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ABSTRACT: This study investigated the influence of social support, depression and self esteept on the burden of care
nong informal caregivers of oncology patients. The cross-sectional correlational studyincluded 278 informal oncology "
aregivers: Results showed a significant main effect of self-esteem (F(1, 277) = 5.35:0¢.05), and Interaction effect of social |

- support and depression (F(1, 277) =

""df = 282, pc.001), and others with high levels of social support (t=4.06, df =282, ps.001) recorded significantly higher
levels of caregivers’ burden. This suggests the need for improving the psychological well-being of informal caregivers of
oncology patients in the expanding role of family and community members'in caring for cancer patients.

£4.86; p¢.os) on caregivers® burden, Caregivers with high levels of depression (t=4.06,

exclusive to developed  countries. Available reports from
resource-limited settings like Nigeria also point to an upward
swing of the incidence of the disease (Ogundipe & Obinna, 2008, The

Gancer Registry Report, 2003, de Groot et al 2005).

When someone is d:aglwosed with cancer, the relative
physiological and psychological homeostasis beconie disturbed.
Gancer could not only be stressful to victims but also to caregivers
or people involved in rendering care to_oncology and radiology
patients  (Guberman, 2001; Magliano, Fiorillo, De Rosa,
Malangone, & Maj, 2005; and Robinson, 1990). Studies have
specifically revealed that caregivers suffer both physical and
emotional problems as a result of care giving (Vachani, 2002, and
Schulz, O'Brien, Bookwala, & Fleissner, 1995). Because their role
as caregiver is considered voluntary, the federal, state and local
recourses for assistance is often limited (Mittleman et al, 1995),
leaving heavier burdens for caregivers.

Several efforts have been made in times past to examine the
pathology and chemotherapeutic management of cancer. Trese
include: the vital role played by informal caregivers in suppor‘vting
dying cancer patients (Waugh & Grant, 2002 and Walker, Adam, &
Walker, 2004); the relevance of psycho-demographic factors such
as family support and-education among others, and-the critical
role of social support in maintaining emotional health and
psychological well-being while giving care to cancer patients (Eva
and Teressa, 2002, Aneshensel, 2002, Arno (2006). Similarly,
depressed - caregivers have been found to experience higher
burden levels (Ferrell, 1998). However, the main and interactive
effects of related psychological factors on oncology care givers’

burden especially in resource-limited settings like Nigeria remains
unclear.

In Nigeria, the

"%eoenl findings reveal that cancer is no longer a problem

fsing incidence of cancer,
and gpecialist

DOOr institutional

facilities manpower (Ogundipé & Obinna, 2006) i a

society with high values for kinship network; point to the likelihood
of responsibility of oncology caregiving shifting on family and close
associates. Supporting the huge burden in giving care to oncology
patients, the inherent financial burden has been found to be ever:
more problematic than the effect of carrying on with family routine
in the care of people living with cancer in developing countrie
but beyond this, the need for relatives of cancer patients to take
more active part in oncology caregiving has also been highlighted
(Ohaeri, Campbell, llesanmi, & Ohaeri, (1998).

In another dimension, despite the high probability of
experiencing sadness and shock of having a loved one with
cancer, many people find personal satisfaction in caring for then
cancer patient in their time of need, with resultant deep sense of
satisfaction, confidence, and accomplishment in caring ¢
someone (Goldman, Hain & Liben, 2005, Gowen 1989).
addition, informal caregivers often see themselves as responsible
for the care of their loved ones and feel guilty, or view it as a
personal failure if they were unable to meet the needs on their
own, which could also be a burden on its own (Dyson, 1993). An
empirical investigation of the role of psychological factors is critical
foi planning effective intervention strategy in reducing caregivers’
burden. This is expected to lay the foundation for enhancing the
coping abilities of both cancer patients and their care givers
thereby improving their psychological health.

