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ABSTRACT 

This study examined psychological health and coping strategies among caregivers of burns 

patients. A sample of 100 caregivers (50 formal and 50 informal) were recruited from the 

Reconstructive Plastic Surgery and Burns Centre, Korle-Bu Teaching Hospital. The study 

employed a cross-sectional survey method and the participants were administered the Brief 

COPE (Carver, 1997), Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, 

Zimet & Farley, 1988), Beck Anxiety Inventory (Beck, Epstein, & Brown, 1988), Beck 

Depression Inventory(Beck, Ward, & Mendelson, 1961) and the WHOQOL-BREF 

(WHO,2004). Data was analysed using Independent t-test, Pearson correlation, and 

Hierarchical multiple regression analysis. Results obtained from the analysis indicated that 

formal caregivers reported better quality of life as compared to informal caregivers. It was 

also observed that informal caregivers reported more anxiety and depressive symptoms as 

compared to formal caregivers. Further analysis revealed that as compared to informal 

caregivers, formal caregivers adopted more problem-focused strategies in dealing with 

stressors. However, there was no significant difference in their use of emotion-focused coping 

strategies. A significant positive relationship between social support and caregivers’ quality 

of life was also established. A significant negative relationship was established between 

social support and anxiety. Depression was also negatively related to social support. 

Problem-focused coping strategy correlated positively with caregivers’ quality of life. 

However, the predicted negative relationship between emotion-focused coping and quality of 

life was not supported. Hierarchical multiple regression analysis did not show any significant 

moderation effect of coping (emotion-focused and problem-focused) on the relationship 

between social support and quality of life. Majority of the findings are consistent with 

previous literature and the implications of these outcomes are discussed in relation to formal 

and informal caregiving and the health sector. It is concluded that the caregiving role 

(especially for those without formal training) could impact negatively on the psychological 

health of the caregiver. Use of effective coping strategies and strong social support could 

help lessen the negative impact of the caregiving role. Psychological services should be 

extended to caregivers to enable them perform their much needed roles to the optimum.  
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CHAPTER ONE 

INTRODUCTION 

1.1 Background to the Study 

The paradigm shift in holistic health care delivery in emerging and already developed 

economies has brought to bear the need for cooperation between healthcare practitioners and 

the immediate family of the patient in addressing evolving health needs. Coetsee (2007) 

states that the provision of care by informal service providers has been the dominant source 

of health care to most needy individuals. The assistance or level of involvement by these 

informal caregivers is essential during the entire hospitalization and final discharge of 

patients to their various homes.  The types of services they provide are dependent on the 

relationship with the patient, nature of the illness, level of disability and the age of the care 

recipient (Collings, 2006). Caregivers are either referred to as “formal” or “informal”. Formal 

caregivers offer paid services and have undergone formal educational training in providing 

nursing care. Formal caregivers may include nurses and health care assistants. 

An informal caregiver could be a relative, friend or neighbour who provides practical day – to 

– day unpaid support for a person unable to complete all of the tasks of daily living (Savage 

& Bailey, 2004). These tasks may include transportation arrangements, cooking, booking 

hospital appointments, household shopping, taking care of younger children and basic 

nursing care. Collings (2006) adds that part of the informal caregiver’s role is to advocate for 

their care recipient and to effectively monitor the adequacy of the formal care provided. 

Savage and Bailey (2004) define the care recipient as a person who lives with some form of 

chronic condition that causes difficulties in completing the tasks of daily living. For this 
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study, the care recipient is the burns patient recovering from the trauma and physical pain 

associated with an unexpected burn injury. Grov, Dahl, Moum and Fossa (2005) posit that 

primary caregivers are mostly the patient’s spouse, partner or closest relatives and significant 

others. The task of caregiving is quite demanding and could constitute either trained or 

untrained personnel. It generally arises out of a relationship with the recipient in response to 

the need for support which is greater than normally expected due to impairment in 

functioning (Goodhead & McDonald, 2007). Caregiving has all the features of a chronic 

stress experience thus it creates physical and psychological strain over extended periods of 

time, is accompanied by high levels of unpredictability and uncontrollability, has the capacity 

to create secondary stress in multiple life domains such as work and family relationships, and 

frequently requires high levels of vigilance (Schulz & Sherwood, 2008).  

Understanding the effects or unique experience of caring for a burns patient by an informal 

caregiver (family member, friend or neighbour) and a formal caregiver (nurse) shapes the 

purpose of this study.  

Bookman and Harrington (2007) posit that informal caregivers contribute to the health 

system and constitute an important shadow workforce. Often times their roles are overlooked 

as they automatically fill the ‘occupational’ roles as expected by society whenever a relative 

or a friend falls ill. For some, the caregiving role is a fulfilling enterprise which offers many 

latent or manifest rewards, but also places unique challenges in relation to increasing 

psychological distress (i.e., stress, depression and anxiety). Caregivers have to balance their 

caring responsibilities with employment and financial security, their own physical and mental 

health, and overall quality of life (Tooth et al., 2005). 
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It therefore becomes essential to further explore the coping resources utilized by both formal 

and informal caregivers and their overall impact on psychological health. Parks and Novielli 

(2000) assert that coping strategies are vital in assisting caregivers to manage burdens as they 

act as a preventive measure against affective disorders commonly associated with caregiving. 

Yiengprugsawan, Harley, Seubsman and Sleigh (2012), point out that information on the 

prevalence, health and wellbeing of caregivers in middle-income economies is quite limited. 

Thus there is an urgent need for studies of caregiving in emerging economies. 

In previous research on mental health and quality of life in primary caregivers according to 

gender, females by traditional role attribution, were more tuned to the caring function at 

home (Reverby, 1987). In recent years the responsibility has shifted with more men partaking 

in the role and functions of caregiving (Grov et al., 2005; Koerner & Kenyon, 2007).  

Schulz and Sherwood (2008) in the review of the caregiving literature reported that measures 

of psychological well-being such as depression and stress have been the most frequently 

studied. Their study also consistently showed relatively large effects, moderated by age, 

socioeconomic status, and the availability of informal support.  

A plethora of studies examining the relationship between informal caregiving and mental 

health have showed associations indicating higher prevalence of distress, depression and 

anxiety among caregivers’ outcomes (Beach, Schulz, & Yee, 2000; Cannuscio et al., 2004; 

Coe and Van Houtven, 2009; Schulz and Beach, 1999).  Shah, Wadoo & Latoo (2010) also 

add that, research into the impact of care-giving shows that one-third to one-half of carers 

suffer significant psychological distress and experience higher rates of mental ill health than 

the general population. 
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It can be argued that the background of the caregiver (i.e., ethnicity, gender, or relationship to 

the care receiver) could have an influence on psychological health. For example, some 

studies have revealed that Caucasians reported higher levels of stress than African Americans 

(Hilgeman et al., 2009), women are more likely to report higher levels of stress than men 

(Koerner & Kenyon, 2007), and spouses are more likely to report higher levels of stress than 

adult children when it comes to caregiving (Kang, 2006).  

The prevalence of anxiety disorder and depression is also higher in females (Xu & Wei, 

2013). Older caregivers, people of low socioeconomic status, and those with limited support 

networks report poorer psychological and physical health than caregivers who are younger 

and have more economic and interpersonal resources (Schulz et al. 1995; Pinquart, 2001). 

Notwithstanding the gloomy picture attributed to the caregiving role, previous research has 

pointed out that negative effects of family caregiving can be lessened with social support and 

positive coping behaviours such as problem-focused strategies (e.g., Palmer & Glass, 2003; 

Ashley & Kleinpeter, 2002; Goldzweig et al., 2013). Social support refers to support received 

(e.g. informative, emotional, or instrumental) or the sources of the support (e.g. family or 

friends) that enhance recipients’ self-esteem or provide stress-related interpersonal aid 

(Dumont & Provost, 1999). The caregiver even though primarily focused on the rehabilitation 

of the patient also operates within a social environment from which he or she can seek 

support to buffer the effects of caregiving. Support could be sought from one’s immediate 

family, friends, neighbours, co-workers, and religious groupings. 

Di Matteo and Martin (2002) indicate that social support may render potentially stressful 

events more benign by diffusing or minimizing their initial impact. Research in this area 

points out that individuals in supportive social relationships are happier and healthier and live 
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longer than those who are socially isolated (Brown, 2007). A study by Noh and Kaspar 

(2003) suggested that the use of emotion-focused coping reduced depression if people were 

supported by their ethnic community members, while emotional coping exacerbated 

depression when ethnic community support was not available. 

Schulz and Sherwood (2008) made a point worthy of note about the positive effects of 

caregiving. They mentioned that the caregiving role could be beneficial, enabling caregivers 

to feel good about themselves, learn new skills, and strengthen family relationships which 

means caregiving has something positive for the caregiver. In contrast, Coetsee (2007) 

suggests that caregivers who experience drastic life changes can become isolated from social 

support as a result of their responsibilities and confinement and therefore at risk for increased 

stress and depression. 

In research on newly diagnosed cancer patients, Nijboer, Triemstra, Tempelaar, Sanderman 

and van den Bos (1999) have shown that primary caregivers may sustain their quality of life 

by gaining an appreciable level of self-esteem from the caregiving process.  

There is however some level of understanding that the caregiving role if not managed well 

could be detrimental to the health of the caregiver because of the uncertainty of the role. 

There is substantive research on the predictors of mental health effects of the caregiving. 

Schulz, O'Brien, Bookwala, and Fleissner, (1995) and Pinquart and Sorensen (2003) have 

identified the following factors as predictors of mental health effects: the care recipient’s 

behaviour problems, cognitive impairment and functional disabilities. The burns patient, 

depending on the severity of injuries could have some impairment in physical functioning 

and manifest some behavioural problems as well (e.g., anger, restlessness). They also 

identified the duration and amount of care provided, the caregiver’s age (with older 
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caregivers being more affected), the relationship between caregiver and care recipient (with a 

spousal relationship having a greater effect) and the caregiver’s sex (with females being more 

affected). 

Epidemiology 

A burn is an injury to the skin or other organic tissue primarily caused by heat or due to 

radiation, radioactivity, electricity, friction or contact with chemicals (WHO, 2014). Skin 

injuries due to ultraviolet radiation, radioactivity, electricity or chemicals, as well as 

respiratory damage resulting from smoke inhalation, are also considered to be burns. Burns 

are associated with relatively high mortality and morbidity worldwide, especially in the 

developing countries (Lau, 2006; Kalayi, 2006). An estimated 265,000 deaths every year are 

caused by fire- related burn injuries (WHO, 2014). Females and males have broadly similar 

rates for burns according to the most recent data, but females are at an increased risk because 

of the many domestic chores they perform (WHO, 2014). Quaicoe-Duho (2013) reports that 

the Reconstructive Plastic Surgery and Burns Centre, Accra, from January 2011 to the first 

quarter of 2012, recorded more than 850 burns cases. She further states that out of this 

number, 328 of them required admissions and 90 deaths were recorded.  

The dynamic nature of burn injuries suggests that there is a need for a holistic care for 

patients. As a necessity, burn centres have a multidisciplinary team comprising of surgeons, 

nurses, physiotherapists, clinical psychologists, anaesthetists, dieticians and other allied 

health care professionals 

A vast majority of the research in this area tends to focus on the physiological and 

psychological implications of burn injuries to the patients. Of interest to us in this research, 

University of Ghana                              http://ugspace.ug.edu.gh



7 

 

are the people who dedicate their lives and time to serve the health care and domestic needs 

of burns patients. 

Not only can burn-related injuries leave patients with lifelong physical disabilities but burns 

can also result in severe psychological and emotional distress due to scarring, which often 

also result in significant burdens for the patients' families and caregivers (Agbenorku, 

Akpaloo, Yalley, & Appiah, 2010). Psychological and emotional distress encountered by 

burns patients includes posttraumatic stress disorder, depression, anxiety and low self-esteem. 

Further, while patient disease characteristics may directly contribute to caregiver 

psychological health, caregiver characteristics (e.g. sociodemographic factors and social 

support) may either directly impact psychological health or moderate the association between 

disease characteristics and caregiver psychological health (Longacre, Ridge, Burtness, 

Galloway, & Fang, 2012). 

The overwhelming challenges may require that caregivers equip themselves with coping 

strategies in order to effectively deal with multifaceted responses emanating from the 

environment, health team, family or friends. Kim, Kashy, Spillers and Evans (2010) affirm 

that, the psychosocial needs of caregivers if unmet could be strong predictors of poor mental 

health. It is also known that the impact of caring on caregivers’ mental health is different for 

individual caregivers (Savage & Bailey, 2004). The important role played by moderating 

factors is affirmed in the literature. They include the financial situation of caregivers, social 

support, coping strategies they employ and their own sense of mastery or self-esteem (Savage 

& Bailey, 2004).  

Coping is considered one of the core concepts in health psychology and in the context of 

quality of life, and is strongly associated with the regulation of emotions throughout the stress 
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period (Folkman & Moskowitz, 2004; Kartalova-O'Doherty & Doherty, 2008). Zeidner and 

Endler (1996) define coping as a cognitive, affective or behavioural effort made by the 

individual to offset the impact of harm, threat or stress when an automatic response is not 

readily available.  

Models of coping identify two distinct categories based on the intention and function of 

coping efforts: problem-focused coping, strategies which aim to solve the problem or do 

something to change the source of stress (e.g., planning, gathering info), and emotion-focused 

coping, strategies which aim to reduce or manage the feelings of distress (e.g., denial, seeking 

emotional support) [Lazarus & Folkman, 1984]. Sank, Berk, Cooper & Marazita (2003) 

further assert that the coping strategies of a family member may influence the treatment 

outcomes of their relative. 

Research indicates that emotion-focused coping that involves wishful thinking, denial, or 

avoidance is positively related to reports of depressed moods and problem-focused coping is 

associated with reduced distress (e.g., Lazarus & Folkman, 1984; Judge, 1998; Tuncay, 

Musabak, Gok & Kutlu, 2008). However, Tuncay et al., (2008) affirm that there is no 

consensus as to which coping strategies are most effective, and how well a coping strategy 

serves the purpose of solving problems or relieving emotional distress. Lazarus and Folkman 

(1980) add to this by suggesting that problem-focused and emotion-focused strategies can be 

used for the same stressful event.   

This study therefore seeks to build on previous research by directing the focus on the 

psychological health and coping strategies among caregivers of burns patients. 
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1.2 Statement of the Problem 

Evidence on the health effects of caregiving gathered over the last two decades has helped 

convince policymakers that caregiving is a major public health issue and professional 

advocacy groups have also been instrumental in raising public awareness (Schulz and 

Sherwood, 2008). The evidence gathered has had little impact in the Ghanaian context where 

the focus still remains solely on provision of care to ill patients without recourse to the 

psychological and physical health of primary caregivers. This is problematic as the family 

plays a central role in the lives of its members. The need for this role becomes crucial 

especially in times of ill health and even death. Thus, for most Ghanaians, family caregivers 

are seen as vital to complement the role of formal health workers. 

The burns patient is plagued with a myriad of problems related to body image, self-esteem, 

pain, guilt and excessive worry which may possibly have adverse impact on their 

psychosocial functioning. The aforementioned stressors experienced by the patient could also 

impact negatively on the psychological health of caregivers who lack the necessary coping 

resources and skills (Hodges & Humphris, 2009; Uren & Graham, 2013). Other factors like 

availability of social support, knowledge and perception of burns, degree or extent of burns, 

and accessibility of health personnel could also account for the stress associated with 

caregiving. A burns patient (depending on the severity and prognosis) might need extended 

periods of care to undergo several corrective surgeries and follow ups. Long term caregiving 

as established by Larrimore (2003) is associated with an increase in the risk for both physical 

and mental problems, which may include depression-impaired immune response, anxiety, 

family discord and social isolation.  
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From the studies mentioned above, it can be argued that the caregiver of the burns patient 

could be at an increased risk for developing mental health problems. However, the trend in 

general health practice in Ghana is geared towards the recipient of care to the neglect of 

family caregivers. Patients are also disadvantaged in accessing psychological services as the 

role of clinicians in the health sector has not fully been realised. Thus a vacuum in holistic 

health care is quite apparent in the Ghanaian context.  

The study therefore focuses on an understudied group of caregivers who play a critical role in 

the total rehabilitation of the burns patients. Specifically, this study aims to examine 

psychological health outcomes and coping strategies of formal and informal caregivers. 

1.3 Aims and Objectives of the study  

This cross-sectional study aims to analyse and compare psychological health and coping 

strategies among formal and informal caregivers of burns patients. 

The specific objectives of this study are to: 

1. Examine whether significant differences exist between formal and informal caregivers 

in their quality of life and the use of coping strategies. 

2. Determine whether significant differences exist in the levels of reported anxiety and 

depression between formal and informal caregivers. 

3. Ascertain whether significant relationships exist between social support and 

psychological health. 

4. Determine whether coping strategies are significantly associated with quality of life 

5. Examine the moderation effect of coping strategies on the association between social 

support and quality of life. 
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1.4 Relevance of the study 

This study will delve into the caregiving experiences of medical (burns) patients as majority 

of research on caregivers’ literature focuses primarily on patients with mental health or 

psychiatric problems. It will provide empirical data on psychological health outcomes and 

coping strategies often utilized by caregivers when faced with varying stressors. The study 

will also investigate the role of social support in psychological health outcomes. This study 

will also highlight the need for the inclusion of mental health professionals or clinical 

psychologists in the multidisciplinary burns team providing care for patients. This is of prime 

importance as research shows an established link between patient psychological distress and 

caregiver psychological and physical health outcomes. 

The study will also seek to compare formal caregivers (nurses) and informal caregivers 

(family and friends) on psychological health and coping. The study outcome will add to the 

caregiving literature as no such published literature has been found by the researcher on 

Ghana. 

