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LIFE AND CAREGIVER BURDEN IN CAREGIVERS OF CANCER PATIENTS

Gangaraboina Sanjeevani, Paniharam Ramakanth, Adhi Chaitanya

Caregivers of cancer patients were prone to deterioration of their QOL due to the caregiving burden. A high caregiving
burden and low QOL were common among CG. In India, only a few studies were done on the caregivers of cancer
patients. Hence this study was undertaken.

The aim: To study psychopathology, quality of life and burden in caregivers of cancer patients

Materials and methods: The study was done on 100 caregivers of cancer patients attending after fulfilling the inclusion
criteria. A semi-structured Proforma was administrated to collect the socio-demographic details. Following by Mini
International Neuropsychiatric Interview (MINI), WHO-QOL and Burden assessment scale was administered to the
caregivers. Data were analysed using SPSS. Descriptive statistics, Pearson and Spearman Correlations and ANOVA
were used.

Results: 31 % of caregivers suffer from generalised anxiety disorders (15 %) and depression (16 %). The environmen-
tal domain of QOL (mean-18.2, SD-15.4) was the most affected. 83 % of caregivers experienced a moderate burden,
and 17 % had a severe burden. These variables are significantly associated with caregiver relation with patient and
socio-economic status (<0.05). A significant correlation was found between Psychiatric morbidity, QOL and Burden in
caregivers.

Conclusion: psychiatric morbidity, quality of life and burden in CGs influence one another. The least attention was
paid to caregivers' mental health, many of them left unidentified and untreated. These results highlight the need to edu-
cate them about mental health and counsel and treat them for their psychiatric problems
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1. Introduction

According to the National Cancer Registry in In-
dia, the cause of cancer is multifactorial, the burden of
cancer is multidimensional, and treatment is multidisci-
plinary. It affects both the patients and their family
members multi-dimensionally [1]. Advances in cancer
treatment enable care to be implemented in the home
setting and the engagement of family members to assume
significant roles as caregivers [2]. CG needs time, cogni-
tive capacity and physical strength to navigate the com-
plex process of cancer care, such as hospital policies,
economic difficulties and communication and accessibil-
ity to cancer care services. Consequently, family caregiv-
ers place the needs and well-being of their ill relatives
ahead of their own needs, and caregivers can neglect
their health [3]. CG can experience burden and stress
while caring for the patient. Caregiver burden is influ-
enced by patient characteristics like diagnosis, stage of
disease, treatment and amount of caregiving-related tasks
[4]. Cancer can negatively affect the Quality Of Life
(QOL) of the patients and their family caregivers. CGs of
cancer patients were prone to deterioration of their QOL
due to the caregiving burden. A high caregiving burden
and low QOL were common among CG [2]. Diagnosis of

cancer in the family impairs family function, which was
significantly associated with depression and anxiety in
both patients and caregivers. Increased demand for care
and support from CG during treatment of terminal stage
of illness, palliative care increases the vulnerability to
psychological problems like anxiety, depression, and
post-traumatic stress disorder in CG compared to cancer
patients [5-7].

The aim of the research was to study psycho-
pathology, quality of life and burden in caregivers of
cancer patients.

2. Materials And Methods

— Study Design: A Cross-sectional study. The
study was done in January—February 2020 at MNJ
Institute of Oncology and Regional Cancer Centre, a
Tertiary Health Care Centre.)

Study setting:

— The study sample was collected from caregivers
of inpatients at MNJ Cancer Hospital from different
cancer treatment departments.

— MNJ Institute of Oncology and Regional Cancer
Centre is a Tertiary Health Care Centre. It is a 450 bedded
hospital situated in Hyderabad city of Telangana state.
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Sampling: Sample collection was done utilizing
convenient sampling.

Study population: Caregivers of patients admit-
ted to MNJ cancer hospital with lung, breast, cervical,
ovarian, acute lymphoblastic leukaemia, and osteosarco-
mas who were taken.

Sample size: 100 caregivers of cancer patients.

Study period: 2 months (Jan2021—Feb 2021)

Bioethics: Ethics clearance was given by the
Institute Ethics Committee of Osmania Medical College,
Telangana, India, number-18106001005D and the date of
the protocol-02/04/2018. Informed consent was taken
from the participants of the study. Individuals had the
right to withdraw their consent from participation after
inclusion in the study. The identity of the individual was
kept confidential. The scales included in the study were
used after taking permission from the author.