The objectives were to:

+ Examine whether social support, depression, and self esteem
will have significant independent and joint influence on informal
oncology care givers’ burden
Discover whether care givers with high levels of depression
will report-higher levels of caregiver burden than caregivers

st o levels-of denrsssion and
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SIABLE 15 9x2%2 ANOVA SHOWING THE INDEPENDENT AND JOINT INFLUENCE OF SQCIAL

g T}
“SUPPORT, DEPRESSION AND SELF ESTEEM ON ONCOLOGY CARE GIVERS® BURDEN

Social supbort 0\

5 1 272 2.72 0.07. >.05
| - Depression (B) 1 54.57 54.57 1.32 >.05
1 Self-esteem © - 1 221.22 22122 5.35 <.05
| AB 1 200.98 200.98. 4.86 <.05
| AC 1 56.61 56.61 1.37 >.05
| . BxC 1 7.63 7.63 . 10.18 >.05
{ AXBXG 1 4.35 4.35 0.27 >.05
| FEmror 277 11460.41 4137

; Total

283 11988.79

+ Investigate whether care givers with high levels of social
support will report lower levels of care givers burden than
individuals with low levels of social support.

Design )
It was a cross sectional survey. The independent variables were
psychological factors; social support, depression and self esteem.
[he dependent variable was level of caregivers’ burden. These
variables were considered because authors such as Eva and
Teressa, (2002), and Aneshensel, (2002) reported their relationship
as well as possible impact on caregivers’ burden.

The study was carried out at the University College Hospital,
Ibadan, Nigeria. The 850-bedded premier teaching hospital is
federally-funded with facilities for oncology among others.

 Participants were purposively selected at the Surgical Out-patients
and Radiotherapy Departments. of .the Hospital. These were
caregivers who accompanied oncology. patients for consultation,
and treatment. Data’ collection was - preceded by expedited
permissions from the Departments of Psychology and authorities
of the Clinical Services Division of the Hospital, having reviewed
the research protocol. Over the 8-week period of data collection,
the researcher sought the permission of oncology caregivers
(>18years) at the clinics to respond to the survey question
following an informed consent process. Of the 410 English literate
caregivers contacted, only 300 (76%) volunteered and participated
in the study. However, .only 278 of the returned questionnaires
were fit for-analysis. ;

A 72-item self-report survey questionnaire was designed for
data collection. This.was made up of five sections. Section A was
made up of a 14-item set of questions designed to tap
demographic  information. Section B comprised the 13-item
Rhonda.- Montgomery & Borgatta - (2000)
Caregiver Burden Assessment Scale. During
the study, the scale yielded a reliability ranging
from .71 to .83 and coefficient alpha of .85.

Potential participants were adequately informed about the
purpose, potential risks and benefits of the study. Following
the informed process, consenting participants were
presented with a copy of the permission letter, as. well as a
copy of the research gquestionnaire. Responding to . .a
questionnaire took an average of 30 minutes. Of the 300
willing participants, only 278 guestionnaires were completely
filled and fit for analysis. Retrieved questionnaires were
coded, entered into the computer and analysed with the
Statistical Package for the Social Sciences. Data analysis
involved the use of ANOVA and-the t-test for independent

-means. All analysis were calculated and interpreted at 0.5 level of

significance.

Resulls
Three hypotheses were tested. The resuits are hereby presented:

Table 1 shows that there was a significant main effect of self-
esteem on caregivers’ burden (F(1, 277) = 5.35; p<.05) as well as
a significant interaction effect of social support and depression on
caregivers' burden (F(1, 277) = 4.86; p<.05). However, there was
no significant main effects of social support (F(1, 277) = 0.07,
p>.05), and depression (F(1, 2,277) = 1.32; p>.05) on caregivers’
burden. Similarly, there was no significant interaction effects of
social support and self-esteem (F(1, 277) = 1.37. p>.09),
depression-and self-esteem (F(1, 277) =0.18; p>.05), as well as
social support, depression and self esteem (F(1, 277) = 0.27,
p>.05) on caregivers' burden. :

Hypothesis 2 predicted that there will be no significant difference
between the score of care givers with high levels of depression
and those with low levels of depression on oncology care givers’
burden. This was tested using a t test of independent means, the
result is presented in Table 2 below:

The above table shows that caregivers who scored higher on
depression recorded significantly higher levels of. caregivers’
burden than caregivers with low levels of depression (t=4.08, df =
282, p<.001). Caregivers with high levels of depression scored
(= 40.23) on caregivers’ burden while those who scored low on
depression scored (= 37.17) with a mean difference of -4.55. This
result implies that there is a significant difference in the burden of
care suffered between oncology caregivers with high and low
levels:of depression.