In conclusion, the findings of the study will make a case for psychological screening of 

caregivers and guide professionals in targeting and monitoring interventions aiming to 

develop caregivers’ effective coping strategies. 
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CHAPTER TWO 

LITERATURE REVIEW 

 

2.1 Introduction 

This current study seeks to explore the relationship between psychological health and coping 

strategies of burns patients’ caregivers. Furthermore, differences in coping and psychological 

health among informal and formal caregivers will be investigated. This chapter therefore, 

presents the general overview of the theoretical frameworks that guided this research. The 

theories guiding this research are the Transactional Model of Stress and Coping (Lazarus & 

Folkman, 1984) and the Stress Process Model (Pearlin, Mullan, Semple, & Skaff, 1990). The 

review of empirical studies follows after to determine the current trend in caregiver research 

and the gaps in knowledge or critique of the literature. The literature is divided into three 

distinct sections: Psychological Health and Coping, Social Support and Psychological Health 

and Coping and Social Support. Theoretical and empirical reviews of the literature are 

followed by rationale for the current study, formulated hypotheses and operational definition 

of key terms. 

2.2 Theoretical Frameworks 

The dominant conceptual model for caregiving assumes that the onset and progression of 

chronic illness and physical disability are stressful for both the patient and the caregiver. 

(Schulz & Sherwood, 2008). Therefore, they recommend the framework of stress-coping 

models in caregiving research. Stress process models (Lazarus & Folkman, 1984; Pearlin et 

al., 1990) suggest that life stresses alone cannot explain the intensity of one’s negative 

psychiatric outcomes, but rather that certain coping or behavioural factors mediate, or explain 

the relationship between life stress and negative outcomes (Mausbach et al., 2012). Thus the 
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use of these models will further enhance our understanding of the caregiving role of burns 

patients. 

2.2.1. Transactional Model of Stress and Coping (Lazarus & Folkman, 1984)  

The Transactional Model of Stress and Coping is a framework for evaluating the processes of 

coping with stressful events. This model is useful for health education, health promotion and 

disease prevention (Glanz, Rimer & Lewis, 2002). The transactional model emerged since the 

1960s and has helped tremendously shape the direction of research on stress and coping. 

Psychological stress refers to a relationship with the environment that the person appraises as 

significant for his or her well-being and in which the demands tax or exceed available coping 

resources (Lazarus & Folkman 1986, p. 63). Krohne (2002) affirms that this definition points 

to two processes as central mediators within the person–environment transaction: cognitive 

appraisal and coping. Appraisal is an individual’s evaluation of what is happening for their 

well-being and coping is an individual’s effort in thought and action to manage specific 

demands (Lazarus, 1993).  

Appraisal is based on the idea that emotional processes (including stress) are dependent on 

actual expectancies that persons manifest with regard to the significance and outcome of a 

specific encounter (Krohne, 2002). He adds further that this concept is necessary to explain 

individual differences in quality, intensity, and duration of an elicited emotion in 

environments that are objectively equal for different individuals. When faced with a 

perceived or potentially stressful event, we engage in cognitive processes that involve a 

primary and secondary appraisal.  

A primary appraisal is an evaluation of the meaning and significance of the situation – 

whether its effect on one’s well-being is positive, irrelevant, or negative (Wood, Wood & 

Boyd, 2007). Krohne (2008) states that within primary appraisal, three components are 
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distinguished: goal relevance describes the extent to which an encounter refers to issues about 

which the person cares. Goal congruence defines the extent to which an episode proceeds in 

accordance with personal goals. Type of ego- involvement designates aspects of personal 

commitment such as self- esteem, moral values, ego-ideal, or ego-identity. Lazarus and 

Folkman (1984) reveal that an event appraised as stressful could involve harm or loss, threat 

and challenge. Explaining further, harm or loss refers to the (psychological) damage that has 

already occurred. Threat is believing an event is demanding and will put us at risk for damage 

(anticipation of harm). Challenge results from demands that a person feels confident about 

mastering. Challenges question how we learn or gain confidence from an experience. When 

people appraise a situation as involving threat, harm, or loss, they experience negative 

emotions such as anxiety, fear, anger, and resentment (Lazarus & Folkman, 1984). An 

appraisal that sees a challenge, on the other hand, elicits positive emotions such as 

excitement, hopefulness, and eagerness (Wood et al., 2007). In the present study, the 

individual (based on his preparedness for the role and other factors) appraises the newly 

assumed role of caregiving to determine whether it is a threat to his/her environment or not. 

Among other things will be determining whether the role will affect the caregiver’s daily 

routine, work schedule or social life. 

Secondary appraisal concerns coping options available to the individual. A secondary 

appraisal is a cognitive evaluation of available resources and options prior to deciding how to 

deal with a stressor (Wood et al., 2007). Three main questions are asked during secondary 

appraisal. “What options are available to me?” “What is the likelihood that I can successfully 

apply the necessary strategies to reduce the stress?” “Will this process work, will it alleviate 

my stress?” In the attempt to answer these pertinent questions the individual evaluates 

internal or external coping options as well as more specifically resources to create a more 
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positive environment. Available resources include physical (health, energy, stamina), social 

(support network), psychological (skills, morale, self-esteem), material (money, tools, 

equipment), and time. Thus it may become a reappraisal of the stressor and our coping 

resources. According to Krohne (2008), three secondary appraisal components are 

distinguished: blame or credit, coping potential and future expectations. He further explains 

that blame or credit results from an individual's appraisal of who is responsible for a certain 

event. Coping potential means a person's evaluation of the prospects for generating certain 

behavioral or cognitive operations that will positively influence a personally relevant 

encounter. Future expectations refer to the appraisal of the further course of an encounter 

with respect to goal congruence or incongruence. Inadequate resources to deal with the 

stressor during secondary appraisal results in high stress levels but sufficient resources during 

secondary appraisal leads to minimal or insignificant stress levels as the individual will make 

use of available coping responses. Thus the next chapter explains in detail the concept of 

coping responses during the stress process.  

Coping constitutes constantly changing cognitive, behavioural and emotional efforts to 

manage particular external and/or internal demands that are appraised as taxing or exceeding 

the resources of the individual (Lazarus & Folkman, 1984). This definition clearly deems 

coping as a process-oriented phenomenon, not a trait or an outcome, and makes it clear that 

such effort is different from automatic adaptive behavior that has been learned. Folkman and 

Moskowitz (2004) affirm that it is a complex and multidimensional process that is sensitive 

to both the environment and the personality of the individual. Furthermore, coping involves 

managing the stressful situation; therefore, it does not necessarily mean mastery. Moos and 

Schafer (1993) assert that stressful situations increase individual coping efforts, and coping 

strategies are expected to reduce stress.  
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Lazarus and Folkman identified two major coping strategies, Problem-focused and Emotion-

focused coping. Problem-focused coping strategies usually are used by adult individuals in 

work contexts, and emotion-focused coping strategies are used in health-related contexts 

(Lazarus & Folkman, 1984). In the present study, the individual who has taken on the role of 

caregiving for a burns patient evaluates the coping resources available to deal with the 

stressors associated with caregiving.  As earlier mentioned, the caregiver could rely on both 

problem-focused or emotion-focused coping and social support in dealing with the excessive 

demands of caring for a burns patient. According to Wood et al. (2007), problem-focused or 

approach coping is direct; it consists of reducing, modifying, or eliminating the source of 

stress itself. Krohne (2008) also states that they can attempt to change the person–

environment realities behind negative emotions or stress. Problem-focused coping includes 

strategies for information gathering, making decisions, planning, and resolution of conflicts. 

This type of coping effort is usually directed at acquiring resources to help deal with the 

underlying problem and includes instrumental, situation- specific and task-oriented actions 

(Folkman and Moskowitz, 2004). Problem-focused response can be directed externally to 

modify some aspect of the environment or internally to alter some aspect of self. For 

instance, if the caregiving role is too demanding or stressful and you appraise it as a threat, 

you may talk over your problem with a health professional, schedule your time appropriately, 

relax more or back out of it completely.  

Emotion-focused or avoidant coping is coping that is directed at managing or reducing 

emotional distress, which includes cognitive strategies such as looking on the bright side, or 

behavioural strategies such as seeking emotional support, having a drink, or using drugs 

(Folkman & Moskowitz, 2004). It also involves reappraising a stressor in order to reduce its 

emotional impact. For instance strategies used for regulating emotional distress during the 
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caregiving role could include: avoiding (e.g. ‘I can’t take care of you’), distancing oneself 

from the emotion (e.g. ‘I’m not worn out, I’ll keep pressing on’), acceptance (e.g. ‘this role 

can be tough sometimes, but ultimately my partner will get better’). Others could include 

seeking emotional support from a partner, friend or neighbour, venting anger and in extreme 

cases, abusing drugs and alcohol. 

Lefley (1997), posit that caregivers’ capabilities in coping with stresses change over time. 

Different coping strategies are used at the various stages of caregiving (Nolan, Grant & 

Keady, 1996) and Folkman and Lazarus (1980) also suggest that a combination of problem-

focused and emotion-focused coping is probably the best stress-management strategy. For 

example, a caregiver of a burns patient may overlook her anxiety or depression (emotion-

focused coping) while conscientiously adopting positive lifestyle changes such as increasing 

relaxation techniques and acknowledging and dealing with negative thoughts (problem-

focused coping). Mitchell (2004) asserts that an increase in one dimension of coping does not 

imply a decrease in the other. 

Regardless of the chosen coping mechanism there is an event outcome that is either 

favourable, unfavourable or there is no resolution. Event outcomes lead to positive or 

negative emotional responses. The Lazarus and Folkman (1984) model predicts that problem-

focused coping will reduce the level of problems that could create stress, and that emotion-

focused coping will reduce the level of internal emotional distress. However, two major 

problems are found in the transactional approach. Firstly, with the widespread usage of this 

approach, numerous measurements of human perceptions of the environment and coping 

methods have been constructed, but lacking a standard that is commonly accepted (Cohen, 

1991). Besides, some scholars argued that the transactional approach is not comprehensive as 
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it weighs heavily on situational factors, but fails to explain the selection of coping strategies 

in people (Suls, David & Harvey, 1996).  

2.2.2 The Stress Process Model (Pearlin, Mullan, Semple, & Skaff, 1990). 

Another theory related to Lazarus and Folkman’s Transactional model of Stress and Coping 

is the Stress Process Theory developed by Pearlin and colleagues (1990). The model was 

initially developed after a study involving 555 patients of non-paid demented caregivers 

across the United States (Pearlin et al., 1990). It was developed to conceptualize how stress 

was experienced as a process by informal family caregivers. The stress process model was 

later adapted to consider the stressful impact of caring for patients with Alzheimer’s disease 

and with AIDS (Frishman, 2012). Pearlin and colleagues (1990) assumed that caregivers 

provided specific amounts or types of care that occurred in the context of other roles such as 

marital, parenting, or employment. The outcome of their initial studies led to the 

conceptualization of four contributing factors to caregiving stress. They include the 

caregiver’s background and context, stressors, mediators/moderators and outcomes (Pearlin 

et al., 1990). This theoretical model is appropriate for this study as it involves caregivers of 

burns patients. 

Caregiver’s background and context as conceptualised in this study may include factors such 

as gender, age, marital status and employment status. This model proposes two categories of 

stressors: primary stressors and secondary stressors (Pearlin et al., 1990). Primary stressors 

they contend are those directly related to the role of caregiving, such as providing assistance 

and supervising the care receivers. The burns patient depending on the extent or severity of 

bodily damage will have some difficulty in carrying out routine daily activities. This could 

range from helping with personal hygiene, toileting, feeding and cooking. These activities 

undertaken by the caregiver could lead to some form of stress. Care recipient’s behavioural 
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and cognitive problems are all conceptualized as primary stressors. Secondary stressors may 

include economic or social burden (Pearlin et al., 1990). Burns treatment is very expensive 

and only few can afford as it involves complex medical procedures and requires longer 

periods of hospitalization. Thus it could lead to a strain in financial resources of the caregiver 

and loss of productivity as well due to the newly assumed role of unpaid care.  

The second major component of the stress process model is the unique role of 

moderators/mediators like coping strategies, personal responses and social support. 

According to Baron and Kenny (1986), a moderator is a qualitative (e.g., sex, race, class) or 

quantitative (e.g., level of reward) variable that affects the direction and/or strength of the 

relation between an independent or predictor variable and a dependent or criterion variable. 

Further, they assert that specifically within a correlational analysis framework, a moderator is 

a third variable that affects the zero-order correlation between two other variables. On the 

other hand, a given variable may be said to function as a mediator to the extent that it 

accounts for the relation between the predictor and the criterion (Baron & Kenny, 1986). 

They affirm that mediators explain how external physical events take on internal 

psychological significance. Moderators and mediators may lessen the effects of stress or 

outcomes.  

Coping has been defined as a response aimed at diminishing the physical, emotional and 

psychological burden that is linked to stressful life events and daily hassles (Snyder, 1999). 

Research has demonstrated that the use of effective coping styles lead to a reduction in 

psychological distress (Lazarus & Folkman, 1984; Tuncay et al., 2008; Noh & Kaspar, 2003; 

Folkman & Moskowitz, 2004). 

According to Matzek (2011), caregivers’ coping strategies include managing the situation 

(i.e., learning about the illness), making meaning of the situation (i.e., reducing expectations 
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or making positive comparisons), and minimizing stress associated with the situation (i.e., 

spending time alone, exercising, meditating).  

Pearlin et al., (1990) assert that social support may be obtained from attending a support 

group or seeking the support of a friend or family member (Pearlin et al., 1990). As 

mentioned earlier, various studies have shown social support to be a protective factor for 

physical and psychological health (e.g., Ashley & Kleinpeter, 2002; Kim, Palmer & Glass, 

2003; Chang, Brecht, & Carter, 2001). In the Stress Process Model, the outcomes of stress in 

the caregiver may include disturbances in mood (depression or anxiety) or a decline in the 

physical health. (Pearlin et al., 1990).  

Finally, as noted by Pearlin et al., (1990), stress process theory defines outcomes as the 

effects of caregivers’ abilities to maintain themselves and their social roles. They revealed 

that caregiver outcomes have included depression, anxiety, physical health, cognitive 

disturbance, and the decision to stop providing care. Previous components of the stress 

process have a direct or indirect impact on caregiver outcomes. 

This study focuses on the direct relationship between caregiver characteristics and caregiver 

outcomes. This theory will attempt to account for the role of social support and coping 

strategies in psychological health outcomes (depression, anxiety and quality of life) of burns 

caregivers. Pearlin and colleagues (1990) have recognized that researchers all too often 

utilized individual characteristics such as social roles as statistical controls, consequently 

failing to give adequate attention to the relative impact of changing family and non-family 

roles on caregiver outcomes. A limitation of this theory acknowledged by Pearlin (2010) is 

that stability and change in caregivers’ life circumstances are pertinent to understand, yet 

those dynamics are not fully addressed in the model.  
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2.3 Review of Related Studies 

In pursuance of empirical evidence to establish the relationships between coping and 

psychological health, several studies on caregiver outcomes were reviewed. Only a few 

studies reported on caregivers of burns patients (e.g., Lewis, Poppe, Twomey & Peltier, 1990; 

Dorn, Yzermans, Spreeuwenberg & van der Zee, 2007), thus caregivers of patients suffering 

from other chronic or medical conditions were reviewed in the current study. It was assumed 

that they would share similar experiences and challenges in relation to the caregiving role. 

The chapter begins with the cultural context of caregiving in Ghana. The review of these 

related studies are divided into three sub-sections namely; Coping and Psychological Health, 

Social Support and Psychological Health and Social Support and Coping. 

 

2.3.1 Caregiving in the Ghanaian context 

Aboderin (2004) recounts that in sub-Saharan Africa the foremost source of support has been 

the household and family, augmented in many instances by other informal mechanisms, such 

as kinship networks and mutual aid societies. This is imbibed in the African values of 

reciprocity, reverence, and respect of caregiving. Kumado and Gockel (2003) also add that, 

traditionally the family was the critical focus in the provision of support when members 

became old and were threatened by economic deprivation, disability and social isolation. 

Further, they point out that the role of the family also extended to the provision of 

psychological stability and moral upliftment.  

The term family is used to refer to both the nuclear unit (conjugal) and the extended family. 

In Ghana, there is often an abundance of support for the sick and their families, even in the 

era of the collapse of lineage or the extended family system (Kyei-Arthur, 2013). Similarly, 

Sackey (2005) adds that the care of the seriously ill may either result in family solidarity or 
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magnify existing dissensions and rancour within families, as the question of who takes care 

of the sick sometimes becomes extremely contentious. Thus, in times of ill-health members 

might be forced to quit their jobs, or relocate order to provide care for ailing family members. 

However, there seems to be a decline in traditional family and kinship ties thereby impacting 

adversely on caring for the old especially. Aboderin (2004) suggests that the shifts have been 

caused by a complex interaction between growing resource constraints and changing values 

not captured by existing accounts. 

In societies the world over, women are both producers and carers; they care for children, for 

old people, the sick, the handicapped, and others who cannot look after themselves (Vickers, 

1993). According to Songsore and McGranahan (2003) women also contribute towards 

paying the health bills of members in most low income households. Majority of family 

caregivers are generally likely to be women, in their role as mothers, sisters, daughters and 

wives (Kyei-Arthur, 2013). For instance, in the study by Ae-Ngibise, Doku, Asante, and 

Owusu-Agyei (2015), conducted in the Kintampo district, majority of caregivers of patients 

with Mental Disorders were females. Songsore and McGranahan (2003) suggest that there are 

ideological and cultural barriers that prevent men from partaking in these activities. In 

contrast, a study by Sanuade and Boatemaa (2015) reported approximately equal male to 

female ratio for caregivers in Ghana.  