Recruitment Criteria for participants

Inclusion criteria:

1. A caregiver who is taking care of the patient for
a minimum of 6 months

Age of caregiver: 18-60 years

2. Caregivers do not have major medical and
surgical illnesses.

Exclusion Criteria

1. The caregiver is not willing to give consent.

Tools used

1. A  semi-structured intake  Proforma
containing Socio-demographic details of CGs like age,
gender, religion, domicile, education, occupation, type of
family, socio-economic status, relationship with the
patient, and medical and psychiatric history of the
subjects.

2. MINI International Neuropsychiatric
Interview (MINI): It was developed by Dr David Sheehan
et al. it is a brief structured diagnostic interview scale used
for diagnosing 16 major psychiatric disorders as per DSM-5
and ICD-10 criteria. The interview is conducted with precise
questions about psychological problems, requiring a Yes or
No answer. The general format of MINI is divided into
modules identified by letters (A-P), each corresponding to a
diagnostic category [8].

3.WHO QOL BREF: It was developed by
Alison Harper on behalf of the WHOQOL group. The
WHO QOL BREF is a 26-item concise version of the
WHO QOL-100 assessment used for assessing the
Quality of Life. It consists of 4 domains- physical,
psychological, social relationship and environmental.
Each of these domains is rated on a 5-point Likert Scale.
Mean scores are taken from each domain which is
multiplied by 4. These raw scores are converted to
transformed scores on a 0-100 scale [9].

4. Burden assessment scale (BAS): It was
developed by Thara et al. at the schizophrenia research
foundation (SCARF). This is a semi-quantitative, 40-
item scale measuring 9 different areas of objective and
subjective caregiver burden. Each item is rated on a 3-
point scale. The responses are 'not at all, 'to some extent,
and 'very much. Some of the items are reverse coded.
The authors have not suggested cut-off scores for low
and high burdens since it will depend on the sample. We
have taken cut-off scores like 0—40 as mild, 41-80 as
moderate and 81-120 as severe burden [10].
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5. Modified kuppuswamy scale: This scale was
used to assess the socio-economic status of the study
population. It classifies the study population into lower,
middle and upper socio-economic status based on
education, occupation and income [11].

Methodology: Caregivers were screened for inclu-
sion criteria. CGs willing to participate in the study were
taken. Study details were explained, and written informed
consent was undertaken. A semi-structured Proforma was
administered to collect the socio-demographic details. After
this, the MINI, WHO-QOL BREF scale and burden as-
sessment scale was administered to them.

Statistical analysis: Statistical analysis was per-
formed using SPSS version 25 software. Descriptive statis-
tics of each item were determined for analysing the psychi-
atric morbidity, QOL, and Burden and their relation with a
socio-demographic profile of CGs. ANOVA, Spearman rho
and Pearson correlation tests were used. A significant p-
value less than or equal to 0.05 was taken.

3. Results

The participants in this study are 100 caregivers
of cancer patients who were admitted to different de-
partments of tertiary cancer care hospitals in Hyderabad.
The socio-demographic details of caregivers are dis-
cussed in table-1. Occupations of the CGs are as follows
33 %-housewives, 24 %- labourers, 16 %-skilled work-
ers, and 12 %-farmers.

The total duration of caregiving was found to be
higher in CGs of patients receiving radiotherapy and
palliative care with means of 30.8 and 20.8 months (SD-
51.4 and 20.2). The mean time spent per day for caregiv-
ing was found to be more in paediatric cancer patients
receiving chemotherapy and palliative care with means
of 18.9 and 14.7 hours per day (SD-6.89 and 7.4), respec-
tively. The number of times patients were admitted to the
hospital was high in patients receiving palliative care,
combined chemotherapy and radiotherapy and chemo-
therapy alone, with the means of 5.8, 5.5 and 4.5 times
(SD-5.96, 6.98 and 4.41).

No significant relation was found between varia-
bles like age, literacy, domicile, type of family, socio-
economic status, relation with patient and substance use
with psychiatric morbidity of CG (Table 1).

