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Abstract 

Due to caregiving demands and responsibilities, family caregivers might experience 

significant losses, changes, and suffering in their lives, which may increase the likelihood that 

they consider their situation as unjust. While perceived injustice and its effects have been 

studied in patients with pain, the role of this perception in family caregivers’ well-being has 

yet to be explored. The current study hypothesized that higher caregiving demands are related 

to higher levels of perceived injustice. Furthermore, this study investigated the mediating role 

of perceived injustice in the link between caregiving demands and caregivers’ psychological 

well-being (i.e., burden, distress, and anger). A sample of 184 family caregivers of patients 

with chronic pain was asked to complete questionnaires that assessed caregiving demands, 

perceived injustice, caregiver burden, distress, and anger. In addition, caregivers were asked 

to report how much they consider different sources responsible for the injustice that they 

experience. The findings showed that caregiving demands are significantly related to 

perceived injustice in family caregivers (r = .44; p < .001). In addition, perceived injustice 

significantly mediated the association between caregiving demands and burden (b = .11, 95% 

BC CI: .04-.23) and distress (b = .05, 95% BC CI: .006-.12) but not anger (b = .008, 95% BC 

CI: -.01-.06). The findings showed that family caregivers with more caregiving tasks and 

demands perceived their situation as more unjust, in turn, higher levels of perceived injustice 

were related to more caregiver burden and distress. Finally, only a small group of family 

caregivers considered the patient or themselves responsible, but more than half of the 

caregivers considered doctors and care providers to some degree responsible for the unjust 

situation. 

Keywords: Injustice, family caregivers, demands, burden, distress, pain  
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Introduction 

Experiencing severe and irreparable losses, tolerating the unnecessary suffering 

caused by another person, and blaming others for the losses and suffering contribute to the 

perception of injustice (Rodero et al., 2012; Sullivan et al., 2008). The perception of injustice 

has been introduced as a critical determinant of the well-being of patients with chronic pain. 

Specifically, research has shown that perceived injustice is positively related to patients’ 

burden, distress, and anger (Ferrari & Russell, 2001; Kennedy & Dunstan, 2014; Sullivan et 

al., 2008). As well, patients who perceive higher levels of injustice experience less control 

over life and less acceptance of pain (Rodero et al., 2012). Despite the recent findings on the 

existence of perceived injustice in patients with pain and its effect on the well-being of 

patients (e.g., Rodero et al., 2012; Scott, Trost, Bernier, & Sullivan, 2013; Sullivan et al., 

2008)), it is not clear whether perceived injustice does exist in family caregivers of patients 

with pain as well, and if it does, whether this perception is related to the well-being of family 

caregivers. 

According to the systemic perspective, a chronic pain condition not only affects the 

lives of patients but may also have a considerable impact on the lives of family members 

(Glasdam, Timm, & Vittrup, 2010; Soubhi, Fortin, & Hudon, 2006). To fulfill caregiving 

demands and responsibilities (e.g., helping family members with pain in performing their 

daily activities, getting their medications, and providing emotional support to them), family 

caregivers might need to tolerate significant changes and losses in their lives, including 

quitting their jobs, reducing social activities, and ignoring their own health (Deeken, Taylor, 

Mangan, Yabroff, & Ingham, 2003; Juarez & Ferrell, 1996; Temple & Fawdry, 1992). In 

some cases these losses might be severe and have long-term effects on caregivers’ lives. For 

example, caregivers who reduce their working hours because of caregiving responsibilities 

may face more difficulties in reaching their professional goals comparing to their non-

caregiving counterparts. Given the potential losses resulting from caregiving demands, 

caregivers might believe that they do not get what they deserve and consider their situation as 

unfair. In addition, since caregiving responsibilities are usually imposed on family caregivers, 

they might have the tendency to blame others for their situation, a tendency that is one of the 

main elements of perceived injustice (Montada, 1991; Sullivan et al., 2008). Hence, higher 

caregiving demands may be related to more losses, a greater sense of unfairness, and the 

tendency to blame others, the elements that together contribute to the perception of injustice 

in family caregivers. The investigation of this association is the first step to establish the 

importance of perceived injustice in family caregivers. 

