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Abstract
Background  The majority of persons with dementia in Sweden reside in their own homes with support from family 
members. Approximately, 12% of persons with dementia have immigrant background. Within the next 20 years, the 
number of persons with dementia who are non-ethnic Swedes is said to double. Family caregivers with immigrant 
backgrounds are noted to receive less support in the community than ethnic Swedes and rate their health status 
lower than ethnic Swedish peers. The Swedish National Board of Health and Welfare have highlighted the importance 
of follow-up support for family caregivers with immigrant backgrounds as there is a recognized gap in research and 
available information tailored to meet the needs of this group.

Purpose of the study  The purpose of the study is to test effectiveness of an mHealth based intervention through 
which community social workers can improve caregiving competence of non-European immigrant family caregivers 
of people with dementia living at home in Sweden. The overarching aim is to reduce caregiver burden and depressive 
symptoms, and improve quality of life.

Methods  A randomized controlled trial (RCT) including wait list control group will be performed consisting of an 
intervention group (A, n = 44) and a wait list control group (B, n = 44), totaling a sample size of 88. On completion of 
the 10-weeks long intervention in the intervention group, the intervention will be delivered to group B. Effect of the 
intervention will be analyzed between and within groups over time. The content of the educational component of 
the intervention is inspired by the iSupport manual developed by the World Health Organization. The contents, in 
the form of a booklet, aims to equip the family caregivers with structured information on understanding dementia 
as a condition and its management at home, including self-care guidance designed specifically for family caregivers 
themselves.
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Background
In Sweden, it is estimated that one in every four persons 
will be 65 years or above by the year 2040 [1]. As a result 
of an increased aging population with persons aged 80 
years and over, the prevalence of dementia is expected 
to rise from approximately 150,000 in 2012 to 250,000 
people by the year 2050. Most persons with dementia, 
between 55% and 72%, reside in their own homes [2, 3] 
with support from family members [4]. In 2018, the num-
ber of people living with cognitive diseases (dementia) 
with immigrant backgrounds in Sweden was estimated 
at 20,000 and set to double within the next 20 years [5]. 
According to the national Swedish Dementia Regis-
ter, 12.4% of the registered persons with dementia have 
immigrant background [6].

Family caregiving plays a pivotal role in all long-term 
care systems, this is apparent in areas where formal long-
term care services are lacking or absent. It is deemed a 
cost-efficient way of delaying admissions to residen-
tial facilities in high-income countries and facilitates 
the person receiving care to reside in their own home. 
During the Covid-19 pandemic, the role of family care-
givers became more evident in Sweden [7]. According 
to the European Commission, an informal caregiver is 
described as a person who cares for or provides assis-
tance to a person with disabilities without financial reim-
bursement or formal education in health care [8]. It is 
often family members who assume the role of informal 
caregivers and are the main source of support for older 
persons with complex care requirements [9]. In Sweden, 
one in five adults provide care for an older family mem-
ber where informal care is regarded as the main source of 
care provided [7].

In a study of over 170 family caregivers to persons with 
dementia in Cyprus, 68% experienced elevated levels of 
burden (more women than men), with 65% reporting 
symptoms of depression [10]. In the early stages of the 
dementia disease trajectory, family caregivers are often 
not identified as needing support by health and social 
care professionals despite many experiencing depression, 
anxiety, and insomnia [11]. The level of care provided can 
often be beyond the caregiver´s capacity and can result in 
experiences of burden and mental health disorders [12]. 
Caregiver competence in caring for older frail persons is 

related to depression among caregivers. Possibilities exist 
for supporting caregivers by providing targeted interven-
tions which can enhance their competency and mastery 
in the field [13]. The impact of caregiving on family life, 
finances and mental health are key components of fam-
ily caregiver burden [14]. Family caregiving is diverse and 
complex by nature with roles evolving over time as the 
disease progresses with caregivers often unprepared for 
the role [15].

