consistent across

ead use of Lever, 1996; Molloy, Mcllroy, Guyatt, & Lever, combinations of time and diagnosis (e.g., item 2).
1991). For all measures, scores were generated for ~ However, for some items there were serious discrep-

ter Version —aseline, follow-up, and the difference between base-  ancies across combinations (e.g., item 14).

ille, 2000). | line and follow-up, and for diagnostic subgroups Items for the short version of the ZBI were se-
1 ?nd €% (AD and others). lected through a combination of high factor loading
n mcorpOi ' Burden data were factor analyzed with a principal  and high item-total correlations across all six situa-
1 persocrilaz ©omponent analysis and varimax rotation. Item 22 tions. This process was done blindly to the results of
)ropo\sxf;h_v_ from the ZBI was omitted because it represents an previous investigators. The items chosen were 2, 3, 5,
reasb gf overall burden item. Separate factor analyses were 6, 9, 10, 11, 12, and 17 for factor one, and 19, 20,
ul<n' erls 9 tonducted for each combination of assessment (base- and 21 for factor two. The narrative equivalents of
;Et)t[llvteoyt’he ‘ !;ne, follow-up, change) and diagnosis (AD, others). the item numbers are presented in the Appendix. The

e number of factors retained was determined by  screening items were selected based on the item-total

[gaot(érg frsr Hamination of scree plots (Streiner, 1994). The  correlations while keeping the three-to-one item ratio
e tems for the short version were determined accord-  between factors one and two. Accordingly, the top
; were not g to the highest factor loading and high item—total  three items selected from factor one were 2, 3, and 9,
)h = shot | trrelations for all six combinations of assessment  and the top item selected from factor two was 19.
,t te(; detect ind diagnosis. The four items composing the screen-  Using baseline data, Cronbach’s alphas for the short

1 to detect g version were selected according to the highest  and screening versions were, respectively, 0.88 and
document | fanking jtem—total correlations while respecting the  0.78. For the short version, Cronbach’s alpha for the

ollected 2 {acmf weighting of the short version. Internal consis-  personal strain factor was 0.89, and it was 0.77 for
'5). Henct 1Cy was determined with Cronbach’s alpha (Streiner  the role strain factor. Burden values representing
;n oxisting | ,NOrman, 1995). Correlation coefficients were ob-  quartiles for the various versions are presented in Ta-

data obr ’;’famed with Pearson’s method (Howell, 1987). A ble 2. The cutoffs for the top 25% were 30, 17, and
" . Mo-way analysis of variance (ANOVA) was used to 8 for the full, short, and screening versions.
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mis
ous
As o HrsT step tooamnvestigate the vahidiny of the findings obtamed with dug;nn.‘:\h by time ANOVA il
Jhort and screening versions, we correlared these using the full ZB1 and the short version. Specthically. Hel
wores to the full version data. The correlanon ratios we oxamined it 3 mam etfect of diagnosis was hav
and probabilivy values are presented i Table 3. Cor Prosent e carcgivers of pationts with AD had |
relations between the short version and the tull ver- higher or lower burden than otnersic (bl a mam o+ ur
y sion varied from .92 to 0,97 depending on the com- fect of time was present (L. burden changed over
. bination of diagnosis and ame. ('nrrchnun\ benween e, or (cba Dragnosis h\ 1 e INTEraction was
the screening version amd the full version varied fron prosent e, the Change abserved over time depended
D83t 0.93. on the diagnosisi, Mean burden scores ar bascline _
We rhen examined if the short, and screenimg ver- and - follow-up.and according o diagnosts, wern
sions behaved similarly o the th verston when pre comparable wiven the s possible scores. Per
Jicting burden according to care reapient ADD and cent change scores retlected siilar changes ove
behavior problems, and also according to the overall e upper section o Table St ihe actual RTINS Ve
burden rtem (e 2200 These correlations are pro results also provided similar resolts. With the full -
wented e Table 4. In g;*m‘r&.l, Correlations between seales we found no diagiiosis i effect, no ome ¢t Rl
the burden score and other scales were higher 1o fect, and 4 argmalh significant op 0 101 merac
Pascline and tollovw-up mcasarements than change tion cHecn The ANOVA with the short version cor
wores, However, the magnitade of the correlations firmed dhe pattern toand with the ruil version (hoteon
obtamed for the tull, short, and screcnimg versions of section of Lable v
the ZBIwas similar, S
To further examine if the short and sereening ver
Sons of the ZBEwould fead to similar conciusions in Discussion
future research, we exarmmned congruence berwern We developed a short version of he ZBL usiny
Jdara that combined ﬂ\un Jdragnosuc groups “”"
able 2. Quartile Values tor the Full, Shortcand Sereemng constderable caregrver heterogonarsy (o2 fltnd‘“ x
Versions of the Zarit Burden Intervios Lationship) to '\|(~\(d us wirh o generne 1:1\'[1’\”“””
R T S PR TR S T R R that could he ol carepivess of cogmusel
Juariily S Fudl S Sty Hnpdired Oidet 1\f ‘i,\ Parthermoie it f»l(ml ""*“‘\ HV
) ) T ) ) produce a Jrort verston rhar would work well 1F i
Frrat 25th b 3 ! \,ru\\—xutlwn Voand fongitadinal sirnanons. .
\.‘fq“{u \\':!‘ e ,k.'. \' Ovur results ~how that strony factor i();uﬁﬂ.‘{i “.”[‘\’ f
o o rrem-rotal correlanons at b ~Jo not necessart
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Table 3. Correlations Between the Full Zarit Burden Interview and the Short and Screening Versions