Table 1
Socio-demographic details of caregivers

Socio-demographic details of caregivers Mean+SD
Age 37.08+10.46
Literacy — Illiterate 23.45+8.46
Primary 21.57+11.85
Secondary 22.47+10.56
Intermediate 26.14+10.14
Graduate 22.43+6.89
No.of hospital admissions of patient 3.6+4.39
No.of hours spent in caregiving per day | 12.86+8.14
The total duration of caregiving in months | 15.9420.35

Out of 100 CGs, 31 % were found to have psychi-
atric morbidity. Among them, 15 % were diagnosed with
Generalised Anxiety Disorder (GAD) and 16 % with
Major Depressive Disorder (MDD).

The relation between CGs psychiatric morbidity
and demographic correlates was analysed using
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spearman's rho correlation test. A statistically significant
negative correlation was found between psychiatric mor-
bidity (GAD and MDD) and the gender of CGs with rg=-
0.32 p=0.001. Among female CGs, 15 % were found to
have GAD, and 14 % had MDD, whereas, among male
CGs, only 1 % had GAD and MDD (Table 2).

Table 2
Relation between psychiatric morbidity and demographic

correlates of CGs

N | %
Gender —Male 28 | 28
Female 72 | 72
Domicile-Rural 48 | 48
Semi-urban 5 5
Urban 47 | 47
Type of family-Nuclear 97 | 97
Joint 3 3
Socio-economic status-lower 5 5
Lower middle 30 | 30
Upper lower 58 | 58
Upper middle 7 7
CG relation with patient-Parents 39 | 39
Spouse 35| 35
Children 29 | 29
Other family members 5 5
Head of the family-Husband 30 | 30
Fathers 40 | 40
children 20 | 20
Wife 5 5
Mother 3 3
Sibling 2 2
Type of treatment given to the patient
Chemotherapy 39 | 39
Radiotherapy 8 8
Chemotherapy+Radiotherapy 16 | 16
Palliative care 11 | 11
Surgical care 26 | 26

Quality Of Life in CGs of cancer patients
QOL in CGs was assessed in four domains ac-
cording to the WHO-QOL BREF scale. Mean scores of
these domains are Physical(D1)-23.25, SD-9.02, Psycho-
logical(D2)-26.5, SD-13.39, Social relationship(D3)-
62.9, SD-22.85, Environmental(D4)-18.22, SD-15.40.
The highest mean score was seen in the social domain,
which indicates good QOL in this domain, and the least
mean score was scored in the environmental domain,
indicating poor QOL in this domain (Table 3).
Table 3
Relation between MINI and socio-demographic variables
of caregivers

Relation between Socio- MINI

demographic variables and MINI r p-value
Age -0.23 0.8
Gender -0.32 | 0.001*
Relation with patient -0.16 0.09
Socio-economic status 0.03 0.7
Literacy 0.17 0.07
Domicile -0.16 0.1
Type of family 0.02 0.7
Number of hours spent in caregiving 0.07 0.4
The total duration of caregiving -0.13 0.1
Type of treatment given to the
patient -0.07 0.9

Note: P-value is significant at <0.01 level (2-tailed); and at the
0.05 level (2-tailed)

Burden in caregivers

The burden on caregivers was assessed using
Burden Assessment Schedule (BAS). No cut-off scores
were mentioned for this scale. Mean and Median scores
of BAS were 68.19 and 67 (SD-13.05). Based on the
median, we have set cut-off scores. In our study, 83 % of
CGs experienced moderate and 17 % experienced severe
burdens (Table 4).

Table 4
Quality of life domains of caregivers
WHO-QOL DOMAINS MEAN+SD
Physical domain (D1) 23.25+£9.026
Psychological domain (D2) 26.5+13.38
Social relationships (D3) 62.09+22.83
Environment (D4) 18.22+15.40

Association between the quality of life and de-
mographic correlates of CGs

One-way analysis of variance(ANOVA) was per-
formed to see the effect of socio-demographic correlates
on the QOL of CGs. Statistically significant association
was found between the psychological domain of QOL of
CGs with gender (F=4.18, P=0.04), relation with the
patient (F=2.28, P=0.02) and type of treatment given to
the patient F=2.6, P=0.02). Statistically significant asso-
ciation was seen between the social relationship domain
of QOL with relation to the patient (F=2.6, P=0.009) and
the type of treatment given to the patient (F=2.7,
P=0.002). In addition, a significant association was found
between the environmental domain of QOL and the so-
cio-economic status of the CG (F=4.56 P=0.02) type of
treatment given to the patient (F=4.5, P=0.001). A signif-
icant negative correlation was seen between the envi-
ronmental domain and the number of hours spent in
caregiving (R=0.22, P=0.02) (Table 5)

No significant association was found between the
QOL of CG with other variables.