Almost 20% of the population of Sweden (two million 
people) have an immigrant background. There has been 
a rise in immigration to Sweden by 9% over the past ten 
years. The majority of people come from the Middle East 
(Syria and Iraq) followed by Finland, Poland, and Iran 
[16]. There is inequity in care provided to persons with 
dementia with immigrant background compared to eth-
nic Swedes in regard to clinical assessment, treatment 
and health care [17]. Family caregivers with immigrant 
backgrounds are noted to receive less support in the 
community in the form of home help, respite care and 
information than ethnic Swedes. Family caregivers with 
immigrant background have rated themselves as having 
lower levels of health than their peers and are living with 
concerns and challenges in relation their situations [18]. 
In Sweden in 2012, 1.3 million informal caregivers with 
one in six aged 60 years and older identified themselves 
as providing care for their cohabitating partner [19]. The 
response to this survey among people born outside of 
Sweden was low. The Swedish National Board of Health 
and Welfare have highlighted the importance of follow 
up support for family caregivers with immigrant back-
grounds as results of previous studies do not represent 
this group.

The World Health Organization highlights, in their 
guidelines for community-based interventions for inte-
grated care for older people, the need to provide sup-
port to family and informal caregivers who care for older 
people [20]. Areas of importance for caregivers are emo-
tional support, help accessing and navigating healthcare 
systems, support with daily living and managing the situ-
ation. In Sweden, research shows the importance of advo-
cating the value of a person-centered approach to meet 
the specific needs of family caregivers to persons with 
dementia. This is especially relevant for family caregivers 

Discussion  Similar telephone-delivered intervention studies targeted for family caregivers to persons with dementia 
are ongoing in Malaysia and will start in India using the same booklet adapted to the local context. These studies 
will provide evidence on the effectiveness of using digital technologies to deliver support to those who may not be 
reached or adequately served by the traditional healthcare system.
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who experience a lack of support in managing behavioral 
and cognitive symptoms in caring for their family mem-
ber with dementia. Family caregivers can feel vulnerable 
and socially isolated in their caring role [21]. According 
to the Ministry of Health and Social Welfare, the Social 
Services Act (2001:453) in Sweden states that the munici-
palities in the country are responsible for providing sup-
port services for family caregivers who care for persons 
with chronic illnesses, persons with function variations 
and older persons [22]. In Sweden, health and social care 
workers, e.g. dementia care nurses and social workers 
supporting family members, work both at regional levels 
and locally in the municipalities to provide support for 
families living with dementia. Support offered includes 
providing information and guidance. Despite this a 
Swedish study showed that 75% of family caregivers were 
not aware of the availability of such support [23]. When 
family caregivers´ needs and wishes for information are 
unmet [24], availability of information via technology can 
be one way to strengthen their role and help them make 
informed decisions.

Mobile health, otherwise known as mHealth, is a form 
of telehealth and in general terms describes the use 
of mobile and wireless technology in health care [25]. 
Mobile phones or tablets are commonly used [26]. The 
goal of mHealth is to promote delivery, health outcomes 
and efficiency in health care systems [26]. In a literature 
review by Zhao et al. [27], factors which contributed to 
care efficiency while using mHealth included that the 
applications were user friendly, provided personalized 
support and allowed accessibility in communicating with 
health care professionals. Over the last two decades, the 
availability of interventions to reduce family caregiver 
burden within health care has increased, however such 
interventions have mainly been carried out face to face. A 
rise in the use of information and communication tech-
nology (ICT) has opened up for novel possibilities to sup-
port family caregivers where geographical distances from 
services or lack of resources in the community have been 
viewed as barriers to support. An example of an ICT 
based intervention supporting family caregivers to per-
sons with dementia is Diapason, a web-based automated 
educational program [28]. Recent research promotes 
the need for further development of smartphone based 
mobile applications focusing on the complex needs of 
family caregivers in providing support for a person with 
dementia [29].

Methods
Aim
The aim of the randomized controlled trial described 
in this study protocol is to test effectiveness of an 
mHealth based intervention through which commu-
nity social workers can improve caregiving competence 

of non-European immigrant family caregivers of people 
with dementia living at home in Sweden. The overarching 
aim is to reduce caregiver burden and depressive symp-
toms, and improve quality of life.

Research questions

 	• Is mHealth-based intervention delivered by 
community social workers effective in reducing 
caregiver burden and depressive symptoms of non-
European immigrant family caregivers to people with 
dementia living at home?

 	• Is mHealth-based intervention delivered by 
community social workers effective in improving 
quality of life of non-European immigrant family 
caregivers to people with dementia living at home?

Study design
This randomized controlled trial (RCT) will include a 
wait list control group. Participants will be randomly 
assigned to the intervention group and the wait list 
control group. On completion of the 10-weeks long 
intervention in the intervention group (Group A), the 
intervention will be delivered to the wait list control 
group (Group B). Effect of the intervention will be ana-
lyzed between and within groups over time.