As the second step to demonstrate the importance of perceived injustice, the current 

study will investigate whether perceived injustice can explain the link between caregiving 

demands and caregivers’ psychological well-being. Studies have shown that higher caregiving 

demands are related to lower levels of well-being in caregivers, mainly higher burden 

(Brouwer et al., 2004), distress (Giovannetti et al., 2012; McLennon, Bakas, Jessup, 

Habermann, & Weaver, 2014), and anger (Bakas, Austin, Jessup, Williams, & Oberst, 2004; 

Crespo & Fernandez-Lansac, 2014). In addition, studies among other groups than family 
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caregivers (i.e., patients with pain) showed that perceived injustice is also associated with 

more negative psychological outcomes, such as higher depression, anxiety and anger 

(Kennedy & Dunstan, 2014; McParland, Eccleston, Osborn, & Hezseltine, 2011; Sullivan et 

al., 2008; Trost, Vangronsveld, Linton, Quartana, & Sullivan, 2012). Therefore, it seems 

logical to consider perceived injustice as a mediator in the link between caregiving demands 

and caregivers’ psychological well-being. In other words, caregivers who face more 

caregiving tasks and responsibilities may perceive their condition as more unfair and have a 

higher tendency to blame others, which in turn may be associated with more burden, distress 

and anger.  

Finally, as indicated above, one of the main elements of perceived injustice is the 

tendency to blame others for the unjust situation. Family caregivers might blame different 

individuals for the unjust situation. For example, they might believe that the current situation 

results from the error and negligence of doctors who failed to provide proper treatment for 

their family member with pain or they might blame the patient for not taking sufficient care of 

themselves. Other individuals such as the patient’s employer and other family members are 

also likely to be blamed. Yet, it is not clear which sources are blamed and considered 

responsible most often for the unjust situation by family caregivers.  

In sum, this study hypothesizes that caregiving demands and perceived injustice are 

positively correlated. In addition, positive correlations between perceived injustice and 

caregivers’ burden, distress, and anger will be expected. Next, this study will examine the 

mediating effect of perceived injustice in the relationship between caregiving demands and 

caregiver outcomes (i.e., burden, distress, and anger). Finally, the sources of injustice among 

family caregivers will be investigated. 

Material and Method 

Procedure 

The data was collected from November 2014 until June 2015. Family caregivers of 

patients with musculoskeletal chronic pain referred to the Pain Center of the department of 

Anesthesiology of the University Medical Center Groningen (Groningen, the Netherlands) 

were invited to participate in the study. In the first three months of the data collection 

(November, December, and January) two research assistants were responsible for recruiting 

the participants in the pain clinic. The Pain Center provided a private room for research 

assistants two days per week. During these two days research assistants were allowed to 

approach patients and their family caregivers. During this period, when the family caregivers 

accompanied patients to the pain clinic (in 32 cases), the researchers asked them directly to 

participate in the study. When patients arrived alone at the clinic (in 33 cases), the researchers 

approached the patients and invited them to ask their family caregivers to participate in the 

study. In both situations, the researcher provided an information letter for the caregiver, a 

consent form, a questionnaire, and a pre-stamped envelope. Since research assistants were 

only allowed to be in the Pain Center two days per week, they could not approach all the 

patients of the clinic. Therefore, from February 2015 till June 2015, an envelope containing 
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the same materials as described above was sent directly to the home addresses of the patients 

(406 patients) who had an appointment at the pain clinic in February and April 2015. An 

accompanying letter for the patient explained the study and asked the patients to hand out the 

questionnaire to the person who they considered as their family caregiver. Figure 1 shows the 

flow of participants in the current study.  

The inclusion criteria for the family caregivers were being over 18 years of age, and 

having sufficient literacy to complete the questionnaires. The exclusion criterion for 

caregivers was suffering from a serious mental illness. The study (Code: M14.159557) was 

reported to the Research Registry of the University Medical Center Groningen (UMCG); the 

Medical Ethical of the UMCG waived institutional research board approval. The study has 

been conducted in compliance with the APA ethical principles regarding research with human 

participants. 

Measure 

Background variables 

Family caregivers were asked to provide information about their age, gender, marital 

status, their current occupation, and their relationship with their family member with pain. 