The caregiving role could ultimately impact on the physical and mental health of the 

caregiver because of inadequate community support systems. For instance, in the study by 

Sanuade and Boatemaa (2015) it was reported that, less than 5 percent (%) of caregivers 

received financial, emotional health, physical and personal care support. In contrast, a study 

by Kyei-Arthur (2013) revealed that caregiving was not related to physical and mental health 

among respondents in Accra (Ga Mashie and Agbogbloshie).  
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In summary, our Ghanaian culture dictates that we provide care or assistance for family 

members in times of distress, illness, death and sorrow. According to Sackey (2005) this is 

evident in our use of proverbs, adages and myths, to encourage the provision of care and 

shared responsibilities.  This cultural expectation shields us from the burden associated with 

caregiving. However, globalisation and weakening of extended family ties puts this 

caregiving role to the test.  

 

2.3.2 Coping and Psychological Health 

Various researchers in their attempt to understand the caregiving role have conducted studies 

aimed at finding the possible link between coping and psychological health status. 

Psychological health outcomes as outlined in the Stress Process model (Pearlin et al., 1990) 

often measured include depression, anxiety and quality of life (Lewis et al., 1990; Kliszcz, 

Nowicka-Sauer, Trzeciak & Sadowska, 2004; Cooper, Katona, Orrell, & Livingston, 2008). 

Most studies have reported significant levels of decline in psychological health in relation to 

the newly assumed caregiving role. There are however inconsistent findings regarding the use 

of coping strategies and its impact on psychological health. This could be attributed to the 

conceptualization of coping and methodologies employed by researchers. However, Uren and 

Graham (2013) reveal that ineffective coping strategies may increase the negative emotional 

impact on the individual, while effective coping can be emotionally protective. The findings 

of the relevant studies are reviewed in the following paragraphs. 

Amongst burns unit nurses, a study conducted by Lewis et al. (1990) revealed that 59% of 

nurses occasionally experienced anxiety prior to the commencement of their shift. This 

anxiety manifested itself in the form of sleep disturbances, stomach pains, headaches, 
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moodiness and fatigue. However, this study failed to account for the age group of nurses 

mostly affected and other psychological health outcomes.  

To bridge this gap, a study by Kliszcz et al. (2004) reported increased level of anxiety in the 

youngest group of nurses, whereas the level of depression ranged from medium to low in the 

whole sample. The increased level of anxiety could be as a result of inadequate experience 

and coping resources.  

To further identify work-related stress and coping strategies used, Kalichman, Gueritault-

Chalvin, and Demi (2000) surveyed 499 members of the Association of Nurses in AIDS 

Care. Statistical analysis showed that nurses experiencing stress from their workplace were 

significantly more likely to use wishful thinking, planful problem solving, and avoidance as 

coping strategies, whereas stress originating from patient care was more likely to be dealt 

with using positive appraisal and acceptance. The study however did not account for the 

impact of these coping strategies on psychological health outcomes.  

In addressing this limitation, a study by Chang et al. (2007) research hypothesised an 

association between problem-focused coping and improved health, emotion-focused coping 

with reduced health, and more frequent workplace stress with reduced health. The population 

of their study was Australian and New Zealand nurses. The findings of their study revealed 

that problem-focused coping was associated with better mental health. Emotion-focused 

coping on the other hand had a negative relationship with mental health. Contrary to 

hypotheses, coping styles did not predict physical health. Australian and New Zealand nurses 

scored effectively the same on sources of workplace stress, stress coping methods, and 

physical and mental health when controlling for relevant variables. Physical and mental 

health measures should have been clearly defined in the study.  
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To describe the outcome of those caring for stroke patients and to identify both patient and 

caregiver factors that are associated with poor caregiver outcomes, Dennis, O’Rourke, Lewis, 

Sharpe and Warlow (1998) carried out a randomized trial among 376 survivors of whom 246 

identified a caregiver at a 6-month follow-up interview.  The researchers found that 

caregivers were more likely to be depressed if the patients were severely dependent or 

emotionally distressed themselves. Relatedly, female caregivers reported more anxiety than 

male caregivers but caregivers’ levels of anxiety were not so clearly related to the patients’ 

degree of physical disability as their levels of depression. Caregivers suffered more emotional 

distress if the patients had been dependent before their strokes.  

The main outcome of a study involving candidates of lung transplant candidates and their 

caregivers revealed that, caregivers who used more emotionally oriented coping had poorer 

quality of life scores (Myaskovsky et al., 2005). 

Some studies have also addressed the impact of coping skills interventions on caregiver 

outcomes. One such randomized controlled study was conducted by McMillan et al. (2006) 

on family caregivers of hospice caregivers with cancer. Caregiver/patient dyads were 

randomly placed into three groups: hospice care alone, hospice care plus emotional support 

and coping skills intervention. Study outcomes indicated that the coping skills intervention 

led to significant improvement in caregiver quality of life. However, none of the groups 

showed significant change in overall use of problem-focused or emotion-focused coping. 

In a study involving parents of adolescents of a mass burn incident, Dorn, Yzermans, 

Spreeuwenberg and van der Zee (2007) observed that parents of burn victims were more 

likely to present mental health problems during the first two years after the incident, when 

compared to the baseline. However the study did not provide mental health outcomes 
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investigated or psychosocial factors that could have accounted for the differences observed 

between the study sample and the baseline. 

Cooper and colleagues (2008) in a study examining coping strategies, anxiety and depression 

in caregivers of people with Alzheimer’s disease concluded that, emotion-focused strategies 

mediated the relationship between caregiver burden and anxiety after a year. However, 

problem-focused coping did not play a significant mediation role.  

A longitudinal research finding by Berg (2009) among caregivers of stroke patients reported 

depressive symptoms ranging from between 30-33% in the total study sample. Older age of 

patients and stroke severity were the main predictors of depression among the caregivers at 

the acute phase. It was also found that caregiver depression at the acute phase was the best 

predictor of depression at a later follow-up. The outcome of the study indicates the positive 

relationship between care recipient’s age and caregiver reported depressive symptoms. 

A study by Green (2009) on coping and mental health among end-stage pulmonary lung 

cancer patients and their primary caregivers confirmed that particular coping styles were 

associated with poorer mental health outcomes. Emotion-focused coping and humour were 

associated with lower emotional quality of life in caregivers. 

Not all studies on caregiving report negative findings. A study by Robison, Fortinsky, Alison 

Kleppinger, Shugrue, and Porter (2009) involving 4,041 respondents to the 2007 Connecticut 

Long-Term Care Needs Assessment confirmed that caregivers rated their health better than 

noncaregivers and did not report more depressive symptoms or social isolation. They also 

concluded that support training in physical and mental health should not be made mandatory 

for all caregivers but should rather be aimed at caregivers facing specific stressful conditions. 

However, there were some limitations of the study. Depressive symptoms were assessed with 
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the Prime-MD two-question depressive symptom screen and social isolation assessed with 

only one question. These measures could have limited the information provided by 

respondents in the study thereby underestimating the occurrence of depression and social 

isolation. 

Hodges and Humphris (2009) conducted a longitudinal study (3 and 6 months post patient 

diagnosis) on head and neck cancer involving 101 patient-caregiver dyads. Findings of the 

study revealed that, at three months, 30.7% of caregivers had anxiety symptoms suggestive of 

clinical anxiety as compared to 18.8% for patients. At 6 months, reported symptoms 

suggestive of clinical anxiety were 36.6% for caregivers as compared to 20.8% for patients. 

Caregivers also had higher recurrence concerns than patients. Fear of recurrence was also 

noted to be correlated with emotional distress at each time point. This study went a step 

further to compare anxiety levels of caregivers and their patients. The results indicate a 

positive relationship between duration of caregiving and clinical anxiety. 

In a similar vein, Ross, Mosher, Ronis-Tobin, Hermele, and Ostroff (2010) conducted a 

cross-sectional 6-24 months post-treatment study on psychological adjustment of 89 family 

caregivers of head and neck cancer survivors. The average time since diagnosis was 19 

months. Psychological health findings indicated that, 38% of caregivers reported moderate to 

high distress. However, quality of life scores for the entire sample were better than the scores 

reported in initial validation studies on caregivers of patients undergoing active cancer 

treatment. Greater time spent caregiving was associated with worse psychological well-being, 

but also more positive adaptation to caregiving. This study highlighted the fact that 

caregiving does not always result in negative quality of life outcomes. 

In contrast, a study by Celik, Annagur, Yilmaz, Demir, and Kara (2012) involving 142 pairs 

of hemodialysis (HD) patients and their family caregivers concluded that caring for 
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hemodialysis patients negatively impacts quality of sleep and quality of life of family 

caregivers. Another significant finding of this study was the confirmation that depressive 

symptoms affected 75 (52.8%) patients and 60 (43.3%) caregivers. Twenty-seven (19%) 

patients and thirty-nine (27.5%) family caregivers were reported to be above the cut-off score 

for clinically significant symptoms of anxiety. Sociodemographic variables had no effect on 

the outcomes of the family caregivers group. 

In a related study, Marcon, Rubira, Espinosa and Barbosa (2012) evaluated the quality of life 

and the presence of depressive symptoms among the caregivers and drug dependent people of 

the CAPSad. The quality of life of the caregivers was more affected significantly as 

compared to the drug users. A strong correlation between quality of life and depressive 

symptoms was also found in both groups. Other psychosocial factors or demographic 

variables could have accounted for the strong correlation but the researchers failed to conduct 

further investigations. 

A study by Jones, Fellows, and Horne (2011), revealed that medical students caring for 

cancer patients preferred a combination of problem and emotion- focused strategies to 

manage stress. The most stressful situations reported related to the patient’s condition, the 

biopsychosocial effects of the cancer on the patient and his/her family, and breaking bad 

news. This research is in tandem with the Transactional model which suggests a combination 

of problem-focused and emotion-focused coping in dealing with stress. 

To compare the use and effectiveness of coping strategies of primary and secondary informal 

caregivers of dependent elderly people living at home, Barbosa, Figueiredo, Sousa and 

Demain (2011) conducted a cross-sectional study in the district of Aveiro, Portugal. Results 

of the study suggest that emotion-cognitive strategies are less efficient for secondary 

caregivers (e.g. drawing on personal or religious beliefs). The most common problem-solving 
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strategies adopted by both types of caregivers involved relying on their own experience and 

expertise and addressing and finding a solution to the problem. Neither secondary nor 

primary informal caregivers managed care-related stress successfully, but both identified 

benefits from taking time off or maintaining interests outside of caregiving. Unlike other 

studies that studied only one group of informal caregivers, this study compared two groups of 

informal caregivers. 

Calvette & de Arroyable (2012) in a study of people with traumatic brain injury identified 

that secondary control coping (e.g. acceptance and positive thinking) was associated with less 

grief and depressive symptoms, whereas primary control coping (e.g. problem-focused 

coping and emotional expression) and disengagement were associated with more symptoms. 

García-Alberca, Cruz, Lara, Garrido, Gris, Lara and Castilla (2012) examined how 

disengagement coping partially mediates the relationship between caregiver burden and 

anxiety and depression in caregivers of people with Alzheimer's disease. Results from the 

analyses showed that the use of more disengagement and less engagement coping were 

significant predictors for anxiety scores and depression scores. However, the cross-sectional 

nature of the study may gloss over situation factors that could influence the levels of anxiety 

and depression among caregivers. 

Kheiraoui, Gualano, Mannocci, Boccia, and La Torre (2012) conducted a cross-sectional 

study in ten Italian regions to evaluate the quality of life among doctors, nurses, and 

occupational safety and health technologists (OSHT). Number of years worked correlated 

positively with general health score, while those who spent more time in socializing activities 

achieved a higher mental health score. Amongst the health workers studied they concluded 

that nurses had the lowest measure of quality of life.  
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The purpose of a comparative study by Schreuder et al. (2012) was to investigate coping 

styles in relation to the health status and work environment of Norwegian and Dutch hospital 

nurses. This comparative study included a random sample of 5400 Norwegian nurses and a 

convenience sample of 588 Dutch nurses. We found that active problem-solving coping was 

associated with the health and work environment of Norwegian nurses but not with the health 

and work environment of Dutch. Passive coping (avoiding problems or waiting to see what 

happens) was found to relate to poor general health and poor mental health in both 

Norwegian and Dutch nurses. The large difference in sample size and sampling techniques 

employed is not enough to make a statistical inference especially with a comparative study as 

this one. 

Unlike other studies that focused mainly on adult caregivers 45 years and above, 

Krattenmacher et al. (2013) in their study focused on adolescent caregivers of parents 

suffering from cancer. Their findings revealed that the caregiving role increased the risk of 

psychosocial problems; among the adolescents sampled, 29% showed emotional and 

behavioural problems. Active problem-solving, distraction, acceptance, wishful thinking and 

seeking social support were the most frequently used coping strategies. Findings revealed that 

problem-focused or approach-oriented coping strategies generally were associated with better 

mental health, while avoidance-oriented coping was associated with worse mental health. 

Emotion-focused coping was also associated with both lower and higher mental health. The 

study outcome confirms that the caregiving role affects not only adult caregivers but also 

adolescents providing care. 

Washington, Demiris, Pike, Kruse, and Oliver (2014) conducted an exploratory study to 

examine the prevalence of clinically significant anxiety among informal hospice caregivers 

and to further identify the characteristics of caregivers prone to anxiety. Results confirmed 
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that 31% of informal hospice caregivers reported moderate or higher levels of clinically 

significant anxiety. Caregivers associated with the research site in the Northwest were less 

likely to be anxious than those in the Southeast, and employment status served as a protective 

factor against caregiver anxiety. Anxiety was significantly negatively associated with 

physical quality of life, and younger female caregivers reported more anxiety symptoms as 

compared to males. Researchers however focused on only anxiety to the neglect of other 

psychological health outcomes. 

Yıkılkan, Aypak, and Görpelioğlu (2014) conducted a descriptive cross-sectional study on 

depression, anxiety and quality of life in 63 caregivers of long-term home care patients. In 

their study they found that 58.7% of caregivers had depressive symptoms and 12.7% had 

severe depression. The mean BAI score of the sample was 20.0 with 84.1% of the scores 

meeting the criteria for at least mild anxiety and 30.2% meeting the criteria for severe 

anxiety. Their results also showed that caregivers’ level of education correlated with their 

burden. A longer duration of caregiving was also related to increased burden in both 

depressive and anxiety symptoms respectively. Almost all the mean scores referring to the 

quality of life scale were decreased (lower than 50), with the exception of mental health. The 

relatively small sample size of their study is not enough to make a generalization; however, 

the research outcome indicated that the long-term caregiving role negatively impacted the 

psychological health (anxiety, depression and quality of life) of caregivers. 

 

2.3.3. Social support and psychological health 

A plethora of studies carried in different parts of the world have shown social support 

(emotional and tangible support from friends, family and the broader community) to be a 

protective factor for physical and psychological health (Kim, Han, Shaw, McTavish & 
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Gustafson, 2010; Palmer & Glass, 2003; Chang, Brecht, & Carter, 2001). According to 

Chambers, Ryan and Connor (2001), research on the stress process indicates that coping and 

social support are resources that influence the extent to which a stressful situation (such as 

the duties and responsibilities of caregiving) affects psychological well-being. The studies 

centred on social support and measures of psychological health are evaluated in this 

discussion. 

Lo, Hwang, Yau and Liu (2001) conducted a descriptive cross-sectional study to investigate 

the stress and social support of caregivers for burn patients during the rehabilitation stage as 

well as to determine the factors affecting them. Statistical analysis of the results indicated that 

caregivers of burn patients perceived medium-degree stress.  The social support they received 

was also poor. Needed degree of social support, family income, degree of activity of the 

patients, total affected body area, and number of family members assisting the patients 

accounted for 57% of the total variance in perceived stress. This study even though patient 

focused highlighted the importance of social support and other variables on stress outcome of 

the burns patient 

In a study conducted by Chang and colleagues (2001) findings revealed that a lower level of 

social support was related to a higher level of caregiver burden and depression, as well as a 

lower level of caregiver satisfaction.  

Ashley and Kleinpeter (2002) reported a significant negative correlation between social 

support and depression, and a significant positive correlation between avoidance strategies 

and depression in a study involving 63 spousal dementia caregivers. Female caregivers were 

also inclined to seek more social support as compared to males. The sample size was small to 

make a generalization, however his study added to our knowledge on gender differences in 

seeking social support.  
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Lueboonthavatchai and Lueboonthavatchai (2006) in a study on schizophrenia caregivers 

concluded that their health status and social support were positively correlated to their quality 

of life. 

Aria, Nagatsuka, and Hirai (2008) in a study concluded that the health related quality of life 

was lower for family caregivers than that of non-family caregivers. Their health related 

quality of life was also estimated by their social networks. This study showed the extent to 

which caregiving shaped by affective bonds leads to decline in quality of life. For non-family 

caregivers, perhaps it is a paid role and thus they have no connection to the patient. 

Cumming, Cadilhac, Rubin, Crafti, and Pearce (2008) sought to examine the relationship 

between social support and the psychological effects experienced by long-term caregivers of 

stroke survivors. The design utilized was a prospective, multicentre, hospital-based stroke 

cohort study with 3 years of follow-up. Findings revealed that increasing social support was 

correlated with lower levels of depression, anxiety and inward irritability in caregivers. Social 

support was independently associated with anxiety. 

The objective of a study by Amendola, Oliveira and Alvarenga (2011) was to evaluate the 

quality of life of family caregivers of handicapped people attended at home by Family Health 

Teams and the relationship with their social support. The study provides support for the 

influence of social support regarding quality of life. Other psychological health outcomes 

which could have had an association with social support were not investigated.  

The main finding of a study on caregivers of people with traumatic brain injury indicated that 

social support (emotional and instrumental) was negatively associated with depression 

(Calvette & de Arroyable, 2012). 
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The moderating role of social support on depressive symptoms and quality of life was 

confirmed by Huang and Hsu (2013) in a study involving breast cancer survivors. 

Approximately 35% of respondents had depressive symptoms.  