Definitions
Family caregiver of Person with Dementia (PWD) is 
defined as one who provides informal care, hereupon 
referred to as family caregivers.

Community workers
The term community workers indicate Social Care Pro-
fessionals (SCP) based in municipalities in Sweden. They 
include professionals, i.e., social workers, Silvia Nurses 
(specially trained in dementia care) and dementia coor-
dinators providing support to family caregivers of people 
with dementia. SCPs in the selected municipalities will 
select family caregivers through their own network in 
their catchment area.

Study sites
The research will be conducted in partnership with SCPs 
in municipalities with high immigrant density in Stock-
holm County (and other counties if the required sample 
size is not reached) in Sweden.

Study participants and inclusion criteria
Participants in the RCT will include (i) family caregiv-
ers of PWD living at home. The family caregivers are the 
recipients of the intervention. In the case of more than 
one family caregiver for a PWD, they will be included 
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either in the same intervention or the same wait list con-
trol group; and (ii) SCPs who will deliver the interven-
tion. Inclusion criteria of family caregivers are adults of 
non-European immigrant background in Sweden, who 
have provided care to a PWD living at home for at least 
six months, possess a smartphone or tablet, has access 
to the internet at his/her own cost, and able to read and 
write Swedish. Family caregivers aged under 18 years, 
and/or those suffering from conditions that impede com-
munication will not be included in the study.

Recruitment of participants
Quantitative component
Sample size calculation of family caregivers is based on 
the primary outcome caregiver burden assessed by Zarit 
Burden Interview [30]. Assuming an effect size of 0.70, 
alpha 0.05, power 0.80, and 25% refusal or drop-out rate, 
the required sample size will be 44 family caregivers each 
in intervention group and wait list control group, totaling 
a sample size of 88. Recruitment of family caregivers will 
be done in multiple ways. The SCPs of the municipalities 
selected for the study will announce to all in the network 
of the family caregivers of PWD, as defined above, who 
are in their catchment area. Announcement about the 
project and invitation to join the study will be published 
in the local newspaper if necessary. Cultural and com-
munity organizations of different ethnic minority groups 
will also be reached out with information on the project. 
Participants will be randomized 1:1. To ensure allocation 
concealment, a sealed opaque envelope containing 88 
small pieces of paper with numbers 1–88 written on it. 
Of these, 44 will be marked with “I” to indicate interven-
tion group and another 44 with “C” to indicate control 
group. Once a participant is enrolled in the study, a per-
son outside the research group will randomly pick a piece 
of paper from the envelope to indicate if the enrolled par-
ticipant will belong to the intervention group or the wait 
list control group.

After inclusion, the SCP will contact a designated 
member of the research team who will draw a sealed 
envelope which will decide the allocation to either con-
trol or intervention group. A SCP selected for the study 
will be responsible for 5–7 family caregivers at a time 
for delivering the intervention. Those family caregivers 
not selected in the initial intervention group, i.e., those 
in the wait list control group, will continue to receive the 
standard support. Recruitment of study participants is 
expected to begin in August 2024.

Qualitative component
After completion of the intervention, 15–20 family care-
givers who have received the intervention will be pur-
posively selected for in-depth interviews. All the SCPs 

delivering the intervention will also be interviewed about 
their experience of delivering the intervention.

The intervention
This study will assess the effectiveness of an interven-
tion delivered via a mobile application by SCPs in reduc-
ing caregiving burden and depressive symptoms, and 
improving quality of life of family caregivers of persons 
with dementia by improving their caregiving competence.

Educational component of the intervention
The educational component of the intervention will be 
delivered by SCPs in Sweden via a mobile app. The inter-
vention will be delivered in 10 sessions with specific top-
ics for each session and which is based on World Health 
Organization’s recommendation of support for family 
caregivers. The topics include an introduction to demen-
tia, being a caregiver, mental strategies and mind-set, 
activities, diet and sleep, and where to find resources in 
the community. The family caregiver will receive a book-
let, presenting each topic and a minor task which will be 
followed up in the next session with the SCP. One of the 
10 sessions will be kept as an open choice allowing the 
family caregiver to freely address any topic pertinent to 
their unique situation. The content of the intervention 
will be refined based on consultative workshops with 
stakeholders including SCPs, immigrant family caregiv-
ers of PWD, older persons of immigrant background and 
experts.