Association between burden and demographic
correlates of CGs

One-way analysis of variance was used to find the
association between burden and demographic correlates
of CGs. A significant association was found between
burden and relationship with the patient (F=3.7,
p<0.001), socio-economic status of the caregivers
(F=4.92, p<0.01) and type of treatment given to the pa-
tient (F=2.4, p<0.04). In addition, a significant positive
correlation was seen between burden and total duration
of caregiving (R=0.31, p<0.002) (Table 5).

No significant association was found between
caregiver burden and other variables.

Table 5
Burden in caregivers
Burden in caregivers N %
Mild burden (0-40) 0 —
Moderate burden (41-80) 83 83 %
Severe burden (81-120) 17 17%

Correlation between MINI, QOL and Burden
in caregivers

Spearman's rho correlation tests were used to as-
sess the relationship between psychiatric morbidity and
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QOL in CGs. Statistically significant negative correlation
was seen between psychiatric morbidity(MINI) and psy-
chological domain(rs=0.45, p-0.00), environmental do-
main (rs=0.02, p<0.05) of QOL (Table 6).

Pearson correlation test was used to assess the re-
lation between QOL and Burden in CGs. Statistically

significant negative relation was seen between physical
(r=-0.339, p<0.001), psychological(r=-0.335, p<0.001)
and social relationship domains (r=—0.39, p<0.00) of QOL
with burden in CGs. A statistically significant positive
correlation was seen between burden (rs=0.39, p<0.00) and
psychiatric morbidity in CGs (Table 7).

Table 6
Association between socio-demographic variables and QOL, Burden on caregivers
Quality of life domains

ANOVA Tests D1 D2 D3 D4 Burden
F=0.49 F=4.18 F=0.30 F=0.02 F=0.85
Gender p=08 | p=0.04* | p=05 p=0.8 0=0.3
. . : F=0.81 F=2.28 F=2.6 F=0.8 F=3.7

Relation with patient 0=0.6 0=0.02* 0=0.009* 0=0.5 0=0.001*
. . F=3.66 F=0.78 F=1.61 F=4.56 F=4.92

Socio-economic status 0=0.08 0=0.5 0=0.1 0=0.02* 0=0.01*
. F=0.2 F=1.11 F=0.3 F=0.8 F=0.60
Literacy p=0.8 p=0.3 p=0.8 p=0.5 0=0.65
- F=1.08 F=0.48 F=1.8 F=1.2 F=0.58
Domicile p=0.3 p=0.6 p=0.1 p=0.3 p=0.56
: F=0.68 F=0.54 F=2.03 F=0.29 F=0.3
Type of family 0=0.4 0=0.4 0=0.1 0=05 0=0.5
- . F=1.95 F=2.6 F=2.7 F=4.5 F=2.4

Type of treatment given to the patient 0=0.09 0=0.02* 0=0.02* 0=0.001* 0=0.04*

Pearson correlation tests

Age r=0.24 r=0.36 r=0.16 r=0.08 r=0.12
9 p=0.8 p=0.7 p=0.09 p=0.3 p=0.2
r=0.31

. . r=0.001 r=-0.13 r=—0.003 r=0.08 _ «
The total duration of caregiving 0=0.9 0=0.1 0=0.7 0=0.3 p=0.002
: - r=—0.74 r=—0.15 r=—0.03 r=—0.22 r=0.44
Number of hours spent in caregiving 0=0.4 0=0.1 0=0.7 0=0.02* 0=0.6

Note: *Significant at p<0.05
Table 7

Correlation between MINI, QOL and Burden in caregivers

QOL Domains MINI (Spearman’s) Burden (Pearson’s)
Physical domain-D1 rs=0.27 r=-0.339
p=0.006 p=0.001*
Psychological domain-D2 rs=~0.45 r=—0.335
p=0.00* p=0.001*
Social relationship domain-D3 rs=~0.17 =0.39
p=0.08 p=0.00*
Environmental domain-D4 r=—0.02 r=-0.09
p=0.005* p=0.3
Burden rs=0.39 —
p=0.00* -