They were also asked to report whether they live with their family member with pain. In 

addition, caregivers were requested to provide some demographic information about their 

family members with pain as well, including patients’ age, gender, location of pain, patients’ 

current health level, and the current level of patients’ pain intensity. To assess patients’ health 

level, caregivers were asked to report their perception of the current health level of their 

family member with pain on a VAS scale ranging from 0 (The worst imaginable health 

condition) to 10 (The best imaginable health condition). In the same way, to investigate 

patients’ current level of pain, caregivers were asked to report their perception of the pain 

intensity of their family member with pain on another VAS scale ranging from 0 (No pain at 

all) to 10 (The most intensive pain). 

Main variables  

Caregiving demands. Caregiving demands were measured by the Dutch Objective 

Burden Inventory (DOBI; Luttik, Jaarsma, Tijssen, van Veldhuisen, & Sanderman, 2008). 

This inventory was designed to measure the care activities that were performed by family 

caregivers in the past three months. This inventory consisted of 38 items divided into four 

subscales including personal care (e.g., helping with eating and drinking), practical care (e.g., 

buying groceries), motivational care (e.g., motivating to quit or reduce smoking), and 

emotional care (e.g., showing understanding). Answer alternatives were 1 = No, never, 2 = 

Yes, sometimes or regularly, and 3 = Yes, often or always. In the current study, an average 

score of the DOBI was used. The Cronbach’s alpha for the total score of DOBI was .90. 

Perceived injustice. Caregivers’ perceptions of injustice were measured by an 

adapted version of the Injustice Experience Questionnaire (IEQ; Sullivan et al., 2008). To 
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develop the adapted version, we used the authorized version of the IEQ that was formally 

translated into Dutch at University Medical Center Groningen (De Boer, Schiphorst Preuper, 

& Reneman, in preparation). This questionnaire has 12 items. The scale is designed to assess 

different elements of injustice: severity and irreparability of loss (e.g., “Most people don't 

understand how severe my condition is” and “My life will never be the same”), and blaming 

others and sense of unfairness (e.g., “I am suffering because of someone else’s negligence” 

and “it all seems so unfair”). Sullivan and his colleagues (2008) expected the items to load on 

two separate constructs (i.e., severity and irreparability of loss, and blame and unfairness). 

However, in his study and also in other studies (e.g., Rodero et al., 2012) some items loaded 

on both components simultaneously. Therefore, the IEQ is often considered as a one-

dimensional measure. In the current study, the caregivers were asked to consider their 

situation as a family caregiver of an individual with chronic pain and then answer to each 

statement in the questionnaire. When necessary, the wording of the IEQ items was changed 

(e.g., “Most people don’t understand how severe my condition is” was changed to “Most 

people don’t understand how severe my situation is”). Each item was answered using a 5-

point Likert-type scale ranging from 0 (Never) to 4 (All the time). The average score was used 

in the current study. 

To investigate the psychometric properties of the IEQ-caregivers a Principal 

Component Analysis (PCA) was performed. First, the Kaiser-Meyer-Olkin Measure (KMO; 

(Cerny & Kaiser, 1977) and the Bartlett's Test of Sphericity (Snedecor & Cochran, 1989) 

showed that the data is suitable for Principle Component Analysis (PCA). The KMO was .89, 

indicating that the sample size is adequate. The Bartlett’s Test of Sphericity was highly 

significant (χ² = 970.06; p < .001), meaning that there are significant associations between the 

variables that were entered into the PCA. Next, the PCA showed two components with eigen-

values greater than 1. The first and the second component accounted for 50.19% and 9.53% of 

the variance, respectively. To further investigate the components, oblique rotation was 

conducted. The oblique rotation (i.e., direct oblimin) showed that 9 items loaded on the first 

component and 3 items (i.e., items 1, 2, and 4) loaded on component two. The three items that 

loaded on the second component were related to blaming others and sense of unfairness. 

However, the other items that measure blaming and unfairness loaded on the first component. 

To select the adequate number of components for the IEQ-caregiver, the results of the scree 

plot were also taken into account. The inspection of this plot showed that one factor solution 

is sufficient. The results of a PCA with one component showed high item loadings (≥ 0.40) on 

one component. Therefore, in the current study the IEQ was used as a one-dimensional 

construct. Appendix A presents the results of the PCA with two and one factor solutions. The 

Cronbach’s alpha for the IEQ was .90, indicating a high internal consistency which is also 

indicated by previous studies (e.g., Kennedy & Dunstan, 2014; Rodero et al., 2012; Scott et 

al., 2013; Sullivan et al., 2008). 