AD Others
Baseline 2nd Visit Change Baseline 2nd Visit Change
ession (n = 284) (n=261) (n=222) (n=112) (n = 100) (n = 83)
S 96 97 95 : 97 97 92
Lo o 91 9 92
5| Sreening . 93 83 92 . 83
]; . “Notes: AD = Alzheimer’s disease. All correlations p < .001.
5
1
3 te into similar statistics for change scores. The  lar results to those obtained with the full version
g mnsiate , \ & : ston,
s ZBlversions proposed include items with acceptable  whether we used the instruments as cross-sectional
15 qalues for both scores at specific time points and  or longitudinal tools. The pattern and magnitude of
| §  change scores. Correlations between the short and  correlations between the short and screening versions
| 2| gl versions proved excellent for both situations.  and ADL and behavior problems mirrored those ob-
| ;8 | When used at baseline, the correlations between the  tained with the full version. Furthermore, when the
: +ort and full versions were 0.96 for caregivers of in-  short version was used with a two-way ANOVA, we
10 5h0r i g/ . N N y . b
14 gividuals with AD, and 0.97 for others. Hébert’s cor-  obtained results identical to those produced with the
7 lation between the short and long versions was full version, ensuring that utilization of the short ver-
1| (.96. Our overall Cronbach’s alpha of 0.88 at base-  sion will not lead to spurious findings. These data
‘3 | lne is comparable to that of others (0.83 to 0.91;  confirm that the short and screening versions are ad-
o ~ Hebert et al., 2000; Majerovitz, 1995; Zarit et al.,  equate substitutes for the longer version.
1987). The Cronbach alphas for the personal strain The results of our study are possibly generalizable
T factor (0.89) and role strain factor (0.77) were equiv- ~ to most caregivers of community-dwelling older
measued ¢ to those reported by Whitlatch and colleagues  adults with cognitive impairment. The mean ZBI in
~ 0.80 and 0.81). Our short version may be a compro- our sample was similar to Hébert’s, which was ob-
\ : y pro 1 P ) ) } $
| mise between the short versions proposed by previ-  tained from a representative sample of Canadian
. ous investigators (Hébert et al., 2000; Whitlatch et caregivers, but less than Whitlatch’s, which was
ANOVA  4l,1991). It has 7 items in common with Heébert's. based on a convenience sample. Further, our sample
wciticall, — Heébert’s has 9 in common with Whitlatch’s, and we  size was roughly 30% larger than Hébert’s, and
10sis was  have 11 in common with the latter. twice the size of Whitlatch’s. Nonetheless, caution
AD had | We tested the behavior of the new versions to en- should be used when using the versions proposed
mim ef- | sure that their use in research would provide simi-  here in substantially different settings. Instruments
iged over |
tion ' was |
i d%penﬁed Table 4. Correlations Between the Three Zarit Burden Interview Versions and Other Scales
- baselin¢
) ‘}'f“ AD Others
ores. Per- _
1868 mer‘ o Baseline 2nd Visit Change Baseline 2nd Visit Change
Staglsﬂgﬁii Version (n = 284 (n=261) (n = 222) (n=112) (n = 100) (n =83
1 the Ml _
o time et Full
1) interac- ADL - .41 -.52 —.34 52 -.67 -.44
sion co- BADL - .36 46 29 51 ~.57 37
m IADL ~.39 ~.50 -.28 A7 - .64 ~33%
n (botto
DBRI 64 68 57 70 68 44
ltem 22 74 77 51 66 81 44
Short
ADL - .40 ~.49 - 31 - .48 ~.63 ~ 360
FAI’\SLL ~.36 ~ 45 -27 48 - 56 38
, ~38 - .47 - 26 -.43 - 58 244
g
ZBL usite DERI 62 67 54 67 66 44
oups a0 « ltem 22 73 76 49 67 80 42
rendef, ¢ feening
nstrumen! abL - 35 51 -7 47 59 36
ognitivel poDL -33 - .48 - 26 47 -.53 -43
7 as 0 DL 34 - 48 22 -.42 .55 197
A i DRI 60 64 54 65 66 42
kowe fem 22 74 73 45 65 79 37
dings and mﬁgte: AD = Alzheimer’s discase; BADL = basic activity of daily living; IADL = instrumental activity of daily livings DBRI = Dys-
sarily . 1”(’)“31 Behaviour Rating Instrument.
1eCes> A0>p > 05,505 > p > .01;%7%.01 > p > .001. All other correlations p < .001.
is
niolog® § Vol
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Table 5. Results of the Two-way ANOVA With Time and
Diagnosis as Main Factors