Note: * — Correlation is significant at the 0.05 level

4. Discussion

Cancer patients, from the time of illness diagno-
sis, need a caregiver who offers physical, emotional and
financial support. In this study, CGs belonged to the age
group of 18-60 years with mean—37.08 years. Moreover,
most CGs were females (72 %) and married (97 %).
Similar to our study, in other studies done by Centre
Manjeet et al. and Unnikrishnan et al., the majority of
the caregivers were middle aged with mean scores of
age 35.4 and 40.4 years, but in contrast majority of the
caregivers were males in their studies. This might be due
to the studies mentioned above being done on CGs of
patients suffering from a particular type of cancer. In
contrast, in the current study, a sample was collected
from CGs of cancer patients [1, 12].
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In our study, female CGs might feel that women
are obliged to look after ill family members, which is
considered their important duty as a wife and mother
because males in the family were breadwinners. This
might be one of the reasons for female caregivers' pre-
dominance in our study. In a study by Govinda et al.,
female caregivers perceived their role in caregiving as
more of an obligation than male caregivers [13].

CGs were equally distributed in our study's rural
(48 %) and urban (47 %) areas. However, CGs from rural
areas had difficulty approaching healthcare facilities for
cancer treatment and had an increased physical burden.

Most of the CGs were illiterates (60 %), but the
remaining CGs (40 %) had minimum education to un-
derstand the diagnosis and treatment of cancer.
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In our study, the head of the family in most CGs
families were males (87 %), and only 13 % of females
(wife and mother) were the head of the family. Among
them, 33 % had to play the dual role of head of the fami-
ly and caregiver. They experienced subjectively more
burden because of the dual role compared to other CGs.
CGs relation with patients were spouse(35 %), par-
ents(39 %) and children(29 %) and among them 72 %
were female CGs. The majority of the CGs belonging to
nuclear families (97 %) experienced inadequate physical
and emotional support from other family members.

In the current study, CGs were taking care of the
patient for a minimum duration of 8 months to a maxi-
mum duration of 13 years and the mean duration of
caregiving was found to be 12.86 hours/day, which is
higher than 24.4hr/week reported by the national alli-
ance for caregiving. Similar to our study, in other studies
done by Anneke Ullrich et al., Borges et al., Nik Ruzy-
anic et al. and Unnikrishnan et al., the mean time spent
by CGs was 4hours-20hours per day, and the mean dura-
tion of caregiving was 13.3 months [1, 6, 7, 14, 15].

In the present study, a longer duration of
caregiving with multiple hospital admissions was seen
among patients receiving combined chemotherapy,
radiotherapy and palliative care. In palliative care,
patients already in an advanced stage of disease needed
assistance with eating, bathing, toileting, taking
medication and monitoring their symptoms. In par with
the current study, Borges et al. reported that the number
of hours spent per day for providing direct caregiving
was greater among CGs. Their patients had advanced-
stage cancer than early-stage cancer patients [15].

Psychiatric morbidity in CG

In our study, at a significant level, CGs of cancer
patients were found to be suffering from psychiatric
morbidities like generalised anxiety (15 %) and major
depressive disorder(16 %). CGs did not consider this
psychiatric morbidity a problem and continued their
daily routines without seeking help from mental health
professionals. Similar results were seen in a previous
study done on Indian CGs by Centre Manjeet et al..
They found that 66 % of the CGs had psychiatric mor-
bidity like 32 % were suffering from anxiety and 34 %
from depression. Another study by Gema Costa-
Requena also found psychiatric morbidities like anxiety
among 76.1 % and depression among 77.4 % of CGs of
palliative care patients [16]. In both the above studies, a
higher percentage of psychiatry morbidity was seen,
possibly due to differences in sample size and assess-
ment methods.

Relation of psychiatric morbidity with socio-
demographic variables of CGs

Our study found a significant negative correlation
between psychiatric morbidity and the gender of CGs. It
was seen that both females and males were suffering from
anxiety and depression, but morbidity was found to be
higher in females than males. Similar to our results Joshua
Kanaabi Muliira, Irene Betty Kizza et al., in their studies,
have found significantly higher prevalence rates of dis-
tress in female CGs because of the caregiving process
[17]. However, in contradiction to this study, The current
study has not considered coping mechanisms amongst the
caregivers who could have played a role.