In addition to SCPs delivering the intervention through 
the chat feature on a mobile application, other features of 
the app will include:

1.	 Interaction with community workers: Using 
the chat feature, family caregivers will be able to 
communicate directly with the SCPs on a one-on-
one basis throughout the 10-week intervention 
period.

2.	 Relevant services: Collection of weblinks of relevant 
services in their communities will be available.

3.	 Peer support: The family caregivers will be able to 
chat with their peers, i.e., other family caregivers 
of persons with dementia, at the time of their 
preference.

4.	 Wellbeing: Mindfulness exercises will be available for 
the family caregivers.

5.	 Diary: The family caregivers will be able to write 
down personal notes and reflections.

Training of SCPs
All SCPs will receive a short training introducing them to 
the mobile app and familiarizing them with contents of 
the intervention. The training will be provided by a team 
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of two nurses specialized in dementia care and care of 
older persons with expertise in training nurses in demen-
tia care at university level education.

The research team and the SCPs will meet virtually at 
least twice during every cycle of the 10-week long inter-
vention period to discuss and calibrate their approach in 
their interaction with family caregivers, and to discuss 
possible challenges in delivery of the intervention. This 
will enhance the fidelity of the intervention by ensuring 
that the intervention is implemented as intended.

Evaluation of the intervention & data collection
Quantitative assessment of outcomes
The quantitative data will be collected to capture the 
impact of the intervention implemented by SCPs on the 
outcome measures caregiver burden [30], depressive 
symptoms [31], quality of life [32] and caregiving compe-
tence [33] of family caregivers.

Background information of the family caregivers such 
as age, sex, social network, relationship with the PWD, 
living arrangement will be included. Outcomes will be 
measured in both the intervention and wait list control 
groups at baseline prior to delivery of intervention (T1), 
after completion of the 10-week intervention in the inter-
vention group (T2), and after completion of the 10-week 
intervention in the wait list control group (T3).

Qualitative assessment of stakeholders’ experiences and 
insights
In-depth interviews will be conducted with the two 
groups of key stakeholders of the project for three-fold 
purpose: (i) family caregivers to get an understanding 
of their experiences of receiving support from the SCPs 
through the mobile app including areas of improve-
ment; (ii) SCPs to evaluate delivery of the intervention 
via the mobile app in terms of use and practicality of 
the app, and particularly in combination to their regular 
responsibilities; and (iii) Acceptability by SCPs and fam-
ily caregivers in providing and receiving support through 
a mobile application. The interviews will be undertaken 
using a semi-structured interview guide and take place 
shortly after the 10-week intervention cycle. Even chat 
data of communication between the family caregivers 
and SCPs will be qualitatively analyzed to identify themes 
meaningful for future caregiving to family caregivers of 
minority ethnic groups by professionals.

A data monitoring committee will not be needed, as 
the included participants (family caregivers), are at a low 
risk of unintended harm.

Assessment of logged data
Usage of the app will be assessed by analytics informa-
tion, logged on backend system, on the features of the 
mobile application described above.

The mHealth evidence reporting and assessment 
(mERA) checklist [25] will be followed to report on pro-
posed intervention using mobile devices. The checklist of 
16 items includes information on, for example, popula-
tion level infrastructure, technology platform, interven-
tion content, content testing, user feedback, fidelity of 
the intervention, etc.

The usability of the mobile app, through which the 
intervention is delivered, will be assessed by the following 
parameters:

1) Usage of the mobile app as indicated below (Derived 
from app data):

a)	 Frequency of communication between family 
caregivers and the SCP through chat.

b)	 Use of collection of weblinks of relevant services.
c)	 Frequency of use of peer support through contact 

between fellow family caregivers.
d)	 Use of mindfulness exercises.

2) User Experience in terms of satisfaction level of the 
interface of the mobile app and the content of the inter-
vention (Interviews with family caregivers and SCPs).

3) User Experience in terms of ease of usage of the 
mobile application (Interviews with family caregivers and 
SCPs).

Data analysis
Outcome analysis
The outcome analysis of the intervention will include 
quantitative assessment of family caregivers’ caregiving 
competence, reduction in caregiver burden and depres-
sion, and improvement in quality of life.

The quantitative data will be analyzed to describe 
and compare differences in caregiver competence, 
caregiver burden, depressive symptoms and quality 
of life amongst family caregivers between the base-
line and post-intervention phases. Impact of the 
intervention on the odds of improving the specified 
outcomes will be assessed by regression analyses. All 
data will be analyzed using Statistical Package for 
Social Scientists. As neither blinding of participants, 
SCP’s or researchers are possible, pseudo anony-
mized data will be sent to a data analyst who will 
initiate the analysis or data.