Caregiver burden. A short version of the Zarit Burden Interview (ZBI; Bedard et al., 2001) 

was used to assess caregivers’ burden. This short version consisted of 12 items (e.g., “Do you 

feel that your social life has suffered because you are caring for your relative?” and “Do you 

feel that because of the time you spend with your relative that you don’t have enough  
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Figure 1. The participants’ flowchart 

The data collection 
method

Sending the 
questionnaires to 
patients' homes

Number of patients 
that were approached: 

406

Number of caregivers 
who filled out the 

questionnaires: 154

Number of caregivers 
who returned the 

questionnaires without 
filling in: 29

Number of caregivers 
who did not respond: 

231

Participants were 
approached directly at 

the pain clinic

Number of caregivers 
that were approached: 

32 

Number of caregivers 
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participate: 29 

Final number of 
caregivers that 

participated in the 
study: 30

Number of patients 
that were approached: 

33

Number of patients 
who agreed to ask 
their caregivers to 

participate: 22



Family caregivers & injustice 

-Page 102- 
 

time for yourself?”). Each question was answered on a 5-point Likert-type scale, ranging from 

0 (Never) to 4 (Nearly always). The average score of the ZBI was used in the current study. 

This short version has shown a good internal consistency (Bedard et al., 2001). The 

Cronbach’s alpha in the current study was .89.  

Distress. To assess distress, caregivers were asked to complete a short version of the 

Depression, Anxiety, and Stress Scale (DASS; Lovibond & Lovibond, 1995). This Scale has 

21 items assessing depression (e.g., “I couldn't seem to experience any positive feeling at 

all”), anxiety (e.g., “I was worried about situations in which I might panic and make a fool of 

myself”), and stress (e.g., “I found it hard to wind down”). Family caregivers were asked to 

report how much each statement applied to them over the past week in a 4-point Likert-type 

scale (0 = Never, 3 = Always). In the current study the average score was used and the Alpha 

coefficient for the total score of the DASS-21 was .94.  

Anger. Caregivers’ anger was measured by the Hostility subscale of the Symptom 

Checklist-90-Revised (SCL-90-R; Derogatis, 1992). This subscale has 6 items (e.g., “Feeling 

easily annoyed or irritated”) and measured participants anger level over the past week in a 5-

point Likert-type scale (1 = Not at all, 5 = Extremely). We used an average score of anger in 

the current study. The Cronbach’s alpha in the current study was .79. 

Sources of injustice. Caregivers were asked to indicate how much they consider 

different sources responsible for the injustice that they experience. Caregivers were asked to 

separately rate the responsibility level for four main sources, that is, the patient, themselves, 

health care providers and others (e.g., other family members, their patients’ employer or any 

other person who may have caused the pain). Caregivers were asked to rate the amount of 

responsibility for each source on a VAS ranging from 0 (Not at all) to 10 (Completely) 

responsible.  

Statistical Plan 

The links between caregiving demands, perceived injustice, and other variables in the 

study (i.e., burden, distress, anger) were assessed by Pearson product-moment correlations. 

The demographic and the main variables in the study that showed correlation with the 

variables in each model were controlled in the mediation analyses.  

To test the mediating role of a defined mediator (i.e., perceived injustice) in the 

relationship between an independent variable (i.e., caregiving demands) and dependent 

variables (i.e., burden, distress, and anger) the model 4 in the PROCESS computation tool (a 

SPSS macro; Hayes, 2013) was used. The results of PROCESS provide information about 

different effects and their weights. The total effect of an independent variable on a dependent 

variable is shown by weight c and consists of the direct effect of an independent variable on a 

dependent variable (weight c′) plus the indirect effect of an independent variable on a 

dependent variable through a defined mediator (weight ab). The effect of an independent 

variable on a defined mediator is presented by weight a. Finally, weight b represents the effect 

of a defined mediator on a dependent variable while excluding the effect of an independent 
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variable. In the mediation analyses, following Preacher and Hayes (2004), we used a 

bootstrap test (with 5000 resamples) to assess the significance of the indirect effect.  