In our study, 13 % of the female CGs who was
head of the family had increased workload because of
their multiple responsibilities and were more prone to
have psychiatric morbidity due to increased physical,
emotional and financial demands. Even though we did
not find a significant relationship between psychiatric
morbidity in CGs with relation with the patient, many of
our CGs were wives and mothers of patients who were
suffering from anxiety and depression. A study done by
Centre Manjeet S et al. also found that female CGs who
had a dual role of maintaining the home and also caring
for the patient, such females are more prone to depres-
sion in the general population, and CGs' relationship to
the patient is an important factor to the emotional dis-
tress they suffer. The level of emotional distress varies
with the degree of emotional attachment and the relation
of the caregiver to the recipient [12].

Quality of life in caregivers of cancer patients

In the present study, CGs had over all poor
quality of life. Among the four domains, the QOL was
poor in the environmental domain, which might be
because most of them are from nuclear families with
rural backgrounds and belong to low socio-economic
status. They might have inadequate physical, emotional
and financial support. A study by Marcia Grant et al.
also found that QOL was significantly decreased over
time in CGs during caregiving. But in their study,
psychological well-being had the least score, followed
by social, spiritual and physical well-being [4].

Association of QOL with socio-demographic
variables of CGs:

A significant association was seen between the
psychological domain of QOL with gender, relation with
patient and type of treatment. Females CGs, like wives
and mothers, were found to be suffering from anxiety
and depression at a significant level which needs
attention. This might be due to their attachment to
patients, unable to see the suffering of loved ones and
negative feelings towards the prognosis of cancer in
terminal stages. Similar findings were seen in studies
done by Avinash Tippani et al. and N.Hacialioglu et al.,
where the QOL of CGs was significantly associated with
relation with the patient; they found that spousal CGs
had low QOL in the psychological domain. Furthermore,
QOL in a spouse was found to be low compared to
another family CGs [18, 19]. In contrast to our study
findings, Ullrich et al. found that CGs' gender and
patient-caregiver relation had no impact on the quality
of life outcomes of CGs. These results suggest that
female CGs were at more risk for developing psychiatric
problems during the caregiving process.

CGs of palliative care and paediatric cancer
patients receiving chemotherapy and radiotherapy were
found to have poor QOL, more stressed because of
increased demand for caregiving, and increased risk of
developing psychiatric problems. Weitzner et al. found
that caregivers of patients in palliative care had
significantly low QOL scores and lower scores on
physical and mental health [1].

CGs in the present study had good QOL in the
social relationship domain, which might be due to their
good personal relations with family members and
adequate social support from friends and relatives. So
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their QOL did not affect much in this domain. N.
Hacialioglu et al. found that QOL was good in CGs
getting support from other family members than CGs
without support [19]. Even though our study had poor
QOL in CGs, the social relationship domain was not
much affected.

CGs with low socio-economic status had poor
QOL in the environmental domain. CGs of upper socio-
economic status QOL were not much affected.
Especially in CGs of advanced cancer patients receiving
palliative care needed long hours of caregiving, which
had a greater impact on their incomes and further
deteriorated their economic status. Molassiotis, A. et
al. found that low-income levels affected the
caregiving process adversely and that CGs with high-
income levels had a significant and positive effect on
life satisfaction [5].

The burden on caregivers of cancer patients

In this study, we found that many CGs felt
burdened by caregiving. The burden assessment
schedule has shown predominantly moderate levels of
burden (83 %) and severe levels (17 %) of burden
amongst the CGs. CGs might feel burdened because of a
lack of adequate physical and financial support and
increased caregiving demand depending on the stage of
cancer. Similar findings were found in a study by
Unnikrishnan et al., who found that almost half of the
caregivers had psychosocial burden with moderate to
severe levels of burden [1].

Association between CG burden and socio-
demographic variables of caregivers:

Concerning the significant association of CG
burden to relation with patient, mothers of paediatric age
group patients and wives of patients with other types of
cancer perceived more burden than other CGs. This might
be because they are first-degree relatives taking care of the
patient from the beginning, and some of them had the dual
role of caregiving and family responsibility. But the other
family members did not seem to be burdened like these
CGs. Kim H et al., in their study, also found CGs having a
spousal relationship and whom were co-residents
experienced significantly higher caregiver burden than CGs
who were non-spousal and non-resident [20]. In contrast to
the present study, Memnun Seven et al. found less
caregiver burden in first-degree relatives of the patients
compared to others because it is thought that the bond
between first-degree relatives can lead to the perception of
caregiving as less of a burden. Even though they had a
severe burden subjectively, they did not express it
objectively because of their love for their patients and
willingness to take care of them [21].