Correspondingly, a study by Xu and Wei (2013) also found that social support, especially 

subjective support, could moderate the association between anxiety and depression.  

Stevens et al. (2013) conducted a study primarily aimed at examining the influence of three 

types of social support (appraisal, belonging, and tangible) on caregiver mental health 

(anxiety, burden, depression, and satisfaction with life) among Mexican caregivers of 

individuals with traumatic brain injury. It was a cross-sectional study involving 90 family 

caregivers from Hospital Civil Fray Antonio Alcade in Guadalajara, Mexico. Statistical 

analysis of results indicated that more months spent caregiving was associated with decreases 

in all three types of social support. Older age and fewer years of education were associated 

with lower appraisal social support. More hours per week spent caregiving was associated 

with lower caregiver state anxiety and greater satisfaction with life. Appraisal, belonging, and 

tangible social support were all significantly correlated with more positive caregiver mental 

health outcomes, except satisfaction with life. Appraisal social support independently 

predicted lower caregiver depression. 

Khatib, Bhui, and Stansfeld, (2013) conducted a study to test whether social support was 

protective against psychological distress and depressive symptoms in an ethnically diverse 

population of adolescents. They further examined whether identified differences in support 

were reflected by ethnic differences in psychological distress and depressive symptoms. 

Based on a longitudinal survey of 821 adolescents, this study found low levels of social 

support from family members was prospectively associated with depressive symptoms. 

Compared with White UK pupils, Black pupils were less likely to display psychological 
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distress. However, social support did not explain the ethnic variations in psychological 

distress. They concluded that family environment may be a more consistent source of support 

compared with support from peers.  

2.3.4. Social support and coping 

Research on social support and coping has produced inconsistent results as researchers have 

used different approaches in investigating the relationship between the two. The moderation 

model suggests, coping strategies interact with perceived social support to affect 

psychological well-being and the mediation model suggests social support influences the 

choice of specific coping strategies (Kim et al., 2010). Other studies have also highlighted 

social support and coping strategies as independent predictors of psychological health 

outcomes (e.g. McColl et al., 1995; Chan et al., (2007). In light of the above findings, the 

following studies are reviewed. 

McColl, Lei, & Skinner (1995) examined relationships between social support and coping 

over a one-year period in a sample (n = 120) exposed to a specific stressor (i.e. a spinal cord 

injury). They evaluated two major issues: patterns of social support and coping over time and 

the direction of the effects of coping on social support or vice versa. Subjects were assessed 

at 1, 4 and 12 months post-discharge to capture possible changes in patterns of social support 

and coping. Results of the study indicated that the perceived availability of social support was 

seen to have direct effects on future coping. At one month, social support had a direct 

positive effect on coping at four months. However, at four months social support had a 

negative effect on coping at 12 months, which may reflect a change in the structure of the 

social support construct itself. The outcome of the study provides evidence for the dynamic 

effects of social support on coping, depending on one's stage in the process of long-term 

adjustment.  
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Boey (1998) conducted a study to examine the role of coping strategies and family 

relationships in mitigating the negative effect of work stress on nurses. The nurses based on 

their levels of work stress and job satisfaction were placed in two groups. The distressed 

group (high work stress group with low job satisfaction levels) numbered two hundred and 

the stress-resistant nurses (high work stress group with high job satisfaction levels) numbered 

one hundred and thirty-eight. No significant differences in sociodemographic characteristics 

were found between the distressed and stress resistant groups. The findings indicated that 

nurses who adapted to work stress with high job satisfaction were more inclined to adopt 

approach coping methods (problem orientation, ability enhancement, and change of 

perspective) than those who reported low job satisfaction under high work stress. The stress-

resistant nurses were also distinguished by a less frequent use of defensive or avoidance 

coping in handling of their emotional reactions to stress. They also perceived greater family 

support than did the distressed nurses. 

Moszczynski and Haney (2002) investigated acute stress and coping among rural nurses who 

work with transfer trauma patients. Nineteen rural nurses aged 34 to 53 years participated in 

four focus groups. Each group was asked to identify a specific stressful situation involving 

transfer of trauma/accident patients and to share their experience of the situation. Coping 

responses often utilized by nurses included efforts to alter the problem (problem-focused 

coping) and efforts to control emotions (emotion-focused coping). Social support coping was 

identified as the most helpful way of coping with trauma.  

Lambert et al. (2004) examined work stressors, ways of coping and demographic 

characteristics as predictors of physical and mental health among hospital nurses from Japan, 

South Korea, Thailand and the USA (Hawaii). Findings suggested that nurses indicated 

similar workplace stressors, ways of coping, and levels of physical and mental health. They 

University of Ghana                              http://ugspace.ug.edu.gh



37 

 

argued that cross-culturally nurses’ role might vary; however, certain factors are predictive of 

the status of hospital nurses’ physical health and mental health. For all countries, self-control, 

seeking social support, planful problem solving and positive reappraisal were found to be the 

four most utilized ways of coping. Their study highlighted the unique roles and challenges 

confronting nurses from four different countries.  

Lin, Probst, & Hsu (2010) conducted a cross-sectional study on the moderating effects of 

coping behaviours and social support on the relationship between job stress and depression 

among female psychiatric nurses in southern Taiwan. The main finding was that social 

support was identified as a significant moderator on the relationship between job stress and 

depression scores among psychiatric nurses. The moderation role of coping behaviour was 

not supported in the study as argued by the Stress Process model (Pearlin et al. 1990).  

Eaton, Davis, Hammond, Condon, and McGee (2011) in an exploratory research paper 

investigated the coping strategies of families of hospitalized psychiatric patients and 

identified their positive and negative coping strategies. Findings pointed to the fact that 

family members used more emotion-focused coping strategies than problem-focused coping 

strategies. The common coping strategies used by family members were communicating with 

immediate family, acceptance of their situation, passive appraisal, avoidance, and spirituality. 

The family members also utilized resources and support systems, such as their immediate 

families, mental health care professionals, and their churches. Religion or spirituality as a 

coping strategy in dealing with stress is well documented in the African literature on 

caregiving.  

The mediating and moderating roles of coping strategies on psychological health outcomes 

were further probed by Dardas and Ahmad (2013) in a study involving parents of children 

with Autistic disorder. The study outcome revealed that 'accepting responsibility' was the 
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only mediator strategy in the relationship between stress and quality of life. 'Seeking social 

support' and 'escape avoidance' were also shown as moderators in the relationship between 

stress and quality of life.  

In a study by Goldzweig et al. (2013), caregivers (N=216) to older cancer patients (60+ 

years) were compared to a control group (N=76) of similarly aged people not suffering from 

life-threatening diseases. They reported on their psychological distress, social support and 

coping abilities. Results indicated that caregivers of cancer patients reported high levels of 

distress; low levels of social support and low levels of coping abilities negatively correlated 

to distress. Increased patient age was found to accentuate these processes. This study shed 

light on the impact of caregiving on the psychological wellbeing of caregivers. However, the 

sample size of the healthy control group is relatively small to make an effective comparison. 

2.4 Summary of the Literature Review 

The Transactional Model of Stress and Coping (Lazarus & Folkman, 1984) and The Stress 

Process Model (Pearlin et al., 1990) provided the theoretical basis for this study. The models 

gave us an understanding of the various variables in the study. The Transactional Model 

places much emphasis on our perception of events and the resources available to manage the 

stressors that confront us. The outcome of the coping process they contend could be 

adaptation or maladaptation. The Stress Process Model on the other hand places emphasis on 

the association between caregiver background characteristics, stressors and the role of 

mediators/moderators (e.g. social support and coping) and how they result in psychological 

health outcomes. 

The review of the relevant studies focused on the relationship between psychological health 

and coping strategies adopted by the burns caregiver. In general, the caregiving role of both 

medical and psychiatric patients resulted in unfavourable outcomes on depression, anxiety 
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and quality of life (Lewis et al., 1990; Dennis et al., 1998; Berg, 2009; Celik et al., 2012; 

Marcon et al., 2012; Washington et al., 2014). That is, caring for a family member over a 

period of time led to increased levels of anxiety and depressive symptoms and a decline in 

quality of life. However, most of the studies focused on one or two outcomes, that is, 

depression and/or anxiety (Berg, 2009; Dennis et al., 1998; Hodges & Humphris, 2009; Celik 

et al., 2012; Robison et al., 2009) and quality of life (Myaskovsky et al., 2005; Kheiraoui et 

al., 2012). Some of the studies relating psychological health to coping produced inconsistent 

findings basically due to the conceptualization of coping. On the whole, the use of problem-

focused coping led to more favourable psychological health outcomes as compared to 

emotion-focused coping (Chang et al., 2007; Myaskovsky et al., 2005; Barbosa et al., 2011). 

Some studies also highlighted the benefits of emotion-focused coping (e.g. Calvette & de 

Arroyable, 2012; Krattenmacher et al., 2013).  

The role of social support in psychological health was also reviewed with some studies (Arai 

et al., 2008; Amendola et al., 2011; Calvette & de Arroyable, 2012; Ashley and Kleinpeter 

2002). These studies emphasized the protective role of social support against psychological 

comorbidity. That is, caregivers who had better social support networks reported positive 

psychological health outcomes. The moderating role of social support on psychological 

health outcomes was also affirmed in the literature (Huang & Hsu, 2013; Xu & Wei, 2013). 

Finally studies on coping and social support were also reviewed (McColl et al., 1995; Boey, 

1998; Moszczynski & Haney, 2002). Majority of the studies had social support and coping 

strategies as independent predictors of psychological health outcomes. The moderating role 

of coping was also affirmed in the literature (Dardas & Ahmad, 2013). 
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In conclusion, the review of related studies enhanced our knowledge on major research 

contributions and current trends in research on psychological outcomes and coping among 

caregivers. 

 

2.5 Rationale of the Present Study 

Majority of the studies reviewed focused primarily on adults or family members providing 

care to adults (60 and above) in long-term care (e.g. Barbosa et al., 2011; Washington et al., 

2014) those suffering from stroke (e.g. Dennis et al., 1998; Berg, 2009; Cumming et al., 

2008), Alzheimer’s disease (Cooper et al., 2008; Garcia-Alberca, 2012). The present study 

therefore focuses on family members or non-members providing care for burns patients 

(children, adolescents, adults and the aged). Only a few studies looked at the unique 

experiences of caregivers of burns patients (e.g. Lewis et al., 1990; Dorn et al., 2007). They 

however focused on single outcomes, anxiety (Lewis et al., 1990) and mental health (Dorn et 

al., 2007) which makes it difficult in determining the impact of care on other psychological 

outcomes. Our study intends to extend this by focusing on anxiety, depression and quality of 

life among the providers of care. 

None of the studies reviewed compared the unique experiences of formal caregivers (nurses) 

and informal caregivers (family members, friends, etc.). The studies rather conducted 

comparative studies between health professionals (e.g. Kheiraoui et al., 2011), caregivers and 

care recipients (e.g. Hodges & Humphris, 2009; Celik et al., 2012; Garcia-Alberca, et al., 

2012) and primary and secondary informal caregivers (e.g. Barbosa et al., 2011). The 

unavailability of such comparative studies (formal and informal caregivers) limits our 

knowledge on the impact of paid and unpaid care on psychological health of the caregiver. 
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The present study therefore takes into account the unique experiences of formal and informal 

caregivers.  

With regards to the literature on caregivers of burns patients in Ghana, no such study was 

cited. The studies on burns were patient-focused and related more to etiologies and mortality 

risk factors (e.g. Agbenorku, 2013) and prevalence rates in Ghana (e.g. Agbenorku et al., 

2010). However, studies on caregivers of patient with mental disorders were cited in the 

study (e.g. Kyei-Arthur, 2013; Ae-Ngibise et al. 2015). Our study highlights the 

psychological health and coping strategies among caregivers of burns patients.  

The collectivistic nature of our Ghanaian society brings to bear the importance of the family 

in providing care for the ailing family member. The paucity in the literature creates an 

opportunity for a formal study on caregiving to highlight the psychological health 

implications of the role and the availability of coping resources in managing the challenges. 

 

2.6 Statement of Hypotheses 

Based on the empirical studies reviewed, the following hypotheses were tested: 

1.    Formal caregivers are more likely to report better quality of life than informal caregivers. 

2a.   Informal caregivers are more likely to report higher level of anxiety compared to       

formal caregivers. 

2b.   Informal caregivers are more likely to report higher level of depression compared to       

formal caregivers. 

3a. Formal caregivers are likely to use more problem-focused coping than informal 

caregivers. 
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3b. Informal caregivers are likely to use more emotion-focused coping than formal     

caregivers. 

4.  There will be a significant positive relationship between social support and caregiver’s 

quality of life. 

5.   There will be a significant negative relationship between; 

a.    Social Support and Anxiety. 

b.   Social Support and Depression. 

6.  Problem focused coping will be significantly and positively associated with caregivers’ 

quality of life. 

7.  There will be a significant negative relationship between emotion-focused coping and 

caregivers’ quality of life. 

8. The relationship between caregivers’ social support and quality of life will be significantly 

moderated by; 

 a.   Problem-focused coping  

 b.   Emotion-focused coping 
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Figure 2.1  

Hypothesized Model 

 

 

 

 

 

 

 

 

 

In this model, social support is assumed to be significantly related to anxiety, depression and 

quality of life. Coping strategies are also assumed to be significantly related to quality of life. 

Coping moderates the relationship between social support and quality of life. 
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2.7 Operational definitions  

Formal caregivers: This refers to duly registered nurses and health assistants working at      

the Reconstructive Plastic Surgery and Burns Centre. 

Informal caregivers: They include family members, spouses or friends providing unpaid 

care services for the burns patient and undertaking major health decisions. 

Psychological health: This will be conceptualized as depression, anxiety and quality of life. 
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CHAPTER THREE 

 

METHODOLOGY 

 

3.1 Introduction 

This chapter introduces the population/sample, measures, design, instruments, as well as the 

procedures involved in data collection of the research. This study uses a cross-sectional 

design to investigate psychological health and coping strategies among caregivers of burns 

patients.  

3.2. Population 

The population of interest in this research was all caregivers (formal and informal) of burns 

patients at the Reconstructive Plastic Surgery and Burns Centre (RPSBC) at the Korle-Bu 

Teaching Hospital, Accra. It was the first Reconstructive Plastic Surgery and Burns Centre to 

be built in the West-African sub-region. The unit is a major referral centre for the people of 

Ghana and neighbouring countries. 

3.3 Sample/Sampling Technique 

The sample of this study was made up of 100 caregivers (50 nurses and 50 informal 

caregivers) of burns patients at the Reconstructive Plastic Surgery and Burns Centre. The 

convenient sampling technique was used in sampling the respondents for the study due to the 

limited number of burns patients at the RPSBC as compared to the general patient population 

at the Korle-Bu teaching hospital. Though overcrowded at the moment, the maximum bed 

capacity is 69 patients. To ensure statistical power, Wilson, Voorhis and Morgan (2007) state 

that the general rule of thumb is no less than 50 participants for a correlation or regression 

with the number increasing with larger numbers of independent variables. Further, the sample 

size determination was based on Tabachnick and Fidell (1996), who suggest that N>50+8 (m) 
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for regression analysis. The minimum sample size for this study was 74 as there were three 

independent variables (age, coping and social support), therefore, 50+8(3) = 74. Thus the 

sample size of 100 in this study was adequate. 

The characteristics of the respondents in the study are summarized in table 3.1 below: 

Table 3.1: Summary of Demographic Characteristics of the Respondents in the Study 

Variables Formal Caregivers (n=50) Informal  Caregivers (n=50) 

Sex 

Male 

Female 

 

9(18%) 

41(82%) 

 

12(24%) 

38(76%) 

Age in Years Mean = 31.98, SD = .24 Mean = 34.42, SD = 8.91 

Marital Status 

Single 

Married  

Divorced 

Widowed  

 

25(50%) 

21(42%) 

2(4%) 

2(4%) 

 

14(28%) 

29(58%) 

3(6%) 

4(8%) 

Education 

JSS/Middle 

SSS/O’ Level 

Tertiary 

 

 

3(6%) 

47(94%) 

 

16(32%) 

25(50%) 

9(18%) 

Relationship 

Spouse 

Relative 

Parent 

Child 

Friend 

 

- 

- 

- 

- 

- 

 

11(22%) 

20(40%) 

8(16%) 

8(16%) 

3(6%) 

 

The majority of respondents in the formal and informal groups were females, 41 (82%) and 

38 (76%) respectively. This was expected as the literature reports majority of women as 
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playing the caregiving role. Males in the formal and informal groups represented 12% and 

24% in each sample. There were more males in the informal group as compared to the 

population of nurses. The mean age of nurses in years was 31.98 (SD=.24) and 34.42 

(SD=8.91) for informal caregivers. In the formal caregivers group, single nurses comprised 

50% (25) of the sample and 42 % (21) were married.  Two (4%) nurses were identified as 

divorced and two (4%) identified as widowed. Informal caregivers registered 14 (28%) single 

persons, 29 (58%) were married, 3(6%) were divorced and 4 (8%) were widowed. Majority 

of nurses (94%) were educated up to the tertiary level as compared to 18% of informal 

caregivers. Only 3 (6%) nurses had senior secondary/ordinary level education as compared to 

25 (50%) caregivers. Sixteen (32%) informal caregivers had their education up to the junior 

secondary/middle school level. The differences in educational level were expected as the 

nursing course involves longer years in formal educational training. The relationship to the 

patient was only applicable to informal caregivers. Majority of the caregivers were caring for 

their relatives (n=20, 40%) and11 (22%) were caring for their spouses. Others were parents 

(16%), adult children (16%) and friends (6%). 

3.3.1. Inclusion Criteria:  

Below are the criteria for inclusion of formal caregivers (nurses) in the study;  

1. A registered nurse providing care at the burns centre for a year or more. 

2. Willing to participate voluntarily.  

Below are the criteria for inclusion of informal caregivers in the study: 

1. A family member, spouse, or friend providing unpaid support to the burns patient. 

2. Should have been playing this role for a month or more. 
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3. Should be aged 21 or more. 