To investigate how frequently caregivers select a source of injustice, we dichotomized 

the four VAS scales. A “0” meant that caregivers did not consider that source to be 

responsible for the injustice, selecting a score between 1-10 indicated that caregivers 

considered that source to be responsible for the injustice at least to some degree. The main 

reason for not using the average scores of VAS scales was that the results were extremely and 

significantly skewed and none of the scales had a normal distribution (i.e., the p-values of 

Kolmogorov-Smirnov tests were < .001 for all VAS scales). In addition, to study the 

difference in the level of perceived injustice between caregivers who considered a source 

responsible and the ones who did not, separate independent t-tests were conducted for each 

VAS scale.  

Results 

Participants’ characteristics  

The final sample consisted of 184 family caregivers of patients with chronic pain. The 

mean age of caregivers was 60.23 (SD = 13.88), the majority of caregivers were male (53%; n 

= 97) and married (81.8%; n = 148). Most caregivers were retired (30.8%; n = 56) or had a 

full time (28.6%; n = 52) or part time job (17.6%; n = 32). In more than two third of the cases, 

caregivers were the spouses of patients (81.8%; n = 148) and living with the patients (84.5%; 

n = 153). The caregivers were taking care of patients who were on average 61.67 (SD = 

13.66) years old. In addition, based on caregivers’ reports, 76 (42.2%) patients were male and 

104 (57.8%) were female. Sixty-one (34.1%) patients had pain in more than one location, 

16.8% (n = 30) had back pain, 10.1% (n = 18) had pain in legs and knees, 8.9% (n = 16) 

experienced pain in shoulder and neck, and 30.2% (n = 54) had pain in other locations. The 

average health level of patients was 4.96 (SD = 1.60) and the average score of pain intensity 

was 6.13 (SD = 2.10). 

Descriptive information and correlations 

The mean score of caregiving demands was 1.55 (SD = .29) and the average score of 

perception of injustice in family caregivers was 1.16 (SD = .85). Caregiving demands were 

significantly correlated with perceived injustice (r = .44; p < .001), burden (r = .60; p < .001), 

distress (r = .44; p < .001), and anger (r = .26; p = .001). Furthermore, perceived injustice also 

showed positive significant correlations with burden (r = .58; p < .001), distress (r = .55; p < 

.001), and anger (r = .40; p < .001). No association was found between demographic variables 

(i.e., caregivers’ and patients’ age, caregivers’ and patients’ gender) and the main variables in 

the study. Table 1 presents the means (SDs) of the variables and correlations between the 

variables under study. The outcome variables (i.e., burden, distress, and anger) were 

correlated. Therefore, we controlled for these variables in the mediation analyses in which 

they were not the outcome variable. 
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Table 1. The means and SDs of the variables and correlations among all the variables in the 

model 

 Means SDs 1 2 3 4 

1. Caregiving demands 1.55 .29 1    

2. Injustice 1.16 .85 .44** 1   

3. Burden .77 .65 .60** .58** 1  

4. Distress .36 .44 .44** .55** .66** 1 

5. Anger 1.18 .31 .26** .40** .50** .64** 
* p < .05; ** p < .01 

Investigating the mediating role of perceived injustice in the link between caregivers’ 

demands and caregivers’ psychological outcomes 

Burden as an outcome. The mediation analysis showed that while controlling for 

distress and anger, the effects of caregiving demands on injustice (b = .77, p < .001) and on 

burden (b = .91, p < .001) were significant. In addition, the effect of perceived injustice on 

caregiver burden while controlling for caregiving demands, distress, and anger reached 

significance (b = .14, p = .002). The direct effect of caregiving demands on burden controlling 

for perceived injustice, distress, and anger was significant (b = .79, p < .001). Finally, the 

results showed that the indirect effect (i.e., a*b) was significant (b = .11, 95% BC CI: .04 to 

.23 with 5000 resamples), indicating that perceived injustice significantly mediated the link 

between caregiving demands and burden. 