The logged data on the mobile application will be quanti-
tatively analyzed for associations between use of the dif-
ferent features of mobile app and the outcome measures.

Experience of intervention
The qualitative assessment of the stakeholder’s experi-
ence and insights on the intervention will be based on 
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transcripts from in-depth interviews with family care-
givers and SCPs after intervention. The qualitative data 
will be analyzed to explore SCPs’ experiences in terms of 
ease of use and practicality of the mobile app as well as 
its integration in the standard support that they provide. 
Family caregivers’ experience and insights about the use 
of the mobile app will be analyzed. Acceptability, by SCPs 
and family caregivers, of the mobile app as a medium 
through which to provide and receive support will also be 
investigated.

The contents of the chat discussions on the logged 
data of the app will be qualitatively analyzed to iden-
tify themes meaningful for future support by profes-
sionals, particularly to family caregivers of immigrant 
background.

Discussion
The current study emanates from the experience of a 
previous intervention study which focused on provid-
ing support to family caregivers to people with dementia 
living at home in Sweden [34]. One of the intervention 
components in the study included direct support to fam-
ily caregivers by social care professionals based at the 
municipalities delivered through a mobile application. 
The content of the support by the professionals was not 
structured and depended on needs expressed by the fam-
ily caregivers themselves. During the course of this study, 
it was noted that family caregivers of non-European 
immigrant backgrounds were not availing themselves of 
the support services which they were entitled and had 
access to. Consequently, the current study shifted focus 
to this specific population group. It is important to add 
that when designing support initiatives all caregivers 
should be considered despite ethnic and cultural back-
grounds to promote equity. The outcomes of this study 
aim to contribute valuable insights that can be integrated 
into mainstream support services benefiting not only 
families caring for persons with dementia but also per-
sons with other long term non-communicable diseases.

In a recent systematic review, learning skills to man-
age and take care of persons with dementia was identi-
fied as one of the major needs by family caregivers [35]. 
Hence, the content of the direct support to the family 
caregivers in the current study is inspired by the iSup-
port manual developed by the World Health Organiza-
tion [36]. The contents, in the form of a booklet, aims to 
equip the family caregivers with structured information 
on understanding dementia as a condition and its man-
agement at home, including self-care guidance designed 
specifically for family caregivers themselves. This booklet 
was developed by some of the co-authors (ZNK, MT & 
ÅC) and used in telephone-delivered intervention study 
targeted for family caregivers to persons with dementia 
in Malaysia. An RCT parallel to the one described in this 

study protocol will be conducted in India using the same 
booklet however adapted to the Indian context. These 
multiple intervention studies will provide the evidence 
base on the effectiveness of using digital technologies to 
deliver support to those who are not reached by the tra-
ditional healthcare system, yet who are crucial partners 
in the care of persons with progressive illnesses.

Potential limitations of the research described in this 
study protocol include the broad definition of the study 
population and the inclusion criteria of knowledge of 
Swedish. The study includes immigrant of non-European 
background who are not a homogenous group which 
may impact the findings of the study. The inclusion crite-
ria of knowledge of Swedish language may lead to selec-
tion bias by leaving out participants for whom it may be 
even more difficult than others to understand and access 
health and social care services offered in Sweden. In such 
cases, younger generations within the family can assist 
the family caregivers in communicating with the social 
care professionals through the mobile app. There may 
even be availability bias as participants who take part in 
the research may do so as they have the time to partici-
pate in the research in addition to the time they use for 
their caregiving tasks, compared to others who do not 
participate. However, the intervention tool in the project 
offers the flexibility of using it at any time of day that is 
of convenience for the family caregivers. We even expect 
gender bias among the family caregivers in the study 
reflecting the reality of mostly women providing caregiv-
ing to PWD in the family [37, 38]. Addressing this bias 
in a compensatory manner is therefore challenging, but 
it is crucial to keep this in mind. Caregiving dynamics are 
evolving, impacting both motivations and approaches to 
caring for older individuals. Women often bear a more 
significant burden of care within families. There may be a 
lack of culturally sensitive formal services that adequately 
address the care needs of aging immigrants and their 
family caregivers. Creating an inclusive care environment 
that considers diverse needs is crucial, especially for older 
immigrants and their dedicated family caregivers [38].