4. Willing to participate voluntarily. 

3.3.2. Exclusion Criteria  

Below are the criteria for exclusion of formal and informal caregivers from partaking in the 

study. 

1. Caregivers who refuse to give consent to partake in the study. 

3.4 Measures/Instruments 

In order to achieve the aims stated above the following standardised measuring instruments 

aided in data collection 

3.4.1. Sociodemographics 

The Demographic Questionnaire requested information about both the caregiver (formal and 

informal) and the patient. Caregivers were expected to provide information on their age, 

gender, duration of caregiving role, marital status, level of education and occupation. They 

were also expected to provide information regarding the age and gender of their patients or 

care recipients.   

3.4.2. Brief COPE (Carver, 1997) 

This is a self-report questionnaire with 14 subscales describing different coping strategies, 

(two items per scale) with satisfactory psychometric properties (Carver, 1997). It is an 

abridged version of the COPE inventory (Carver, Scheier, & Weintraub, 1989) and the 

fourteen subscales assess different coping dimensions: self-distraction, active coping, denial, 

substance use, use of emotional support, use of instrumental support, behavioural 

disengagement, venting, positive reframing, planning, humour, acceptance, religion, and self-

blame. The respondent indicates the frequency of use of a particular coping behaviour with a 
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scale of 1 (‘I haven‘t been doing this at all’) to 4 (‘I‘ve been doing this a lot’).  Examples of 

items include, ‘I've been turning to work or other activities to take my mind off things’ (self-

distraction), ‘I've been getting emotional support from others’ (emotional support), and ‘I’ve 

been getting help and advice from other people’ (instrumental support). 

Muller and Spitz (2003) assert that the inventory has the advantage of being built from 

acknowledged theoretical models (Lazarus' transactional model of stress, 1984; behavioural 

self-regulation model, Carver and Scheier, 1981, 1998). Furthermore, they state that it can be 

used to assess trait coping (the usual way people cope with stress in everyday life) and state 

coping (the particular way people cope with a specific stressful situation). The Brief COPE 

has proven very useful in health related research (Carver, 1997; Muller & Spitz, 2003; 

Cooper et al., 2008). Internal reliabilities for the 14 subscales range from = 0.57 -0.90 

(Carver, 1997), and similar results have been found with a population of parents of children 

with ASDs (= 0.54 - 0.93) (Benson, 2009). 

3.4.3. Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & 

Farley, 1988)  

This scale is intended to measure the extent to which an individual perceives social support 

from three sources: Significant Others (SO) (Items 1, 2, 5, and 10), Family (FA) (Items 3, 4, 

8, and 11) and Friends (FR) (Items 6, 7, 9, and 12) [Zimet et al., 1988; Zimet, Powel, Farley, 

Werkman & Berkoff, 1990]. The MSPSS is a brief, easy to administer self-report 

questionnaire which contains twelve items rated on a seven-point Likert-type scale with 

scores ranging from ‘very strongly disagree’ (1) to ‘very strongly agree’ (7). Examples of 

items on this scale include, ‘There is a special person who is around when I am in need’ (SO), 

‘My family really tries to help me’ (FAM), and ‘I can count on my friends when things go 

wrong’.  
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The MSPSS has proven to be psychometrically sound in diverse samples and to have good 

internal reliability and test-retest reliability, and robust factorial validity (Khatib et al., 2013; 

Cecil, Stanley, Carrion & Swann, 1995; Wang and Gan, 2011). Most studies have also 

reported Cronbach’s alpha of 0.81 to 0.98 in non-clinical samples, and 0.92 to 0.94 in clinical 

samples (e.g., Khatib et al., 2013; Pedersen, Spinder, Erdman, & Denollet, 2009).  

3.4.4. The Beck Anxiety Inventory (Beck, Epstein, & Brown, 1988) 

The Beck Anxiety Inventory is a 21-item multiple-choice self-report inventory that measures 

the severity of an anxiety in adults and adolescents. Because the items in the BAI describe the 

emotional, physiological, and cognitive symptoms of anxiety but not depression, it can 

discriminate anxiety from depression. The BAI's internal consistency (Cronbach's Alpha) 

ranges from 0.92 to 0.94 for adults, and test–retest reliability is 0.75 (Yıkılkan et al, 2014). 

The BAI is a self-administered instrument with 21 items that cover the most frequent anxiety 

symptoms observed in clinical practice. Each item was scored 0, 1, 2 or 3, with higher scores 

denoting an increasing severity of symptoms. Total scores can be categorized as minimal (0–

7), mild (8–15), moderate (16–25), and severe (26–63). 

3.4.5. The Beck Depression Inventory (Beck, Ward, & Mendelson, 1961) 

The Beck Depression Inventory is a self-report measure of depression and includes items 

measuring cognitive, affective, behavioural, interpersonal, and somatic aspects of depression. 

It was developed as an indicator of depressive symptomatology and severity. The items of 

this 21-item questionnaire were originally developed from observations of depressed 

subjects. The purpose of the scale is not to diagnose depression, but to give an objective 

assessment on the severity of depressive symptoms. BDI scores greater than or equal to 17 

(total score >28 signifies severe depression) have been reported to indicate depression that 
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may require treatment, with more than 90% accuracy. The Cronbach alpha reported for this 

study was 0.93. 

3.4.6. World Health Organization Quality of Life Assessment - Bref (WHOQOL-BREF, 

1996) 

The World Health Organization Quality of Life Assessment–Bref (WHOQOL-BREF) 

contains a total of 26 questions that were developed in an attempt to provide a QoL measure 

that would be applicable cross-culturally (WHO, 1996). It comprises of 26 items, which 

measure the following broad domains: physical health, psychological health, social 

relationships and environment. Items of the scale range from 1 to 5 with higher scores 

denoting higher QoL. The total QoL score has been used for this study. The WHOQOL-

BREF is a cross-culturally valid and reliable assessment of QOL. Dardas & Ahmad (2013) in 

their study reported a Cronbach alpha of 0.93 for the total QoL scale. 

3.4.7. Pilot Study 

Prior to the commencement of the present study, a pilot study was conducted to test the 

reliability of the four scales employed. The pilot study involving 20 nurses was carried out at 

the Reconstructive Plastic Surgery and Burns Centre of the Korle-Bu Teaching Hospital in 

Accra. The Cronbach alpha (Internal Consistency) was run for each of the four scales and the 

results obtained are summarised in the table 3.2 below: 
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Table 3.2 

Internal Consistencies of the Scales from a Pilot study of 20 Formal Caregivers 

SCALE                                                                     Cronbach Alpha (Internal Consistency) 

Brief COPE        .82 

Beck Anxiety Inventory      .90 

Beck Depression Inventory      .93 

WHO Quality of Life                  .90 

 

From Table 3.2 above, the Brief COPE has a Cronbach alpha value of .82, Beck Anxiety 

Inventory reports a Cronbach value of .90, Beck Depression Inventory has a Cronbach value 

.93 and the WHO Quality of Life Scale reports a Cronbach value of .90. The four scales 

employed have Cronbach alpha values exceeding the minimum acceptable level of 0.5. 

3.5 Design 

The study sought to obtain self-report information on the psychological health and coping 

strategies amongst caregivers of burns patients, thus the most appropriate design for this 

study was the cross-sectional survey. Information was sought from participants only once. 

 

3.6 Procedure 

Ethical clearance was sought from the Institutional Review Board of the Noguchi Memorial 

Institute for Medical Research, University of Ghana, Legon. A letter of introduction from the 

Department of Psychology and the Ethical clearance certificates were sent to the 

Reconstructive Plastic Surgery and Burns Centre for permission to use their facility for the 

study. Permission was granted and a date and time was given for presentation to staff 

members. Data collection commenced thereafter. 
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Three research assistants were recruited to assist in collection of data and were subsequently 

briefed and trained on questionnaire administration. The Deputy Director of Nursing Services 

(DDNS) at the burns centre helped in the recruitment of nurses. The nurses were provided 

with the consent forms and set of questionnaires. Due to their busy work schedule, they were 

expected to complete and return the questionnaires at a later date. For the informal caregivers, 

the out- patients department of the centre was used for data collection. The patients identified 

their primary caregivers and those who consented were recruited for the study. There also had 

to be home visits for those who because of time constraints could not stay for the study. Data 

collection at the Burns Centre lasted for 2 months. Questionnaires used for the study were 

then securely stored and later sorted out for analysis. 
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CHAPTER FOUR 

 

RESULTS 

 

4.1. Introduction 

This chapter presents the results from the analyses using the independent t-test, Pearson 

correlation and Hierarchical multiple regression. The SPSS 18.00 was used as the main data 

analysis tool. The results are divided into two main sections with section one dealing with the 

descriptive statistics of the variables in the study and the section two dealing with the testing 

of the stated hypotheses to determine whether they are supported by the data or not. The 

details of the findings are presented below; 

 

Table 4.1: Summary of Descriptive Statistics of the Variables in the Study 

Variables  Means SD Internal Consistency (α) 

ANXIETY 18.91 10.85 .89 

DEPRESSION  22.23 15.85 .95 

QUALITY OF LIFE 

Physical 

Psychological 

Social 

Environmental  

77.34 

20.57 

18.02 

8.94 

23.52 

16.39 

3.52 

4.19 

2.49 

5.69 

.94 

.52 

.72 

.81 

.87 

SOCIAL SUPPORT 45.63 13.17 .88 

COPING  

Self-Distraction 

Active Coping 

Denial 

Substance Abuse 

Use of Emotional Support 

Use of Instrumental Support 

Behavioral Disengagement 

Venting 

Positive Reinterpretation 

Planning  

Humor 

Acceptance 

Religion 

Self-Blame 

 

5.56 

5.74 

4.69 

3.47 

5.28 

5.38 

4.60 

5.13 

4.85 

5.68 

4.44 

5.00 

6.13 

3.03 

 

1.46 

1.31 

1.68 

1.72 

1.63 

1.65 

1.68 

1.56 

1.63 

1.43 

1.81 

1.44 

1.82 

1.78 

 

.50 

.27 

.64 

.72 

.50 

.63 

.55 

.39 

.37 

.47 

.60 

.12 

.79 

.63 
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From table 2 above, it was observed that the respondents in the study had a mean anxiety 

score of 18.91 with a standard deviation of 10.85 (Reliability = .89). On their levels of 

depression, the respondents had a mean score of 22.23 with a standard deviation of 15.85 

(Reliability =.95). On their overall quality of life, respondents had a mean score of 77.34 with 

a standard deviation of 16.39 (Reliability = .94). On the specific domains of quality of life, 

respondents obtained a mean physical quality of life score of 20.57 with a standard of 3.52 

(Reliability = .52), a mean psychological quality of life score of 18.02 with a standard 

deviation of 4.19 (Reliability = .72), a mean social quality of life score of 8.94 with a 

standard deviation of 2.49 (Reliability = .81) and a mean environmental quality of life score 

of 23.52 with a standard deviation of 5.69 (Reliability = .87). Additionally, the respondents 

obtained a mean social support score of 45.63 with a standard deviation of 13.17 (Reliability 

= .88). 

In terms of the various coping strategies adopted by the respondents, the respondents reported 

a mean self-destruction score of 5.56 with a standard deviation of 1.46 (Reliability = .50), a 

mean active coping score of 5.74 with a standard deviation of 1.31 (Reliability = .27), a mean 

denial score of 4.69 with a standard deviation of 1.68 (Reliability = .64), a mean substance 

abuse score of 3.47 with a standard deviation of 1.72 (Reliability = .72), a mean emotional 

coping score of 5.28 with a standard deviation of 1.63 (Reliability = .50), a mean 

instrumental support score of 5.38 with a standard deviation of 1.65 (Reliability = .63), a 

mean behavioral disengagement score of 4.60with a standard deviation of 1.68 (Reliability = 

.55), a mean venting score of 5.13 with a standard deviation of  1.56 (Reliability = .39) and a 

mean positive reinterpretation score of 4.85 with a standard deviation of 1.63 (Reliability = 

.37). Further, it was observed that the respondents obtained a mean planning score of 5.68 

with a standard deviation 1.43 (Reliability = .47), a mean humor sore of 4.44 with a standard 
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deviation of 1.81 (Reliability = .60), a mean acceptance score of 5.00 with a standard 

deviation of 1.44(Reliability = .12), a mean religious score of 6.13 with a standard deviation 

of 1.82 (Reliability = .79) and a mean self-blame score of 3.03 with a standard deviation of 

1.78 (Reliability = .63). 

 

4.2 Hypotheses Testing  

Hypothesis One: Formal caregivers are more likely to report better quality of life than 

informal caregivers. To determine whether significant differences exist between formal and 

informal caregivers of burns patients in their quality of life, the independent t-test was used 

and the results are summarized in table 3 below; 

Table 4.2: Summary of Independent t-test of Type of Caregiving and Quality of Life 

Variables  Formal 

Caregivers 

Informal 

Caregivers 

df t ρ 

Quality of Life (QOL) 55.68 42.48 98 6.41 .000 

Physical QOL 14.08 11.32  4.96 .000 

Psychological QOL 14.32 10.48  6.16 .000 

Social QOL 13.70 10.22  6.04 .000 

Environmental QOL 13.58 10.46  6.52 .000 

Bonferroni Adjustment = .01 

An examination of Table 3 above showed that a significant difference exists between formal 

caregivers (Mean=55.68) and informal caregivers (Mean= 42.48) at the .01 level of 

significant with results showing that formal caregivers of burns patients reported a 

significantly higher quality of life compared to informal caregivers, t(98) = 6.11, ρ < .01. 

Therefore, the hypothesis one that formal caregivers are more likely to report better quality of 

life than informal caregivers is supported. Additionally, significant differences were found 
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between formal and informal caregivers of burn patients in specific domains of quality of life 

with formal caregivers reporting significantly better Physical [t(98) = 4.96, ρ < .01], 

Psychological [t(98) = 6.16, ρ < .01], Social [t(98) = 6.04, ρ < .01] and Environmental [t(98) 

= 6.52, ρ < .01] qualities of life.  

 

Hypothesis Two: Type of Caregiving will significantly affect levels of anxiety and 

depression. 

2a:  Informal caregivers are more likely to report higher level of anxiety compared to formal 

caregivers 

2b: Informal caregivers are more likely to report higher level of depression compared to 

formal caregivers  

To examine the hypotheses 2a and 2b above, the independent t-test was used to compare the 

means formal and informal caregivers of burns patients on their reported levels of anxiety and 

depression. The results are summarized in the table 4 below; 

 

Table 4.3: Summary of Independent t-test of Type of Caregiving on Anxiety and 

Depression 

VARIABLES Formal Caregivers  Informal 

Caregivers 

df t ρ 

Anxiety 15.70 22.12 98 3.08 .002 

Depression 13.64 30.82  6.43 .000 

Bonferroni Adjustment = .025 

An examination of table 4 above showed that informal caregivers reported a significantly 

higher mean anxiety score (Mean= 22.12) than formal caregivers (Mean= 15.70) of burns 

patients at the .025 level of significance, t(98) = 3.08, ρ < .025. Therefore, the hypothesis 2a 
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that informal caregivers are more likely to report higher level of anxiety compared to formal 

caregivers is supported. In the same vein, results from table 4 above showed that informal 

caregivers reported a significantly higher mean depression score (Mean= 30.82) than formal 

caregivers (Mean= 13.64) of burns patients at the .025 level of significance, t(98) = 3.08, ρ < 

.025. Therefore, the hypothesis 2b that Informal caregivers are more likely to report higher 

level of depression compared to formal caregivers is supported. 

 

Hypothesis Three: Type of caregiving will have a significant effect on choice of coping 

strategies 

3a: Formal caregivers are likely to use more problem-focused coping than informal 

caregivers  

3b: Informal caregivers are likely to use more emotion-focused coping than formal 

caregivers  

To test hypotheses 3a and 3b above, the independent t-test was used to compare the means 

formal and informal caregivers of burns patients on their coping strategies and the results are 

summarized in the table 5 below; 

Table 4.4: Summary of Independent t-test of Type of Caregiving and Coping Strategies 

VARIABLES Formal 

Caregivers  

Informal 

Caregivers 

df t ρ 

Problem-Focused 6.00 5.48 98 2.02 .023 

Emotion-Focused 5.42 5.14  .86 .197 

Bonferroni Adjustment = .025 

Results from table 5 above shows that the type of caregiving has a statistically significant 

effect on respondents’ use of Problem-Focused coping at the .025 of significance, t(98) = 

2.02, ρ < .025 with formal caregivers using more problem-focused coping (Mean = 6.00) than 
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informal caregivers (Mean = 5.48). Therefore, the hypothesis 3a that formal caregivers are 

likely to use more problem-focused coping than informal caregivers is supported. However, 

the type of caregiving did not have any statistically significant effect on Emotion-Focused 

coping at the .025 level of significance, t(98) = .86, ρ < .025, with formal caregivers (Mean = 

5.42) not significantly different from informal caregivers (Mean = 5.14). Therefore, the 

hypothesis 3b that informal caregivers are likely to use more emotion-focused coping than 

formal caregivers of burns patients is not supported. 