Distress as an outcome. In the mediation analysis with distress as an outcome 

variable, burden and anger were entered as covariates. The analysis revealed that the effect of 

caregiving demands on injustice (b = .51, p = .02) was significant. However, the effect of 

caregiving demands on distress was not significant (b = .14, p = 13). The effect of caregiving 

demands on distress while controlling for injustice, distress, and anger did not reach statistical 

significance (b = 09; p = .31). However, the indirect effect was significant (b = .05, 95% BC 

CI: .006 to.12 with 5000 resamples), indicating a mediating effect of injustice on the link 

between caregiving demands and distress. 

 Anger as an outcome. In the final mediation analysis, burden and distress were 

controlled. The total effect of caregiving demands on anger (b = -.12, p = .10), and the direct 

effect (b = -13, p = .09) did not reach statistical significance. Importantly, the indirect effect 

was also not significant (b = .008, 95% BC CI: -.01 to .06 with 5000 resamples), showing no 

significant mediating effect of perceived injustice. Table 2 presents the results of the 

mediation analyses. 

Investigating the sources of injustice among family caregivers 

In total, 106 (62%) of family caregivers blamed at least one source for their situation. 

Sixty-five (38%) caregivers did not consider anyone to be responsible. The separate 

investigation of each VAS scale show that only 28.6% (n = 48) of caregivers held their family 

member in pain responsible for their caregiving situation, while 71.4% (n = 120) did not hold 

their family member responsible. Ninety-one caregivers (53.5%) considered doctors and 

health care providers responsible for their situation, but the rest (46.5%, n = 79) did not blame 
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doctors and care providers. In addition, only 40 caregivers (23.7%) considered themselves and 

47 caregivers (28%) considered others responsible for their situation. Finally, t-tests showed 

that caregivers who considered someone responsible had significantly higher perceptions of 

injustice compared to the caregiver who did not consider anyone to be responsible (p-values < 

.01).Table 3 presents the results of the frequency analyses and t-tests.  

Table 2. Results of the mediation analyses 

 Outcome 

of each 

step 

Predictors Coefficient SE t P-

value 

95% LL 

CI 

95% UL 

CI 

M
ed

ia
ti

o
n

 a
n

al
y

si
s 

w
it

h
 

b
u

rd
en

 a
s 

an
 o

u
tc

o
m

e 

v
ar

ia
b

le
 

Injustice  Caregiving demands (Weight a) .77 .19 3.93 < .001 .38 1.15 

Distress .71 .16 4.33 < .001 .38 1.03 

Anger .26 .21 1.26 .20 -.14 .68 

Burden  Injustice (Weight b) .14 .04 3.07 .002 .05 .24 

Caregiving demands (Weight c′) .79 .12 6.21 < .001 .54 1.04 

Distress .45 .10 4.24 < .001 .24 .67 

Anger .28 .13 2.16 .03 .02 .55 

Burden  Caregiving demands (Weight c) .91 .12 7.24 < .001 .66 1.15 

Distress .56 .10 5.37 < .001 .35 .76 

Anger .32 .13 2.41 .01 .06 .59 

 Indirect effect (a*b) .11 .04* - - .04** .23** 

M
ed

ia
ti

o
n
 a

n
al

y
si

s 
w

it
h
 

d
is

tr
es

s 
as

 a
n
 o

u
tc

o
m

e 
v
ar

ia
b
le

 

Injustice  Caregiving demands (Weight a) .51 .22 2.33 .02 .07 .95 

Burden .49 .11 4.44 < .001 .27 .71 

Anger .45 .18 2.40 .01 .08 .82 

Distress Injustice (Weight b) .09 .03 2.93 .003 .03 .16 

Caregiving demands (Weight c′) .09 .09 1.00 .31 -.09 .28 

Burden .21 .05 4.24 < .001 .11 .31 

Anger .54 .08 6.75 < .001 .38 .70 

Distress Caregiving demands (Weight c) .14 .09 1.51 .13 -.04 .33 

Burden .25 .04 5.37 < .001 .16 .35 

Anger .59 .08 7.25 < .001 .43 .75 

 Indirect effect (a*b) .05 .02* - - .006** .12** 

M
ed

ia
ti

o
n
 a

n
al

y
si

s 
w

it
h
 a

n
g
er

 

as
 a

n
 o

u
tc

o
m

e 
v
ar

ia
b
le

 