Findings of the research will be published in peer-
reviewed international journals irrespective of the signifi-
cance level of the results. Presentations in national and 
international conferences, seminars/webinars and work-
shops, and other professional and community fora will be 
made to reach the general audience. If potential lessons 
can be taken from the intervention on social services for 
older persons and primary health care delivery, they will 
be disseminated to the relevant policy makers in the form 
of policy notes. Communication about the intervention 
project will also be done on social media and professional 
networks, e.g., X (formerly Twitter), Facebook, Research-
Gate, LinkedIn, etc.



Page 7 of 8Kabir et al. BMC Geriatrics          (2024) 24:519 

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-024-05106-x.

Supplementary Material 1

Acknowledgements
The authors thank Senior Professor Vinod Diwan for his advisory role in the 
project described in this study protocol.

Author contributions
All authors contributed to the development of the project that the study 
protocol is written for. ZNK, HK, MT and ÅC contributed to writing the 
initial draft of the study protocol. All authors read and approved the final 
manuscript.

Funding
The research project described in the study protocol is financed by the 
Swedish Research Council for Health, Working Life and Welfare (www.forte.se) 
(GD-2023/0006).
Open access funding provided by Karolinska Institute.

Data availability
Data sharing is not applicable to this article as no dataset was generated or 
analyzed in writing this study protocol.

Declarations

Ethics approval and consent to participate
Ethical approval for the study was granted by the Swedish Ethical Review 
Authority (Diary number: 2023-02911-01). Any modifications in the study will 
be communicated to all involved in the study, and ethical approval will be 
sought for any changes and the updated information will be published in 
the trial registry. All included participants will be informed about the aim of 
the study, that participation is voluntary and asked to sign informed consent. 
All participants will be given a personal identification number, which will be 
stored in a secure file on a server at Karolinska Institutet. Only members of the 
research team will have access to the file and stored data. Data will be stored 
for 10 years after completion of the study. The social care professionals will 
have close contact with included participants and will refer to the participants’ 
primary health care physician in case of unintended decline in participants’ 
health.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Division of Nursing, Department of Neurobiology, Care Sciences and 
Society, Karolinska Institutet, Alfred Nobels Allé 23, Huddinge  
141 52, Sweden
2Department of Nursing, Sophiahemmet University, Valhallavägen 91, 
Stockholm 11428, Sweden
3School of Public Health, Department of Community Medicine and 
Family Medicine, All India Institute of Medical Sciences, Jodhpur  
342005, India
4College of Nursing, All India Institute of Medical Sciences (AIIMS), 
Jodhpur 342005, India

Received: 21 September 2023 / Accepted: 24 May 2024

References
1.	 Lundkvist L. The future population of Sweden 2017–2060. Stockholm; 2019.

2.	 Odzakovic E, Hydén LC, Festin K, Kullberg A. People diagnosed with dementia 
in Sweden: what type of home care services and housing are they granted? A 
cross-sectional study. Scand J Public Health. 2019;47(2):229–39.

3.	 The Swedish National Board of Health and Welfare. Social costs of dementia 
in Sweden 2012. Stockholm; 2018.

4.	 Alzheimer Europe. National policies covering the care and support of people 
with dementia and their carers. 2021.

5.	 The Swedish National Board of Health and Welfare. National guidelines 
- Evaluation 2018: Care and care for dementia: Summary with areas for 
improvement. Stockholm; 2018.

6.	 Lindgren E, Sörenson J, Wattmo C, Kåreholt I, Nägga K. Differences in 
Dementia Care between Swedish-Born and Foreign-born from countries with 
different country level socioeconomic position: a Nationwide Register-based 
study. J Alzheimer’s Disease: JAD. 2021;84(3):1363–71.

7.	 The Swedish National Board of Health and Welfare. Relatives who care or sup-
port someone they are close to basis for a national strategy. Stockholm; 2021.

8.	 Commission E, Directorate-General for Employment SA, Inclusion, Zigante 
V. Informal care in Europe – Exploring formalisation. availability and quality: 
Publications Office; 2018.

9.	 Bom J, Bakx P, Schut F, van Doorslaer E. The impact of Informal Caregiving for 
older adults on the health of various types of caregivers: a systematic review. 
Gerontologist. 2019;59(5):e629–42.