Hypothesis Four: There will be a significant positive relationship between social support 

and caregiver’s quality of life. To test this hypothesis which seeks to establish a linear 

relationship between caregiver’s social support and quality of life, the Pearson Product 

Moment Correlation was used and the results are summarized in the table 6 below; 

 

Table 4.5: Summary of Correlation Matrices of the Relationships among the Variables  

Variables  1 2 3 4 5 6 7 8 9 10 

 

1 Age           

2 Anx .23*          

3 Dep .27** .61**         

4 PFC -.02 -.13 -.12        

5 EFC .03 -.19 -.27** .11       

6 QOL -.27** -.50** -.83** .20* .26**      

7 QOL1 -.26** -51** -.83** .21* .26** .95**     

8 QOL2 -.34* -.49** -.84** .16 .18 .96** .91**    

9 QOL3 -.18 -.46** -.73** .14 .30** .92** .81** .82**   

10 QOL4  -.24* -.44** -.74** .26** .23* .94** .86** .87** .83**  

11 SS -.16 -46** -.55** .19 .22* .59** .58** .52** .58** .56** 

*=significant at .05 level of significance, ** = significant at the .01 level of significance. Anx= Anxiety, Dep= 

Depression, PFC=Problem-focused coping, EFC=Emotion-focused coping, QOL=Quality of Life, 

QOL1=Physical quality of life, QOL2= Psychological quality of life, QOL3=Social quality of life, QOL4= 

Environmental quality of life and SS= Social Support. 
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From table 6 above, it was observed that a significant positive relationship exists between 

caregivers’ social support and quality of life at the .01 level of significance, r(98) = .59, ρ < 

.01. This indicates that the higher the level of social support received by caregivers, the better 

their overall quality of life and therefore, the hypothesis four that there will be a significant 

positive relationship between social support and caregiver’s quality of life is supported. 

Additionally, social support correlated significantly and positively with all the specific 

domains of quality of life, Physical [r(98) = .58, ρ < .01], Psychological [r(98) = .52, ρ < .01], 

Social [r(98) = .58, ρ < .01] and Environmental [r(98) = .56, ρ < .05]. 

 

Hypothesis Five: There will be a significant negative relationship between; 

5a: Social Support and Anxiety. 

Results from the correlation matrices table 6 above shows that a significant negative 

relationship exists between the level of social support received by caregivers of burns patients 

and their level of anxiety at the .01 level of significance, r(98) = -.46, ρ < .01. This indicates 

that the more social support received by caregivers of burns patients, the lower their anxiety 

level and therefore, the hypothesis 5a that there will be a significant negative relationship 

between caregivers’ social support and anxiety is supported. 

5b: Social Support and Depression  

It was also observed from the correlation matrices table 6 above that a significant negative 

relationship exists between the level of social support received by caregivers of burns patients 

and their level of depression at the .01 level of significance, r(98) = -.55, ρ < .01. This 

indicates that the more social support received by caregivers of burns patients, the lower their 

depression level and therefore, the hypothesis 5b that there will be a significant negative 

relationship between caregivers’ social support and depression is supported.  
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Hypothesis Six: Problem-focused coping will be significantly and positively associated with 

caregivers’ quality of life. 

An examination of the correlation matrices table 6 above showed that there is a statistically 

significant positive correlation between caregivers’ use of problem focus coping and their 

quality of life at the .05 level of significance, r(98) = .20, ρ < .05. This indicates that the more 

caregivers use problem-focused coping, the better their quality of life and therefore, the 

hypothesis six that problem-focused coping will be significantly and positively associated 

with caregivers’ quality of life is supported. 

Hypothesis Seven: There will be a significant negative relationship between emotion-

focused coping and caregivers’ quality of life. 

This hypothesis was tested using the Pearson correlation and the results from table 6 above 

shows that a significant positive relationship exists between emotion-focused coping and 

caregivers’ quality of life at the .01 level of significant, r(98) = .26, ρ < .01. However, the 

direction of this relationship is contrast to what was predicted and therefore, hypothesis seven 

that there will be a significant negative relationship between emotion-focused coping and 

caregivers’ quality of life is not supported. 

 

Hypothesis Eight: The relationship between caregivers’ social support and quality of life 

will be significantly moderated by; 

8a: Problem-focused coping  

8b: Emotion-focused coping  

The hypotheses 8a and 8b were tested using hierarchical multiple regression analysis 

following the steps proposed by Baron and Kenny (1986) in testing for moderation. The 

results from the hierarchical multiple regression analysis are summarized in the table 7 

below: 

University of Ghana                              http://ugspace.ug.edu.gh



62 

 

Table 4.6: Hierarchical Multiple Regression Analysis of the Moderation Effects of Coping 

Strategies 

Model  B SEB β 

Step 1 

Constant 

Social Support  

 

24.02 

.55 

 

3.58 

.08 

 

 

.59*** 

Step 2 

Constant  

Social Support 

Problem-Focused Coping 

Emotion-Focused Coping 

 

16.48 

.51 

.75 

.96 

 

5.63 

.08 

.77 

.62 

 

 

.55*** 

.08 

.13 

Step 3 

Constant  

Social Support 

Problem-Focused Coping (PFC) 

Emotion-Focused Coping (EFC) 

Social Support*PFC 

Social Support*EFC 

 

16.11 

.52 

.82 

.89 

.26 

-.75 

 

5.79 

.08 

.78 

.64 

1.06 

.94 

 

 

.56*** 

.09 

.12 

.02 

-.07 

R
2
 = .35, .38 & .38 and ΔR

2
 = .35, .02, & .00 for Steps 1, 2, & 3 respectively. *** = ρ < .001 

A critical examination of the table 7 above shows that at step 1, social support accounted for 

a significant variance in caregivers’ quality of life, β =.59, ρ < .001. At the step 2 of the 

results indicate that social support remained significant in explaining the variance in 

caregivers’ quality of life, β =.55, ρ < .001 but Problem-focused coping (β =.08, ρ > .05) and 

Emotion-focused coping (β =.13, ρ > .05) did not account for any statistically significant 

variance in caregivers’ quality of life. At the step 3, results showed that the interaction 

between social support and problem-focused coping is not significant in explaining the 

variance in caregivers’ quality of life, β =.02, ρ > .05. This indicates that problem-focused did 

not significantly moderate the relationship between social support and caregivers’ quality of 

life and therefore, the hypothesis 8a that problem-focused coping will significantly moderate 

the relationship between social support and quality of life is not supported. Similarly, results 

showed that the interaction between social support and emotion-focused coping is not 

significant in explaining the variance in caregivers’ quality of life, β = -.07, ρ > .05. This 
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indicates that emotion-focused did not significantly moderate the relationship between social 

support and caregivers’ quality of life and therefore, the hypothesis 8b that emotion-focused 

coping will significantly moderate the relationship between social support and quality of life 

is not supported. 

Additional Findings 

1. Age of caregivers was significantly and positively associated with the levels of 

anxiety and depression experienced by caregivers. 

2. Age of caregivers was significantly and negatively associated with overall quality of 

life (physical, psychological, and environmental quality of life). 

 

Summary of findings 

 Formal caregivers reported significantly better quality of life than informal caregivers 

of burns patients.  

 Informal caregivers of burns patients reported more anxiety and depression levels 

than formal caregivers 

 Formal caregivers used more problem-focused coping than informal caregivers but no 

significant difference was found in the use of emotion-focused coping between formal 

and informal caregivers. 

 A significant positive relationship was observed between social support and 

caregivers’ quality of life 

 Social support was significantly and negatively related to caregivers’ levels of anxiety 

and depression. 

 Problem-focused and emotion-focused coping related significantly and positively with 

quality of life. 

 Coping strategies did not significantly moderate the relationship between social 

support and quality of life. 
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Figure 4.1  

Observed Model 

 

 

 

 

 

 

 

 

 

The model showed that social support is significantly related to anxiety, depression and 

quality of life. Coping strategies are also significantly related to quality of life. The 

moderation role of coping on the relationship between social support and quality of life was 

not established.  
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CHAPTER FIVE 

 

DISCUSSION 

 

5.1 Introduction  

This chapter reviews and interprets the findings of the present study. The findings of the 

study are discussed with reference to other related empirical studies and theories reviewed in 

the caregiving literature. The implications of the findings and the recommendations for future 

studies, caregivers, health practitioners, and the health sector are charted. The limitations of 

the study and conclusions drawn are also highlighted in reference to the findings of the study. 

The caregiving role of a burns patient as the literature affirms is often unplanned or 

accidental and could lead to a disruption in the daily routine of the caregiver and care 

recipient. The burns patient is faced with a myriad of problems ranging from intense physical 

pain to psychological trauma. This not only impacts negatively on the care recipient but could 

also have a possible detrimental effect on the psychological health of the caregiver. Thus this 

study sought to examine the relationship between psychological health and coping strategies 

of caregivers and whether there exist any differences between formal providers of care and 

family caregivers. Formal and informal caregivers providing care at the Reconstructive 

Plastic Surgery and Burns Centre, Korle-Bu Teaching Hospital were the population under 

study. Equal number of nurses and informal caregivers comprising both genders were 

selected for the study. 

Quality of life among formal and informal caregivers 

An Independent t-test was conducted to examine whether there existed any differences 

between formal and informal caregivers on the quality of life scale. All four domains 
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(physical health, psychological health, social relationships and environment) of the 

WHOQOL-BREF instrument were used as indicators. The results of the independent t test 

showed that formal caregivers (nurses) reported significantly higher quality of life as 

compared to informal caregivers. This finding extended to all domains (physical, 

psychological, social and environmental) of quality of life measured. This finding could 

firstly be attributed to the formal training nurses undergo, which includes theory and clinical 

practice. They are supervised throughout their training and this continues even when they are 

providing formal care. In contrast, informal caregivers have no prior knowledge of care and 

mostly take on this role unprepared and unsupervised. There is no clearly defined structure 

and poses greater levels of uncertainty as compared to formal care. Ghanaian cultural values 

and social norms invariably make it impossible to neglect a sick family member and this is 

exemplified in the works of Ae-Ngibise et al. (2015), Kyei-Arthur (2013), and Sackey 

(2005).  

Collings (2006) observes that formal care involves professional relationships shaped by code 

of conduct. Thus even though nurses aim to be compassionate during service delivery, 

maintaining professional relationship is key to providing optimum care. In contrast, Collings 

(2006) reiterates that informal care occurs in a relationship context shaped by affective bonds. 

Often times, care is provided to spouses, parents, children and other close extended family 

members. The provision of this care becomes crucial especially when the patient is the sole 

breadwinner of the family. Further, nurses are assigned to different patients, and thus their 

emotional attachment will be towards many recipients of care as compared to family 

members who often take care of an individual patient. For the family, the burns patient is 

their ‘prized possession’ and witnessing at first-hand such a change in life’s circumstances 

becomes unbearable.  
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Additionally, nurses have a professional support system where problems related to patient 

care and nursing are discussed. The older nurses in most instances serve as mentees to the 

younger ones. This professional support system in most instances is unavailable to informal 

caregivers as the focus of care has always been the burns patient. This finding generally 

agrees with other studies that showed a reduction in quality of life amongst informal 

caregivers providing care for hemodialysis patients (Celik et al., 2012), drug users (Marcon et 

al., 2012), and long-term home care patients (Yikilkan et al., 2014).In contrast, Ross et al., 

(2010) reported better quality of life scores amongst head and neck cancer survivors as 

compared to previous validation studies on caregivers of patients undergoing cancer 

treatment. 

Psychological health (Anxiety and Depression) of formal and informal caregivers 

Further, the level of anxiety and depression between formal and informal caregivers was 

investigated. Results indicated that informal caregivers reported significantly higher levels of 

anxiety and depression as compared to formal caregivers. As earlier indicated formal 

caregivers undergo long years of clinical practice and are exposed to various clinical 

conditions. Thus the severity of the patient’s burns and physical pains might not impact 

significantly on their psychological health as it would for close family members experiencing 

such trauma for the first time.  The complexity of taking care of a burns patient and the lack 

of information flow in our hospital and clinics could also account for the psychological 

distress faced by caregivers. As noted by Hebert, Moore and Rooney (2011) nurses serve as 

the communication and translation link between patients and physicians, and as such have 

more knowledge and understanding on patients’ condition. However, family caregivers often 

times have restricted access to information and are unable to know the true status of their ill 

relatives. Thus their levels of anxiety and depression are negatively impacted due to the 
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uncertainty of their newly assumed roles as caregivers. Notwithstanding, working especially 

in the Burns unit could report significant depressive symptoms of anxiety. This is evidenced 

by a study (Lewis et al., 1990) where 59% of the nurses sampled had significant levels of 

anxiety. A recent study by Kliszcz et al., (2004) reported that the youngest group of nurses 

reported the most anxiety. 

From personal observation at the Burns centre, Korle-Bu, depending on the severity of the 

burns, some caregivers witness excruciating pain and restlessness on the part of patients or 

relatives especially during wound dressing. This is further compounded by the lack of an 

accompanying cooling system at the Burns centre which could help in minimising pain and 

distress. As earlier indicated, the manifestations of these psychological symptoms (stress, 

anxiety and depression) could directly impact the psychological health of the caregiver 

(Larrimore, 2003). Additionally, Dennis et al., (1998) observed amongst caregivers of stroke 

patients that, levels of anxiety were not so clearly related to the patient’s degree of physical 

disability as their levels of depression. 

Psychological health of formal and informal caregivers can be explained from the perspective 

of the Transactional model of stress and coping (Lazarus & Folkman, 1984). The caregiver 

appraises the role to determine whether it is a threat to his or her environment. Coping 

resources are then utilized to mitigate the impact of the stressor. Thus, there could be an 

increase of anxiety and depression if the caregiver perceives the situation as a threat and/or 

perceives an unavailability of adequate coping resources. 
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Schulz and Sherwood (2008) liken the caregiving role as having the features of a chronic 

stress experience. Collings (2006) also made a point worthy of mention that, caregivers are 

sometimes pressured into the caregiving role as they are perceived by others as being readily 

available. He states additionally that daughters are more pressured into providing elderly care 

as compared to sons. The situation is no different in Ghana where females (women and 

children) are expected to bear this responsibility.  

The finding of informal caregivers reporting clinically significant levels of anxiety and 

depression is well documented in the caregiving literature (e.g., Beach et al., 2000; Cannuscio 

et al., 2004; Schulz & Beach, 2009). Similar findings have been reported on depression in 

caregivers of stroke patients (Dennis et al., 1998; Berg, 2009), hemodialysis patients (Celik et 

al., 2012) drug dependent persons (Marcon et al., 2012) and long-term home care patients 

(Yikilkan et al., 2014). The finding of increased caregiver anxiety is also consistent with 

caregivers of stroke patients (Dennis et al., 1998), cancer patients (Hodges & Humphris, 

2009), and hemodialysis patients (Celik et al., 2012). Such results have also been replicated 

in caregivers of long-term home care patients (Yikilkan et al., 2014) and informal hospice 

caregivers (Washington et al., 2014). 

Coping strategies of formal and informal caregivers 

The finding of hypothesis 3 (a) suggested that formal caregivers opted for more problem-

focused strategies (e.g., planning, gathering info) in managing their stressors related to their 

caregiving role as compared to informal caregivers. This finding was supported in the current 

study. Initial findings revealed that formal caregivers had improved quality of life scores as 

compared to informal caregivers. Studies reviewed earlier also posit that the use of more 

effective coping or problem-solving strategies results in better psychological health outcomes 

(Tuncay et al., 2008; Uren & Graham, 2013; Chang et al., 2007). Accordingly, it can be 
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inferred that the improvement in quality of life in nurses gave as an indication of their most 

utilized coping strategy. Nurses undergo years of formal training and practice prior to posting 

at health facilities. The years of clinical practice equips them with the needed tools to 

confront barriers or challenges in their professional roles. Collings (2006) also notes that they 

operate within a formal structure, where caregiving tasks are planned and regulated. Thus it is 

imperative for them to adopt more problem-focused coping in dealing with major sources of 

job stressors. In their care of burns patients, they have to be abreast with patient prognosis, 

trends in nursing care and effectively manage their care roles. The Transactional model 

(Lazarus & Folkman, 1984) posits that Problem-focused coping strategies usually are used by 

adult individuals in work contexts.  

The finding of hypothesis 3 (b) pointed to the fact that formal and informal caregivers did not 

significantly differ in their use of emotion-focused strategies. Thus our hypothesis that 

informal caregivers would adopt more emotion-focused strategies was not supported in the 

present study. Lazarus and Folkman (1984) view coping as a process-oriented phenomenon, 

not a trait or an outcome. Thus our coping responses evolve to meet the complex demands of 

the environment or the caregiving process as argued by Nolan et al., (1996). There is actually 

no preferred coping style and Lazarus and Folkman (1980) suggest a combination of both as 

the best stress management strategy. Thus, it is not surprising that nurses and family 

caregivers adopt both emotion-focused and problem-focused coping strategies in meeting 

complex caregiving demands. Family caregivers face lots of uncertainties and challenges 

which may impact negatively on their psychological health, thus for some, strategies aimed at 

relieving emotional distress become the preferred form of coping. Nursing care involves a 

direct relationship with clients, and in their attempt to be compassionate may be involved 

emotionally with the health conditions of their clients. Job stressors, unsatisfactory work 

University of Ghana                              http://ugspace.ug.edu.gh



71 

 

conditions and adapting to new roles could also result in them dealing with the emotional 

strains associated with their care roles.  

Relationship between social support and caregivers’ quality of life 

A significant positive relationship was established between social support and caregivers’ 

quality of life. This indicates that an increase in the level of social support, leads to an 

appreciable increase in overall quality of life. The literature affirms the protective role of 

social support against stress, depression, anxiety and quality of life. This finding can be 

explained in relation to the Stress Process model (Pearlin et al. 1990) where the 

mediating/moderating role of social support is affirmed. Social support is expected to lessen 

the burden of care thereby improving the quality of life of caregivers of burns patients.  

The informal caregiver of a burns patient in fulfilling this role confronts peculiar challenges 

in relation to financial constraints, social isolation, work schedules and access to information. 

For the informal caregiver, the burden of care is felt greatly especially in undertaking major 

health decisions and assisting with daily activities on behalf of the caregiver. A perceived 

sense or actual social support from other family members, friends, colleagues and others 

seems to lessen the burden of care. For social support to impact directly on ones wellbeing, it 

has to be helpful and meaningful. Ones quality of life is thus enhanced because he/she feels 

support in relation to the caregiving role can be readily available when challenges set in. For 

others too, providing this service to a spouse or relative is fulfilling and ensures harmony in 

the family.  