The third hypothesis states that caregivers with high levels of

TABLE 2: SHOWING A T TEST OF INDEPENDENT MEANS COMPARING CAREGIVERS WITH HIGH AND LOW
LEVELS OF DEPRESSION ON ONCOLOGY CAREGIVERS’ BURDEN

b

Section C of the questionnaire contained the | BV Depression N X Std bf tvalue  Sign
21-itern Back DagiSssion Inventory. BeCks | caregiverburden  Low 127 3717 554
and Steer (1987) reported a split half reliability : High 157 40.73 7.19 282 -4.06 <.001

ranging from .78 to .93, and coefficient alpha
“of .87. Section D contained the 10-item
Rosenberg seli esteem scale. It has a positive
and negative overall evaluation of one's worth

4}

TABLE 3: SHOWING A T TEST OF INDEPENDENT MEANS COMPARING HIGH AND LOW LEVELS OF SOCIAE

SUPPORT ON ONCOLOGY CAREGIVERS’ BURDEN

or value. a reliability of .92 and l

Chronbach pha of .72. Section E contained | ov Social support N X Std Df t-value  Sign
the 14-item social support questionnaire | :
authored by Uoras Norbeck (1995). It has a  Oncology Low 127 40.78 54

T - g  frorn. B0 16 .87 A caregiver burden High 157 36.49 74 282 -5.367 <001

coefficient-ain~z o°



aoual support ~ will report low (evels of oncology caregivers
burclen. This was also. tested using an independent sample t- test
and the resultis presented in Table 3 below:

The above table shows that participants with fow levels of SOcia!

“support scored hlgher on levels. of . caregivers’ burden than

caregivers with high levels of depression (t= 406 df = 282,
'p<.001).” Caregivers with low levels of social support. scored
(= 40.78) on caregivers’ burden while those with' low  social

support scored (= 36.49) with a mean difference of (= 4.29). T This

wmul timplies that there is a sugnlﬂoant difference in the burden of *

care suffered between oncology. care glver% with high and low
levels of-Social support.

Discussion
the purpose of this study was to. examine the influence "ol
;js;y(';hological factors on burden-of care among oncology patients.
it was discovered that of the psychological factors considered in
this study, only an interactive effect of social support and self
‘as well as interactive effect of social support and
depression yielded a significant influence on care givers' burde .
fhis is in line with findings in similar related studies (Eva and
Teressa, (2002), Aneshensel, (2000). It implies that these factors
are potential determinants of the level of Durden faced Dy informal
care.givers of oncology patierits,

In developing - countries, there is an inoreasing incidence of
cancer and er'spah as a result of westernization of lifestyles and
newer life prolonging mechanisms rés'pectively in palliative care
(Ogundipe & Obinna, 2008), Managers of health institutions would
soon more than ever before be faced with dwindling available

~human and material resources . in form of; increasing nurses’
turnover, greater demand for overall utilization of hospital bed
spaces,

esteem,

lite. prolonging cancer treatments.: Considering these within the
coritext of current.global economic recession, a negative balance
of available health resources versus needs for sustaining public
health should be expécted. By extension, the rate of health
workers' . overseas migration among qualified and competent
health workers will possibly increase, while poor remunerations st
home would reduce health workers’ motivation for optimal care of
terminally and chronically ill patients.

With these, two scenarios could be predlcted The rate: of -

burnout among formal care givers of oncology patients in the local
health industry will increase; Nurses, oncologists, and other health
workers will entrust heavier care responsibilities to family members
and spouses of oncology patiénts who are not specially trained for
the care théy give; and psychologically challenged by the cancer
diagnosis of their loved one. Therefore, relieving the burden of care
among informal oncology caregivers by creating an environment
conducive for improv-ing their psychological wellness is imperative.
Obviously, there are factors (some latent, others manifest) beyond
. the usual issues considered in physician-patient interaction which
could potentially impact caré outcomes. The role of self esteem,
depression, and social support was the focus of this paper. [}

and increasing cost of providing and maintaining newer -
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