Injustice  Caregiving demands (Weight a) .42 .21 1.95 .05 -.003 .85 

Burden .37 .11 3.26 .001 .14 .60 

Distress .56 .15 3.76 < .001 .27 .86 

Anger Injustice (Weight b) .02 .02 .71 .47 -.03 .07 

Caregiving demands (Weight c′) -.13 .08 -1.70 .09 -.29 .02 

Burden .09 .04 2.16 .03 .008 .18 

Distress .38 .05 6.75 < .001 .27 .50 

Anger Caregiving demands (Weight c) -.12 .08 -1.61 .10 -.28 .02 

Burden .10 .04 2.41 .01 .01 .18 

Distress .40 .05 7.25 < .001 .29 .51 

 Indirect effect (a*b) .008 .01* - - -.01** .06** 
* Bootstrapped SE with 5000 resamples; ** Bias corrected bootstrapped confidence interval 

with 5000 resamples  
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Table 3. Results of the comparison between those who held a source responsible and who did not hold 

a source responsible 

Source of injustice  Frequency Percentage Means of 

perceived 

injustice (SDs) 

t p-value 

Family member with 

chronic pain 

Rated 0 120 71.4% 1.04 (.86) -3.01 .003 

Rated 1-10 48 28.6% 1.47 (.70) 

Caregivers 

themselves 

Rated 0 129 76.3% 1.03 (.84) -3.80 < .001 

Rated 1-10 40 23.7% 1.59 (.70) 

Doctors, nurses and 

health care providers 

Rated 0 79 46.5% .94 (.75) -3.00 .003 

Rated 1-10 91 53.5% 1.31 (.84) 

Others (e.g., patients’ 

employers, other 

family members) 

Rated 0 121 72% 1.00 (.76) -4.62 < .001 

Rated 1-10 47 28% 1.64 (.86) 

Discussion 

 This was the first study that examined the perception of injustice in family caregivers 

of patients with pain. Although, on average, our findings showed relatively low levels of 

perceived injustice in family caregivers, those who performed more caregiving tasks were 

more likely to report such perceived injustice. Furthermore, despite the low level of perceived 

injustice among family caregivers, the results showed that perceived injustice was 

significantly related to more burden, distress, and anger, indicating the potential role of 

perceived injustice in the well-being of family caregivers. As hypothesized, perceived 

injustice mediated the relationship between caregiving demands and wellbeing (i.e, burden 

and distress, but not anger). Finally, our findings revealed that 62% of the caregivers held at 

least one source to some extent responsible for their situation. Of note, only a minority held 

the patient or themselves responsible, but more than half of the caregivers held doctors and 

care providers at least to some degree responsible for the caregiving situation.  

The average score of perceived injustice among family caregivers may be seen as 

relatively low (mean = 1.16). However, it is not much lower than the means reported in 

studies that investigated perceived injustice among patients with chronic pain. For example, 

previous studies reported scores ranging from 1.3 to 2.5 (e.g., Sullivan et al, 2008; Rodero et 

al, 2012). As we did not assess patients’ perceptions of injustice in the current study, we 

cannot compare the level of perceived injustice within caregiver-patient dyads. This would be 

an interesting avenue for future studies.  

In line with our hypothesis, the findings showed that higher levels of caregiving 

demands are related to higher levels of perceived injustice. Demanding caregiving tasks may 
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increase caregivers’ beliefs that they do not have time for themselves and instead have to 

spend their time on attending to the needs of their family members with chronic illness 

(Brouwer et al., 2004). Therefore, caregivers who perform more tasks and responsibilities are 

more likely to report losses and unnecessary suffering in their life, to consider their condition 

as unfair, and to blame other individuals for their unjust situation. As we emphasized, the 

perception of losses and suffering is one of the main elements of perceived injustice. While 

the findings indicated that caregivers who performed more tasks experienced more injustice, 

the domains in which caregivers experience losses and suffering are yet to be explored.  

The current study further showed that the relationship between caregiving demands 

and caregivers’ well-being, which has previously been demonstrated in other studies (e.g., 

Brouwer et al., 2004; Giovannetti et al., 2012; McLennon et al., 2014), is mediated by 

perceived injustice. Meaning that higher levels of caregiving demands are associated with 

more perceived injustice in caregivers, which in turn is related to caregivers’ lower well-

being. The findings of studies on caregivers’ resentment and forgiveness might be in line with 

the current findings. For instance, Cheng and colleagues (2013) showed that severe behavioral 

problems that might increase caregiving demands among patients reduces caregivers’ ability 

to forgive patients [or maybe increase caregivers’ tendency to blame patients], in turn, 

caregivers’ lower level of forgiveness is related to a low level of caregivers’ well-being. 