Formal caregivers also benefit tremendously from the provision of social support by family 

and colleagues at work as earlier stressed on. They have clinical meetings and support groups 

where experiences are shared and professional support easily assessed. Newly inducted 
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nurses and the younger ones when confronted with major job stressors and patient demands 

are often supported by the older nurses. This perceived or actual source of social support 

tends to enhance the quality of life of those providing care. This finding largely agrees with 

other studies concerned with the relationship between social support and quality of life (e.g. 

Amendola et al., 2011; Arai et al., 2008; Lueboonthavatchai & Lueboonthavatchai, 2006). 

Social support and psychological health (anxiety and anxiety) of caregivers. 

The finding of hypothesis five (a) suggested that there was a significant negative relationship 

between social support and caregiver anxiety (formal and informal). This points to the fact 

that, the more social support a caregiver receives or perceives, the lower their reported 

anxiety symptoms. 

Hypothesis five (b) also reported a significant negative relationship between social support 

and depression. This suggests that, caregivers with more support networks report lower 

depressive symptoms. The Stress Process Model (Pearlin et al. 1990) predicts that social 

support will lessen psychological distress (e.g. anxiety and depression).  

These findings attest to the buffering role of social support explained in literature. The burns 

caregiver is often faced with a lot of challenges (e.g. accidental nature of the burns, medical 

costs involved, congestion at the facility, lack of effective communication etc.) in adjusting to 

this new role. Often times, they require family assistance, support from friends and 

professionals to be able to carry on this role effectively. It is this actual or perceived support 

which serves to mitigate whatever symptoms of depression or anxiety they could be faced 

with. In Ghanaian society, such social support systems can be readily obtained from the 

extended family and community. For instance, in Ghana and other African countries, wide 

family networks including church societies provide support to individuals or groups of people 
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when social problems such as death or disasters occur (Porter, Hampshire, Kyei, Adjaloo, 

Rapoo, & Kilpatrick, 2008).  

Nurses aside being professionals also operate within the cultural setting and therefore have 

the support of the traditional family system whenever they face challenges in their roles. 

Also, they have professional support networks which serve to straighten the career paths of 

younger nurses and others facing psychological distress. The role of the family cannot be 

downplayed as Boey (1998) reported that stress-resistant nurses were distinguished by 

perceived greater family support than distressed nurses. These findings detailing significant 

negative relationship between social support and anxiety are consistent with other studies on 

caregiving (Cumming et al., 2008; Stevens et al., 2013). Other studies (Chang et al., 2001; 

Ashley & Kleinpeter, 2002; Cummins et al., 2008; Khatib, Bhui & Stansfeld, 2013) have also 

reported significant negative relationship between social support and caregiver depression. 

Problem-focused coping and Quality of life among caregivers of burns patients 

The study found a statistically significant positive relationship between Problem-focused 

coping and caregivers’ quality of life. This demonstrates that higher use of problem-focused 

coping enhances the quality of life of the caregiver of a burns patient. Problem-focused 

coping according to Wood et al., (2007) is primarily aimed at modifying, or eliminating the 

source of stress itself. Problem-focused coping includes strategies for information gathering, 

making decisions, planning, and resolution of conflicts. Thus it is expected that with this 

coping skill, caregivers of burns patients will rather channel their energies into confronting 

the source of problems and making modifications. Such steps will include seeking 

professional support, researching on medical condition and scheduling time to meet patient 

demands. Having effective coping strategies to deal with the stress originating from the 

caregiving role will in turn result in better quality of life outcomes. This is consistent with the 
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Transactional model (Lazarus & Folkman, 1984), which states that the outcome of effective 

coping response leads to adaptation. The Stress Process Model (Pearlin et al. 1990) also 

posits that effective coping strategies could mitigate the impact of stressors (primary and 

secondary) associated with caregiving. 

The finding of this study is consistent with an earlier comparative study conducted by Chan 

et al., (2007) involving 328 Australian nurses and 190 New Zealand nurses, where problem-

focused coping was associated with better mental health (health related quality of life 

measure). 

Emotion-focused coping and Quality of life among caregivers of burns patients 

The study established a significant positive relationship between emotion-focused coping and 

caregivers’ quality of life. This indicates that an increase in use of emotion-focused coping 

directly leads to an increase in caregiver quality of life. The direction of the relationship is in 

contrast to what was predicted and thus this hypothesis was not supported. However, the 

Transaction model predicts that emotion-focused coping will reduce the level of internal 

emotional distress. The positive relationship established between emotion-focused coping and 

caregivers’ quality of life could be attributed to the complexity of the caregiving role. 

Lazarus and Folkman (1984) observed that emotion-focused coping was used in health 

related contexts. They argued that this coping strategy was used when people perceived they 

lacked the strength to effectively control happenings around them.  

Thus, for the burns caregiver, nothing much can be done to alleviate the plight of the patient 

or remove the source of distress. The major focus for the caregiver is relieving emotional 

distress associated with the role. This in turn could have a positive impact on the quality of 

life of the caregiver. However, in contrast to the above points raised, some studies reviewed 
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(e.g. Myaskovsky et al., 2005; Green, 2009) found a significant negative relationship between 

caregivers’ emotion-focused coping and quality of life. 

The moderation effects of coping strategies on relationships between social support and 

quality of life among burns caregivers. 

To determine whether problem-focused coping moderated the relationship between social 

support and quality of life among burns caregivers, it was shown that problem-focused 

coping did not significantly moderate the relationship between caregivers’ social support and 

quality of life. Similar result was found for the moderating effect of emotion-focused coping 

on social support and quality of life. Thus the two hypotheses were not supported in our 

study. This indicates that even though coping strategies (problem-focused and emotion-

focused) may influence quality of life, it does not strengthen or weaken the relationship 

between social support and quality of life. This finding does not support the Stress Process 

Model (Pearlin et al. 1990) which affirms the moderating role of coping strategies.   

These findings indicate that coping strategies adopted by the caregivers neither strengthen nor 

weaken the link between their levels of social support and quality of life. This is inconsistent 

with a study done by Dardas and Ahmad (2013), where they established a mediation and 

moderation model of coping between stress and quality of life. However, Lin et al. (2010) did 

not establish a moderating role of coping strategy. 

 

5.2 Recommendations 

 

The recommendations of the present study are categorized under (i) Future Studies, (ii) 

Health Professionals/Caregivers and (iii) Health Sector. 
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Future Studies 

As a recommendation for future studies, it would be ideal to capture in greater detail the 

circumstances leading to the assumption of the caregiving role and other patient 

characteristics (coping style and type or severity of burns) that impact caregiver outcomes. 

Finally, future research should compare caregiver psychological health outcomes with 

matched controls of non-caregivers. 

 

 

Health Professionals/Caregivers 

 

The findings from this study have practical implications for the smooth operation of the 

caregiving role of formal and informal caregivers in Ghana. The study provides a resource of 

empirical data from which health professionals can better understand the psychological health 

implications of caring for a burns patient. It further enhances professionals’ understanding of 

coping strategies adopted by family members when they assume the caregiving role. 

The role of clinical psychologists and other mental health professionals is critical to the total 

rehabilitation of the burns patients and their caregivers. These professionals seek to address 

the emotional needs of family caregivers by teaching them effective coping strategies, 

educating them on their relative’s illness, and thereby improving their overall quality of life 

and decreasing psychological symptoms. Clinical psychologists also aim to comprehend and 

incorporate into their services the anticipations, customs and cultural norms that shape the 

caregiving experiences of each unique family. There should be readily available services to 

meet the psychological needs of burns patients and their caregivers. This becomes necessary 

as earlier research has demonstrated the link between psychological distress of patients and 

negative outcomes on caregivers’ psychological health.  
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Therefore, supportive and informative services should be targeted towards enhancing the 

individualized coping strategies of family members to meet the psychological, emotional, 

social, and health needs of patients afflicted with burns. Finally, the empirical data can be 

used as a reference point for organizing discharge plan for family members providing care for 

burns patients or those willing to take on the role. 

Health Sector 

The findings of this study have varying implications for the health sector in Ghana especially 

in relation to the provision of mental health services. The first recommendation to the health 

sector in Ghana will be to adopt a holistic approach in the treatment of burns patients and 

family caregivers. This is essential as findings of the present study suggest that informal 

caregivers are at an increased risk of developing mental health problems (anxiety and 

depression). Therefore, support services should be extended to them and also greater 

partnership is desired between family caregivers and health personnel in provision of care to 

patients. In upholding the Bio-Psychosocial model of health care, mental health professionals 

should be involved in the treatment of burns patients at the Burns Centre. Additionally, it is 

recommended that refresher courses and in-service training be organized for formal 

caregivers to sharpen their coping skills and enhance service delivery. 

 

5.3 Limitations of the study 

Although this study had several strengths including its use of both formal and informal 

caregivers and three major psychological health outcomes, there are some limitations that are 

worthy of mention. First this was not a probability sample as the study involved a special 

population of relatively few members as compared to the general health population. Thus the 

University of Ghana                              http://ugspace.ug.edu.gh



78 

 

use of convenience sampling was appropriate to recruit the required numbers. The cross-

sectional nature of the study also prevented us from drawing definitive causal conclusions 

about the relationships between caregiver situations and psychosocial factors examined. For 

instance, several factors not examined could have accounted for the variation in coping 

strategies used or differences in psychological health outcomes. In relation to the point raised, 

it will be impossible to predict whether caregivers’ experiences might change over a period of 

time because of the lack of follow-up data. 

Another limitation of the present study is that our population consisted of exclusively 

caregivers of burns patients, thus our findings may not necessarily be representative of 

caregivers of patients with other physical and mental health conditions. 

 

5.4 Conclusion 

Providing care for a patient afflicted with a physical or mental illness has been shown to be 

associated with comorbid mental health problems such as stress, depression, anxiety and 

decline in quality of life among others. In the Ghanaian context, the distinctive role of 

caregivers cannot be overemphasized as cultural norms mandate family members to take of 

their loved ones in moments of ill-health and distress. Even though caregiving is embedded in 

our culture, there is a scarcity of research focusing on the lived experience of caregivers of 

burns patients. Most studies on burns are geared towards prevalence rates, physiological 

responses, patient characteristics and outcomes. Thus, this study examined the psychological 

health and coping strategies among formal and informal caregivers of burns patients. The 

present study utilised the Transactional Model of Stress and Coping (Lazarus & Folkman) 

and the Stress Process Model (Pearlin et al. 1990) in understanding stressors associated with 

the caregiving role. 
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The study outcome demonstrated that formal caregivers reported better improved quality of 

life, and decline in anxiety and depressive symptoms as compared to informal caregivers. 

Formal caregivers also adopted more problem-focused coping than informal caregivers but 

no significant difference was found in the use of emotion-focused coping between the two 

groups. A significant positive relationship was observed between social support and 

caregivers’ quality of life. Further, social support was significantly and negatively related to 

caregivers’ levels of anxiety and depression. Problem-focused coping and emotion-focused 

coping related significantly and positively with quality of life. However, the negative 

relationship predicted between emotion-focused coping and quality of life was not supported. 

Moreover, coping strategies (emotion-focused and problem-focused) did not significantly 

moderate the relationship between social support and quality of life. Additional findings 

indicated that age of caregivers was significantly and positively associated with the levels of 

anxiety and depression experienced by caregivers. Age of caregivers was also significantly 

and negatively associated with overall quality of life (physical, psychological and 

environmental quality of life). The study found support for the Transactional Model of Stress 

and Coping (Lazarus & Folkman, 1984) and the Stress Process Model (Pearlin et al. 1984).  

To sum it up, the outcomes of the study serve as the basis for future studies as there are no 

studies conducted in our Ghanaian context focusing exclusively on psychological health and 

coping strategies among caregivers of burns patients. The present study enhanced our 

understanding of not only non-paid family caregivers but also the caregiving experiences of 

paid caregivers. The psychological health implications of providing care, the preferred coping 

styles adopted and availability of social support were all explored in the study. 

 

University of Ghana                              http://ugspace.ug.edu.gh



80 

 

REFERENCES 

Aboderin, I., 2004. Decline in material family support for older people in urban Ghana, 

 Africa: Understanding processes and causes of change. Journals of Gerontology 

 series B: Psychological Sciences and Social Sciences, 59(3), pp. S128-S137. 

Ae-Ngibise, K. A., Doku, V. C., Asante, K. P., & Owusu-Agyei, S. (2015). The experience of 

 caregivers of people living with serious mental disorders: a study from rural Ghana. 

 Global Health Action, 8: 26957.  

Agbenorku, P., Akpaloo, J., Yalley, D., & Appiah, A. (2010). A New Era in the Management 

 of Burns Trauma in Kumasi, Ghana. Ann Burns Fire Disasters, 23(2), 59–66. 

Amendola, F., Oliveira, M. A., & Alvarenga, M. R. (2011). Influence of social support on the 

 quality of life of family caregivers while caring for people with dependence. Rev Esc 

 Enferm USP, 45(4), 884-9. 

Arai, H., Nagatsuka, M., & Hirai, K. (2008). The relationship between health-related quality 

 of life   and social networks among Japanese family caregivers for people with 

 disabilities. BioPsychoSocial Medicine, 2, 17. 

Ashley, N. R., & Kleinpeter, C. H. (2002). Gender Differences in Coping Strategies of 

 Spousal Dementia Caregivers. Journal of Human Behavior in the Social Environment, 

 Vol. 6, 2, 29-46. 

Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in social    

 psychological research: Conceptual, strategic, and statistical considerations. Journal 

 of Personality and Social Psychology, 51, 1173-1182. 

Beach, S.R., Schulz, R., & Yee, J. L. (2000). Negative and Positive Health Effects of Caring 

 for a Disabled Spouse: Longitudinal Findings From the Caregiver Health Effects 

 Study. Psychology and Aging, 15(2), 259-271. 

University of Ghana                              http://ugspace.ug.edu.gh



81 

 

Beck, A.T., Epstein, N., Brown, G., & Steer, R. A. (1988). An inventory for measuring 

 clinical anxiety: psychometric properties. J Consult Clin Psychol., 56(6), 893-7. 

Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An Inventory for  

                Measuring Depression. Arch Gen Psychiatry, 4, 6, 561-571. 

 

Belasco, A., Barbosa, D., Bettencourt, A. R., Diccini, S., & Sesso, R. (2006). Quality of Life 

 of Family Caregivers of Elderly Patients on Hemodialysis and Peritoneal Dialysis. 

 American Journal of Kidney Diseases, 48, 6, pp. 955-963. 

Berg, A. (2009). Depression and its assessment among stroke patients and their caregivers 

 (Unpublished doctoral dissertation). University of Helsinki, Finland. 

Boey, K. W. (1998). Coping and family relationships in stress resistance: a study of job               

 satisfaction of nurses in Singapore. International Journal of Nursing Studies, 35, 353- 

 361. 

Bookman, A., & Harrington, M. (2007). Family Caregivers: A Shadow Workforce in the 

 Geriatric Health Care System? Journal of Health Politics, Policy and Law, 32, 6, 

 1005-1041. 

Brown, S. L. (2007). Health effects of caregiving; Studies of helping behavior needed! 

 Alzheimer’s Care Today, 8(3), 235–46. 

Calvete, E., & de Arroyabe, E. (2012). Depression and grief in Spanish family caregivers of 

 people with traumatic brain injury: The roles of social support and coping. Brain 

 Injury, 26(6), 834–843. 

Chang, B. L., Brecht, M., & Carter, P. A. (2001). Predictors of social support and caregiver 

 outcomes. Women and Health, 33, 39–61. 

University of Ghana                              http://ugspace.ug.edu.gh



82 

 

Cannuscio, C.C., G.A. Colditz, E.B. Rimm, L.F. Berkman, C.P. Jones, & I. Kawachi (2004).  

 Employment Status, Social Ties, and Caregivers’ Mental Health. Social Science and 

 Medicine, 58, 1247–56. 

Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). Assessing coping strategies: a 

 theoretically based approach. Journal of Personality Social Psychology, 56, 267–283. 

Cecil, H., Stanley, M., Carrion, P., & Swann, A. (1995). Psychometric properties of the 

 MSPSS and NOS in psychiatric outpatients. Journal of Clinical Psychology, 51, 593–

 602. 

Celik, G., Annagur, B. B., Yılmaz, M., Demir, T., & Kara, F. (2012). Are sleep and life 

 quality of family caregivers affected as much as those of hemodialysis patients? 

 General Hospital Psychiatry, 34(5), 518-24 

Chambers, M., Ryan, A. A., & Connor, S. L. (2001). Exploring the emotional support needs 

 and coping strategies of family carers. Journal of Psychiatric and Mental Health 

 Nursing, 8, 2, 99–106. 

Chan, K. L., So, K. W., & Fong, Y. T. (2009).  Hong Kong Baccalaureate Nursing students' 

 stress and their coping strategies in Clinical practice. Journal of Professional Nursing, 

 25, 307–313. 

Chang, M. L., Bidewella, J. W.,  Huntington, A. D., Daly, J., Johnson, A., Wilson, H., … 

 Lambert, C. E. (2007). A survey of role stress, coping and health in Australian and 

 New Zealand hospital nurses. International Journal of Nursing Studies, 44, 1354–

 1362. 

Coe, N. B. & C. H. Van Houtven (2009). Caring for mom and neglecting yourself? The 

 health effects of caring for an elderly parent. Health Economics, 18(9), 991-1010. 

University of Ghana                              http://ugspace.ug.edu.gh



83 

 

Coetsee, M. J. (2007). Psychological Health Implications of Social Support for the Alzheimer 

 Caregiver (Unpublished master’s thesis). University of Pretoria, South Africa. 