Mean Burden

S

Baseline Follow-up % Change

Full version

omwes o O

e

AD 20.95 (24.9) 22.03(26.2) 5.2
Others 19.46 (23.2) 17.87(21.3) -8.2
Short version
AD 11.20(23.3) 11.97(24.9) 6.9
Others 10.45 (21.8) 9.55(19.9) —-8.6
ANOVA F p
Full version
Time 0.11 736
Diagnosis 2.16 143
Time X Diagnosis 3.20 075
Short version
Time 0.02 885
Diagnosis 2.03 1S5S
Time % Diagnosis 3.42 065

Notes: ANOVA = analysis of variance; AD = Alzheimer’s dis-
case. Values in parentheses in the top portion of the table repre-
sent percentage of the maximum possible value for the version.

designed with specific types of populations may not
be suitable for other populations. It is generally de-
sirable to ascertain that the psychometric properties
are maintained with other target groups (Streiner &
Norman, 19995).

For most situations requiring the measurement of
caregiver burden, we propose that clinicians and re-
searchers use the short version. In situations where
the rapid identification of burden is desirable, the
screening version could be used. However, the cutoff
where one may conclude that the caregiver is under
considerable burden is less clear. Using the top quar-
tiles as indicators, one may identify high burden with
a4 score of 17 on the short version, and 8 on the
screening version. However, our data cannot be as-
sumed as normative.

Our work expands on prior work by considering
diagnosis and change scores in the development of a
shorter version of an existing popular instrument.
Ensuring that the short and screening versions work
well for different types of diagnoses is important.
Furthermore, we believe the proposed instruments
can be used for cross-sectional, longitudinal, and in-
tervention studies. However, the longitudinal results
were obtained with repeated measurements approxi-
mately 6 months apart, and with a sample consisting
mostly of spouse caregivers. Confirmation of the
suitability of the short form with longer intervals and
other subgroups of caregivers is desirable.

As the quantity of research focusing on older
adults increases, it is desirable to reduce the research
burden we impose on study participants. Reducing
the number of items in commonly used instruments
is one strategy that has enjoyed considerable popu-
larity. For example, the Geriatric Depression Scale
(Yesavage, Brink, Rose, & Lum, 1983) has been
shortened from a 30-item instrument to a 15-item in-
strument without major change in its psychometric

656

properties (Sheikh & Yesavage, 1986), and now int
a A-item screening instrument for the visually j 0
paired (Galaria, Casten, & Rovner, 2000). The pih-
posed 12- and 4-item versions of the ZBI give Cli:'-
cians and researchers the opportunity to use a1~
instrument that will reduce completion time Witholﬂ

sacrificing validity.
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Appendix

Jlems retained from the Zarit Burden Interview for the

d screening versions (*/ All questions are
pswered s “never” (0), “rarely” (1), “sometimes”
7, "quite frequently” (3], or “nearly always” (4).

50 YOU FEEL . ..

+), that because of the time you spend wi;h your
relative that you don’t have enough time for

; yourself?

+3. stressed between caring for your relative and try-
ing to meet other responsibilities (work/family)?

5. angry when you are around your relative?

¢. that your relative currently affects your rela-
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11.
12.
17.

*19

20

tionship with family members or friends in a
negative way?

. strained when you are around your relative?
. that your health has suffered because of your

involvement with your relative?

that you don’t have as much privacy as you
would like because of your relative?

that your social life has suffered because you
are caring for your relative?

that you have lost control of your life since your
relative’s illness?

. uncertain about what to do about your relative?

. you should be doing more for your relative?
21.

you could do a better job in caring for your rel-
ative?