10.	 Papastavrou E, Kalokerinou A, Papacostas SS, Tsangari H, Sourtzi P. Car-
ing for a relative with dementia: family caregiver burden. J Adv Nurs. 
2007;58(5):446–57.

11.	 Liu S, Li C, Shi Z, Wang X, Zhou Y, Liu S, et al. Caregiver burden and prevalence 
of depression, anxiety and sleep disturbances in Alzheimer’s disease caregiv-
ers in China. J Clin Nurs. 2017;26(9–10):1291–300.

12.	 Beinart N, Weinman J, Wade D, Brady R. Caregiver burden and psychoeduca-
tional interventions in Alzheimer’s disease: a review. Dement Geriatric Cogn 
Disorders Extra. 2012;2(1):638–48.

13.	 Chan EY, Glass G, Chua KC, Ali N, Lim WS. Relationship between mastery 
and caregiving competence in protecting against Burden, anxiety and 
depression among caregivers of Frail older adults. J Nutr Health Aging. 
2018;22(10):1238–45.

14.	 Swain SP, Behura SS, Dash MK. A comparative study of family burden and 
quality of life between caregivers of schizophrenia and dementia patients. Int 
J Community Med Public Health. 2017;4(6):2021–6.

15.	 Sharma N, Chakrabarti S, Grover S. Gender differences in caregiving among 
f amily - caregivers of people with mental illnesses. World J Psychiatry. 
2016;6(1):7–17.

16.	 Central Statistics Bureau. Foreign born in Sweden: Sweden’s official statistics; 
2023 [updated 20230222. https://www.scb.se/hitta-statistik/sverige-i-siffror/
manniskorna-i-sverige/utrikes-fodda-i-sverige/.

17.	 Lindgren E, Sörenson J, Nägga K, Wattmo C. Equity in dementia care focusing 
on immigrants in Sweden: a nationwide register-based study: Emma Lind-
gren. Eur J Pub Health. 2017;27(suppl_3).

18.	 Sörenson J, Fioretos I, Lindgren E. Family support for everyone? experiences 
of being related to a person with cognitive disease - with a focus on those 
born abroad. Malmö; 2019. Contract No.: 2019:1.

19.	 The Swedish National Board of Health and Welfare. Support by next of kin: 
Extent and consequences.; 2021.

20.	 World Health Organization. WHO Guidelines Approved by the Guidelines 
Review Committee. Integrated Care for older people: guidelines on Com-
munity-Level interventions to manage declines in intrinsic capacity. Geneva: 
World Health Organization; 2017.

21.	 Tyrrell M, Hilleras P, Skovdahl K, Fossum B, Religa D. Voices of spouses living 
with Partners with neuropsychiatric symptoms related to Dementia. Dement 
(London England). 2019;18(3):903–19.

22.	 Ministry of Health and Social Welfare. Social Services Act (2001:453) 
(2001) https://www.riksdagen.se/sv/dokument-och-lagar/dokument/
svensk-forfattningssamling/socialtjanstlag-2001453_sfs-2001-453/

23.	 Kurz A, Bakker C, Böhm M, Diehl-Schmid J, Dubois B, Ferreira C, et al. RHAP-
SODY - internet-based support for caregivers of people with young onset 
dementia: program design and methods of a pilot study. Int Psychogeriatr. 
2016;28(12):2091–9.

24.	 Denham AMJ, Wynne O, Baker AL, Spratt NJ, Loh M, Turner A, et al. The 
long-term unmet needs of informal carers of stroke survivors at home: a 
systematic review of qualitative and quantitative studies. Disabil Rehabil. 
2022;44(1):1–12.

25.	 Agarwal S, LeFevre AE, Lee J, L’Engle K, Mehl G, Sinha C et al. Guidelines 
for reporting of health interventions using mobile phones: mobile 

https://doi.org/10.1186/s12877-024-05106-x
https://doi.org/10.1186/s12877-024-05106-x
http://www.forte.se
https://www.scb.se/hitta-statistik/sverige-i-siffror/manniskorna-i-sverige/utrikes-fodda-i-sverige/
https://www.scb.se/hitta-statistik/sverige-i-siffror/manniskorna-i-sverige/utrikes-fodda-i-sverige/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/socialtjanstlag-2001453_sfs-2001-453/
https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/socialtjanstlag-2001453_sfs-2001-453/


Page 8 of 8Kabir et al. BMC Geriatrics          (2024) 24:519 

health (mHealth) evidence reporting and assessment (mERA) checklist. 
2016;352:i1174.