Therefore, forgiveness may play an important role in increasing the psychological well-being 

in caregivers who perceive higher levels of injustice.  

Despite significant associations among caregiving demands, caregivers’ perceptions of 

injustice, and anger, we failed to show a mediating role of injustice in the link between 

demands and anger, while controlling for burden and distress. Given the association between 

burden, distress, and anger, it is likely that burden and distress are more important in 

predicting anger than perceived injustice. 

Furthermore, we investigated caregivers’ perceptions about who they consider 

responsible for their situation as a caregiver. First, the results showed that caregivers who did 

hold someone responsible, regardless of the type of the source, had higher levels of perceived 

injustice. Second, more than half of the caregivers held doctors and health care providers 

responsible, at least to some degree. This was not the case for other sources. For example, 

only 28.6% caregivers held the patients responsible for their situation, while 71.4% caregivers 

did not hold the patients responsible at all. We did not inquire about the reasons for holding a 

source responsible and the consequences of holding a specific source responsible. Knowing 

such reasons and consequences could help us to provide effective interventions for reducing 

perceptions of injustice and the negative consequences that blaming an individual might 

cause. For example, caregivers who blame doctors because they believe doctors did not 

provide proper treatment might not comply with the requests of doctors and may also 

discourage their family members with illness from following the recommendations of the 

doctors. Future studies need to explore caregivers’ reasons for and consequences of blaming 

each source and try to address them.  
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While the cross-sectional nature of this data limits our ability to infer causal 

relationship, the findings have important implications. First, they showed that caregivers who 

perform more tasks for their family members are more likely to report higher levels of 

perceived injustice as well as lower levels of psychological well-being. This finding might 

suggest that caregivers themselves are in need of receiving support, and high levels of 

pressure on caregivers can endanger their health and consequently their ability to provide 

support to their family member in pain. Second, measuring the sources of injustice showed 

that a considerable number of caregivers blame doctors for their unjust condition. This can 

disturb the alliance between caregivers and doctors which may be a serious barrier in patients’ 

treatment. Finally, perceived injustice is significantly associated with caregivers’ 

psychological well-being and can be considered as an important factor in the well-being of 

family caregivers. 
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Appendix A 

 

The results of the principal component analysis of the IEQ-caregivers 

IEQ Item 

T
w

o
 f

a
ct

o
rs

 

so
lu

ti
o
n

 

O
n

e 
fa

ct
o
r 

so
lu

ti
o
n

 

M
ea

n
s 

S
D

s 

C
ro

n
b

a
ch

’s
 

a
lp

h
a
 i

f 
it

em
 

d
el

et
ed

 

 Factor 1 Factor 2     

IEQ1. Most people don’t understand how severe my situation is. .16 .71 .64 1.77 1.17 .89 

IEQ2. My life will never be the same. .29 .56 .66 1.69 1.35 .89 

IEQ3. I am suffering because of someone else’s negligence. .44 .32 .64 .74 1.07 .90 

IEQ4. No one should have to live this way. -.14 .84 .42 1.33 1.51 .91 

IEQ5. I just want to have my life back. .81 .02 .81 1.11 1.25 .88 

IEQ6. I feel that this has affected me in a permanent way. .62 .23 .76 1.45 1.32 .89 

IEQ7. It all seems so unfair. .55 .19 .66 1.57 1.39 .89 

IEQ8. I worry that my situation is not being taken seriously. .45 .30 .64 1.18 1.22 .90 

IEQ9. Nothing will ever make up for all that I have gone through. .85 -.10 .75 .84 1.11 .89 

IEQ10. I feel as if I have been robbed of something very precious. .81 -.01 .78 .98 1.19 .89 

IEQ11. I am troubled by fears that I may never achieve my dreams. .90 -.07 .82 .87 1.18 .89 

IEQ12. I can’t believe this has happened to me. .89 -.14 .77 .71 1.05 .89 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 