CGs of low socio-economic status showed
moderate and severe burden levels in the present study.
They have felt burdened financially because of their
unemployment, low incomes, no support from others
and increased work burden. Ourania Govinda et al. have
found caregiver burden was more in unemployed CGs
than in employed CGs because of additional economic
burden [13]. In contrast to the present study Centre,
Manjeet S et al. found CGs did not feel the burden of
finances for treatment as their relatives suffering from
cancer got treatment free of cost from the hospital [12].
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This study found a significant positive correlation
between CG burden and the total caregiving duration.
This significantly implies that the CG burden was
increased in patients with chronic illness and advanced
stage of cancer than newly diagnosed cancer patients.
Because of the longer duration of illness, CGs had spent
most of their time with patients for caregiving. A study
by Ahmad Zubaidi Z. S. et al. found that caregivers of
advanced cancer patients had an increased subjective
caregiving burden. Because of this subjective burden,
CGs strongly tended to experience distress [22].

A significant correlation was seen between CG
burden with the type of treatment. Irrespective of
treatment modalities, CGs had a moderate to severe
burden. But CGs of palliative care and surgical
interventions with long duration of caregiving and
repeated hospital admission were found to be more
burdened because of increased physical, emotional and
financial needs. Grunfeld et al., in their study, found that
CGs of palliative care patients had significant
psychological morbidity, which resulted in increased
caregiver burden by the time the patient reached a
terminal state [23].

Correlation between psychiatric morbidity
and quality of life in CGs:

Our study found a significant negative correlation
between the psychological domain (D2) and environmental
domain (D4) of QOL with psychiatric morbidity in CGs.
31 % of CGs were suffering from anxiety and depression,
and they have shown poor QOL in:

D2 and D4 domains. However, none strived for
medical help. Qiuping Li et al. and Mohammad Ali et al.,
in their studies, have found that psychological issues like
depression and anxiety in patients and caregivers have a
negative impact on the QOL of both patient and caregiver.
The psychological health of CG had an impact on QOL,
and they have seen a significant negative correlation
between depression and QOL of CG [24, 25].

Correlation between burden and quality of life
in CGs:

In our study, CGs with increased burden had poor
QOL. This might be due to low socio-economic status,
increased caregiving stress and burden, lack of support
from other family members and suffering from disorders
like anxiety and depression. Marcia Grant et al. and
Borges et al., in their studies, found that high caregiver
burden and low QOL were common in caregivers, and
QOL was decreased in all domains. However, it was
worse in the psychological domain because of subjective
stress [4, 15].

Correlation between burden and psychiatric
morbidity in CGs:

have found a significant positive correlation
between burden and psychiatric morbidity in CGs. The
severe burden was seen in CGs who had depression and
anxiety features because of emotional distress and low self-
esteem. In support of the present study, a study done by
Karabekiroglu A et al. found that depression was highly
prevalent among caregivers, and cognitive strategies and
social support are needed to determine the risk of
depression in caregivers of cancer patients [26]. Caroline
Palacio et al. found that CGs who felt burdened while
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caring for the patient reported significantly higher anxiety
levels [27].

Limitations

1. In this study, staging and type of cancer might
have implications on QOL, burden and psychiatric mor-
bidity, which were not addressed.

2. Coping mechanisms used by the CGs were not
studied.

Future directions: Longitudinal and compara-
tive studies involving all types of cancers should be
done. In addition, interventions for psychiatric disorders
are suggested to strengthen the mental health of CGs,
which affects their caregiving.

5. Conclusion

CGs in our study had significant psychiatric
morbidities like anxiety-16 % and depression-14 % with
notable moderate levels-83 % of burden affecting the
QOL of caregivers. The results were consistent with the
majority of existing literature. CGs with psychiatric
morbidity in our study had never consulted a mental
health professional.

Thus highlighting the need to educate them about
mental health and counsel and treat them for their
psychiatric problems. When they visit the hospital along
with the patient concerned physician and Psychologist
should also address the caregiver's needs. Caregiver
burden was the influential factor that negatively affected
CGs' QOL.

Implications

1. The majority of the CGs do not have proper
knowledge regarding the caregiving process. Therefore,
there is a need to assist, support and motivate caregivers
in their new and demanding role. The treating physicians
should address CGs needs and doubts.

2. Health care professionals should also provide
caregivers with social and psychological support to
avoid its negative effects on their health and
patient care.
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