26.	 Odendaal WA, Anstey Watkins J, Leon N, Goudge J, Griffiths F, Tomlinson M, et 
al. Health workers’ perceptions and experiences of using mHealth technolo-
gies to deliver primary healthcare services: a qualitative evidence synthesis. 
Cochrane Database Syst Rev. 2020;3(3):Cd011942.

27.	 Zhao J, Freeman B, Li M. Can Mobile phone apps Influence people’s Health 
Behavior Change? An evidence review. J Med Internet Res. 2016;18(11):e287.

28.	 Cristancho-Lacroix V, Wrobel J, Cantegreil-Kallen I, Dub T, Rouquette A, 
Rigaud AS. A web-based psychoeducational program for informal caregivers 
of patients with Alzheimer’s disease: a pilot randomized controlled trial. J 
Med Internet Res. 2015;17(5):e117.

29.	 Brown EL, Ruggiano N, Li J, Clarke PJ, Kay ES, Hristidis V. Smartphone-based 
Health technologies for Dementia Care: opportunities, challenges, and 
current practices. J Appl Gerontology: Official J South Gerontological Soc. 
2019;38(1):73–91.

30.	 Bédard M, Molloy DW, Squire L, Dubois S, Lever JA, O’Donnell M. The Zarit 
Burden interview: a new short version and screening version. Gerontologist. 
2001;41(5):652–7.

31.	 Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med. 2001;16(9):606–13.

32.	 CarerQoL. https://www.imta.nl/carerqol/ Accessed Sept 5, 2023.
33.	 Jansen AP, van Hout HP, van Marwijk HW, Nijpels G, Gundy C, Vernooij-Dassen 

MJ, et al. Sense of competence questionnaire among informal caregivers of 
older adults with dementia symptoms: a psychometric evaluation. Volume 3. 
Clinical practice and epidemiology in mental health: CP & EMH; 2007. p. 11.

34.	 Kabir ZN, Leung AYM, Grundberg Å, Boström AM, Lämås K, Kallström AP, et al. 
Care of family caregivers of persons with dementia (CaFCa) through a tailor-
made mobile app: study protocol of a complex intervention study. BMC 
Geriatr. 2020;20(1):305.

35.	 Bressan V, Visintini C, Palese A. What do family caregivers of people with 
dementia need? A mixed-method systematic review. Health Soc Care Com-
munity. 2020;28(6):1942–1960. https://doi.org/10.1111/hsc.13048. Epub 
2020 Jun 16. Erratum in: Health Soc Care Community. 2022;30(1):401. PMID: 
32542963.

36.	 World Health Organization. iSupport for dementia: training and support 
manual for carers of people with dementia. Geneva: World Health Organiza-
tion; 2019 2019.

37.	 Labbas E, Stanfors M. Does caring for parents take its toll? Gender dif-
ferences in Caregiving Intensity, Coresidence, and Psychological Well-
being across Europe. Eur J Popul. 2023;39(1):18. https://doi.org/10.1007/
s10680-023-09666-3.

38.	 Shrestha S, Arora S, Hunter A, Debesay J. Changing dynamics of caregiving: 
a meta-ethnography study of informal caregivers’ experiences with older 
immigrant family members in Europe. BMC Health Serv Res. 2023;23(1):43. 
https://doi.org/10.1186/s12913-023-09023-4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://www.imta.nl/carerqol/
https://doi.org/10.1111/hsc.13048
https://doi.org/10.1007/s10680-023-09666-3
https://doi.org/10.1007/s10680-023-09666-3
https://doi.org/10.1186/s12913-023-09023-4

	﻿mHealth based intervention by social care professionals to support family caregivers to persons with dementia living at home in Sweden (Caregiver Connect): a randomized controlled trial
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Aim
	﻿Research questions
	﻿Study design
	﻿Definitions
	﻿Community workers
	﻿Study sites
	﻿Study participants and inclusion criteria
	﻿Recruitment of participants
	﻿Quantitative component
	﻿Qualitative component


	﻿The intervention
	﻿Educational component of the intervention
	﻿Training of SCPs

	﻿Evaluation of the intervention & data collection
	﻿Quantitative assessment of outcomes
	﻿Qualitative assessment of stakeholders’ experiences and insights
	﻿Assessment of logged data

	﻿Data analysis
	﻿Outcome analysis
	﻿Experience of intervention

	﻿Discussion
	﻿References