Cooper, C., Katona, C., Orrell, M., & Livingston, G. (2008). Coping strategies, anxiety and 

 depression in caregivers of people with Alzheimer’s disease. Int J Geriatr Psychiatry, 

 23, 929–936.  

Collings, S. (2006).  Informal caregivers of people with schizophrenia: literature review 

 (Unpublished doctoral dissertation). Wellington. 

Cumming, T. B., Cadilhac, D. A., Rubin, G., Crafti, N., & Pearce, D. C (2008). Psychological 

 Distress and Social Support in Informal Caregivers of Stroke Survivors. Brain 

 Impairment, 9, (2), 152-160. 

Dardas, L. A., & Ahmad, M. (2013). Coping Strategies as Mediators and Moderators between 

 Stress and Quality of Life among Parents of Children with Autistic Disorder. Stress 

 Health.  Retrieved from  

 http://www.ncbi.nlm.nih.gov/pubmed/23868562 

Dennis, M, O'Rourke, S., Lewis, S., Sharpe, M., & Warlow, C. (1998). A quantitative study 

 of the emotional outcome of people caring for stroke survivors. Stroke, 29(9), 1867-

 1872. 

Di Matteo, M. R., & Martin, L. R. (2002). Health Psychology. Boston: Allyn & Bacon. 

Dorn, T., Yzermans, J. C., Spreeuwenberg, P. M., van der Zee, J. (2007). Physical and mental 

 health problems in parents of adolescents with burns - a controlled, longitudinal study. 

 Journal of Psychosomatic Research, 63, 381– 389.  

University of Ghana                              http://ugspace.ug.edu.gh

file:///C:/Users/Rene%20El-Sabali/Documents/displayJournal
file:///C:/Users/Rene%20El-Sabali/Documents/displayJournal


84 

 

Dumont, M. & Provost, M. A. (1999). Resilience in adolescents: Protective role of social 

 support, coping strategies, self-esteem, and social activities on experience of stress 

 and depression. Journal of Youth and Adolescence, 28, 343–363. 

Eaton, P. M., Davis, B. L., Hammond, P. V., Condon, E. H., & McGee, Z. T. (2011). 

 Research Article Coping Strategies of Family Members of Hospitalized Psychiatric 

 Patients. Nursing Research and Practice, Vol. 2011. 

Firth- Cozens, J., & Cornwell, J. (2009). The Point of Care: enabling compassionate care in 

 acute hospital settings. London: King’s Fund. 

Folkman, S., & Lazarus, R. S. (1980). An Analysis of Coping in a Middle-Aged Community 

 Sample. Journal of Health and Social Behavior, 21 (3), 219-239. 

Folkman, S., & Moskowitz, J. T. (2004). Coping: pitfalls and promise. Annu Rev Psychol, 55, 

 745- 774.  

García-Alberca, J. M., Cruz, B., Lara, J. P., Garrido, V., Gris, E., Lara, A., & Castilla, C. 

 (2012). Disengagement coping partially mediates the relationship between caregiver 

 burden and anxiety and depression in caregivers of people with Alzheimer's disease. 

 Results from the MÁLAGA-AD study. J Affect Disord., 136(3), 848-56. 

Goldzweig, G., Merims, S., Ganon, R., Peretz, T., Altman, A., & Baider, L. (2013). Informal 

 caregiving to older cancer patients: preliminary research outcomes and implications. 

 Ann Oncol., 10, 2635-40. 

Goodhead, A., & McDonald, J. (2007). Informal Caregivers Literature Review: A report      

 prepared for the National Health Committee. Health Services Research Centre, 

 Victoria University of Wellington. 

University of Ghana                              http://ugspace.ug.edu.gh



85 

 

Green, M. R. (2009). Coping and Mental health Among Patients with End-Stage Pulmonary 

 Disease and Primary Caregivers (Unpublished doctoral dissertation). The Ohio State 

 University, Ohio. 

Grov, E. K., Dahl, A. A., Moum, T., & Fossa, S. D. (2005). Anxiety, depression, and quality 

 of life in caregivers of patients with cancer in late palliative phase. Annals of 

 Oncology, 16(7), 1185-91. 

Hilgeman, M. M., Durkin, D. W., Sun, F., DeCoster, J., Allen, R. S., Gallagher-Thompson, 

 D., & Burgio, L. D. (2009). Testing a theoretical model of the stress process in 

 Alzheimer’s caregivers with race as a moderator. Gerontologist, 49, 248-261 

 

Hodges, L. J., & Humphris, G. M. (2009). Fear of recurrence and psychological distress in 

 head and neck cancer patients and their carers. Psychooncology, 18(8), 841–8. 

Hoffmann, R. L., & Mitchell, A. M. (1998). Caregiver burden: historical development. Nurs 

 Forum, 33, 5–11 

Hong, M. (2011). The effects of resources on caregiving experiences in the U.S. population 

 and among Korean American caregivers. Unpublished doctoral dissertation submitted 

 to University of Maryland, Baltimore. 

 

Huang, C-Y., & Hsu, M-C. (2013). Social support as a moderator between depressive 

 symptoms and quality of life outcomes of breast cancer survivors. European Journal 

 of Oncology Nursing, 17, 6, 767-774. 

University of Ghana                              http://ugspace.ug.edu.gh



86 

 

Jones, F. M. E., Fellows, J. L., & Horne, D. J. (2011).  Coping with cancer: a brief report on 

 stress and coping strategies in medical students dealing with cancer patients. Psycho-

 Oncology, 20, 2, 219–223. 

Judge, S. L. (1998). Parental Coping Strategies and Strengths in Families of Young Children 

 with Disabilities. Family Relations, Vol. 47, No. 3, pp. 263-268. 

Kalayi, G. D. (2008). Mortality from burns in Zaria: An experience in a developing economy. 

 East Afr Med J., 83, 461 – 4. 

Kalichman, S. C., Gueritault-Chalvin, V., & Demi, A. (2000). Sources of Occupational Stress 

 and Coping Strategies Among Nurses Working in AIDS Care. Journal of the 

 Association of Nurses in Aids Care, Vol. 11, No. 3, 31-37. 

Kang, S-Y. (2006). Predictors of emotional strain among spouse and adult child caregivers. 

 Journal of Gerontological Social Work, 47 (1/2), 107-131. 

Kartalova-O'Doherty, J., & Doherty, D. T. (2008). Coping strategies and styles of family 

 carers of persons with enduring mental Illness: a mixed methods analysis. Scand J 

 Caring Sci. 22(1): 19–28.  

Khatib, Y., Bhui, K., & Stansfeld, S. A. (2013). Does social support protect against 

 depression & psychological distress? Findings from the RELACHS study of East 

 London adolescents. Journal of Adolescence, 36, 393-402. 

Kim, J., Han, J. Y., Shaw, B., McTavish, F., & Gustafson, D. (2010). The Roles of Social 

 Support and Coping Strategies in Predicting Breast Cancer Patients’ Emotional Well-

 being: Testing Mediation and Moderation Models. J Health Psychol., 15(4): 543–552 

University of Ghana                              http://ugspace.ug.edu.gh



87 

 

Kim, Y., Kashy, D. A., Spillers, R. L., & Evans, T. V. (2010). Needs assessment of family 

 caregivers of cancer survivors: three cohorts comparison. Psychooncology, 19(6), 

 573-82.  

Kheiraoui, F., Gualano, M. R., Mannocci, A., Boccia, A., & La Torre, G. (2012).  Quality of 

 life among healthcare workers: A multicentre cross-sectional study in Italy. Public 

 health, 126, 624-629. 

Kliszcz, J., Nowicka-Sauer, K., Trzeciak, B., & Sadowska A. (2004). The level of anxiety, 

 depression and aggression in nurses and their life and job satisfaction. Med Pr., 

 55(6):461-8. 

Koerner, S. S., & Kenyon, D. B. (2007). Understanding “good days” and “bad days:” 

 Emotional and physical reactivity among caregivers for elder relatives. Family 

 Relations, 56, 1-11. 

Krattenmacher, T., Kühne, F., Führer, D., Beierlein, V., Brähler, E., Resch, F., …Möller, B. 

 (2013). Coping skills and mental health status in adolescents when a parent has 

 cancer: A multicenter and multi-perspective study. Journal of Psychosomatic 

 Research, 74, (3), 252–259. 

Krohne, H. W. (2002). Stress and coping theories. Johannes Gutenberg-Universität Mainz 

 Germany. Retrieved from 

             http://userpage.fu-berlin.de/schuez/folien/Krohne_Stress.pdf 

Kumado, K., & Gockel, F. (2003). A study on social security (Online). Retrieved from: 

 http://library.fes.de/pdf-files/bueros/ghana/50022.pdf. 

University of Ghana                              http://ugspace.ug.edu.gh

file:///C:/Users/Rene%20El-Sabali/Documents/%5bThe%20level%20of%20anxiety,%20depression%20and%20aggression%20in%20n...%20%5bMed%20Pr.%202004%5d%20-%20PubMed%20-%20NCBI.htm


88 

 

Kyei-Arthur, F. (2013). Physical and Mental Health Outcomes of Caregiving in Accra 

 (Unpublished master’s thesis). University of Ghana, Legon.  

Lambert, V. A., Lambert, C. E., Itanob, J., Inouyeb, J., Kimc, S., Kuniviktikuld, W., … Ito, 

 M. (2004). Cross-cultural comparison of workplace stressors, ways of coping and 

 demographic characteristics as predictors of physical and mental health among 

 hospital nurses in Japan, Thailand, South Korea and the USA (Hawaii). International 

 Journal of Nursing Studies, 41, 671–684. 

Larrimore, K. L. (2003). Alzheimer’s disease support group characteristics: A comparison of 

 caregivers. Geriatric Nursing, 24 (1), 32-35, 49. 

Lau, Y. S. (2006). An insight into burns in a developing country: A Sri Lankan experience. 

 Public Health, 6, 958–65. 

Lazarus, R S, (1993). Coping theory and research: Past, present, and future. Psychosomatic 

 Medicine, 55, 234–247. 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York: Springer. 

Lefley, H. P. (1997). Synthesizing the family caregiving studies: Implications for service 

 planning, social policy, and further research. Family Relations, vol 46, no 4, pp 443-

 450. 

Lewis, K., Poppe, S., Twomey, J., & Peltier, G. (1990). Survey of perceived stressors and  

 coping strategies among burn nurses. Burns, vol. 16, no. 2, pp. 109 - 12.  

Lin, H-S., Probst, J. C., & Hsu, Y-C.  (2010). Depression among female psychiatric nurses in 

 southern Taiwan: main and moderating effects of job stress, coping behaviour and 

 social support. Journal of Clinical Nursing, 19, 2342–2354.  

University of Ghana                              http://ugspace.ug.edu.gh



89 

 

Longacre, M. L., Ridge, J. A., Burtness, B. A., Galloway, T. J. & Fang, C. Y. (2012). 

 Psychological functioning of caregivers for head and neck cancer patients: Review. 

 Oral Oncology, 48, 18–25. 

Lueboonthavatchai, P., & Lueboonthavatchai, O. (2006). Quality of life and correlated health 

 status and social support of schizophrenic patients' caregivers. J Med Assoc Thai. 

 Suppl,3, 13-9. 

Mackenzie, C. S., Smith, M. C., Hasher, L., Leach, L., & Behl, P. (2007). Cognitive 

 functioning under stress: evidence from informal caregivers of palliative patients. 

 Journal of Palliative Medicine. Vol  10, 749-758. 

Marcon, S. R., Rubira, E. A., Espinosa, M. M., & Barbosa, D. A. (2012). Quality of life and 

 depressive symptoms among caregivers and drug dependent people. Rev. Latino-Am. 

 Enfermagem, 20(1), 167-74. 

Matzek, A. E. (2011). The Impact of Family and Non-Family Roles in Caregiver Health Over 

 Time (Unpublished doctoral thesis). University of Minnesota, Minnesota.  

Mausbach, B. T.,  Roepke,  S. K.,  Chattillion, E. A., Harmell,  A.L.,  Moore,  R., Romero-

 Moreno, R., Bowie, C.R.  and Grant, I. (2012). Multiple Mediators of the Relations 

 Between Caregiving Stress and Depressive Symptoms. Aging Ment Health, Vol 16(1), 

 pp 27–38. 

McColl, M. A., Lei, H., & Skinner, H. (1995). Structural relationships between social support 

 and coping. Soc Sci Med, 41(3), 395-407. 

McMillan, S. C., Small, B. J., Weitzner, M., Schonwetter, R., Tittle, M., Moody, L., & Haley, 

 W. E. (2006). Impact of coping skills intervention with family caregivers of hospice 

 patients with cancer: a randomized clinical trial. Cancer, 106(1), 214-22. 

University of Ghana                              http://ugspace.ug.edu.gh



90 

 

Mitchell, D. (2004). Stress, Coping, and Appraisal in an HIV-seropositive Rural Sample: A 

 Test  of the Goodness-of-Fit Hypothesis (Unpublished master’s thesis). Ohio 

 University, Ohio. 

Moos, R. H., & Schaefer, J. A. (1993). Coping resources and processes: Current concepts 

 and measures. In L. Goldberger & S. Breznitz (Eds.), Handbook of stress: Theoretical 

 and clinical aspects (2nd ed.). New York: The Free Press. 

Myaskovsky, L., Dew, M. A., Switzer, G. E., McNulty, M. L., DiMartini, A. F., &  McCurry,       

 K. R. (2005). Quality of life and coping strategies among lung transplant candidates 

 and their family caregivers. Social Science & Medicine, 60, 2321-2332. 

Moszczynski, A. B., & Haney, C. J. (2002). Stress and Coping of Canadian Rural Nurses       

 Caring for Trauma Patients Who Are Transferred Out. Journal of Emergency 

 Nursing, 28 (6), 496-504. 

Nijboer, C., Triemstra, M., Tempelaar, R., Sanderman, R., & van den Bos, G. A. (1998). 

 Determinants of caregiving experiences and mental health of partners of cancer 

 patients. Cancer, 86, 577–588. 

Noh, S. & Kaspar, V. (2003). Perceived discrimination and depression: Moderating effects of 

 coping, acculturation, and ethnic support. American Journal of Public Health, 93, 2, 

 232–238. 

Parks, S. M., & Novielli, K. D. (2000). A Practical Guide to Caring for Caregivers. Am Fam 

 Physician, 62(12), 2613-2620. 

Palmer, S., & Glass, T. A. (2003). Family function and stroke recovery: A review. 

 Rehabilitation Psychology, 48(4), 255–265 

University of Ghana                              http://ugspace.ug.edu.gh



91 

 

Pearlin, L. I., Mullan, J. T., Semple, S. J., & Skaff, M. M. (1990). Caregiving and the stress 

 process: an overview of concepts and their measures. Gerontologist. vol 30, pp 583-

 594. 

Pedersen S, Spinder H, Erdman R, Denollet, J. (2009). Poor perceived social support in 

 implantable cardioverter defibrillator (ICD) patients and their partners: cross-

 validation of the multidimensional scale of perceived social support. Psychosomatics, 

 50, 461–7. 

Pinquart, M. (2001). Correlates of subjective health in older adults: a meta-analysis. Psychol 

 Aging, (3),414–26. 

Pinquart, M., & Sorensen, S. (2003). Differences between caregivers and noncaregivers in 

 psychological health and physical health: a meta-analysis. Psychol Aging, 18(2), 250–

 67.  

Porter, G., Hampshire, K., Kyei, P., Adjaloo, M., Rapoo, G., & Kilpatrick, K. (2008). 

 Linkages between livelihood opportunities and refugee-host relations: learning from 

 the experiences of Liberian camp-based refugees in Ghana. J Refug Stud; 21: 230-52. 

 

Quaicoe-Duho, R. (2013, June 23). Korle-Bu Burns Centre: A facility with many challenges. 

 Daily Graphic. Retrieved from 

            http://www.ghanaweb.com/GhanaHomePage/health/artikel.php?ID=277645# 

Reverby, S. M. (1987). Ordered to Care: the Dilemma of American Nursing. Cambridge: 

 Cambridge University Press. 

Robison, J., Fortinsky, R., Kleppinger, A., Shugrue, N., & Porter, M. (2009). A broader view 

 of family caregiving: effects of caregiving and caregiver conditions on depressive 

University of Ghana                              http://ugspace.ug.edu.gh



92 

 

 symptoms, health, work, and social isolation. Journal of Gerontology: Social 

 Sciences. 

Ross, S., Mosher, C. E., Ronis-Tobin, V., Hermele, S., & Ostroff,  J. S. (2010). Psychosocial 

 adjustment of family caregivers of head and neck cancer survivors. Support Care 

 Cancer, 18(2), 171–8. 

Sackey, B. M., 2005. Family Networking and Relationships in the Care of the Seriously Ill. 

 In: C. Oppong, P. Antwi, and K. Waerness, eds. 2009. Care of the seriously sick and 

 dying: Perspective from Ghana. Bergen: BRIC. 

Sank, J. R., Berk, N. W., Cooper, M. E., & Marazita, L. (2003). Perceived Social Support of 

 Mothers of Children With Clefts. Cleft Palate–Craniofacial Journal, 40, 2, 165-171. 

Sanuade, O. A., & Boatemaa, S. (2015). Caregiver profiles and determinants of caregiving 

 burden in Ghana. Public Health, 129 (7), 941-947.  

Savage, S., & Bailey, S. (2004). The impact of caring on caregivers’ mental health: a review 

 of the literature. Australian Health Review, 27, 1, 103-109. 

Schreuder, J. A.H., Roelen, C. A.M., Groothoff, J. W., van der Klink, J. J.L., Magerøy, N., 

 Pallesen, S., … Moen, B. E. (2012). Coping styles relate to health and work 

 environment of Norwegian and Dutch hospital nurses: A comparative study. Nursing 

 Outlook, 60(1), 37-43. 

Schulz, R., & Beach, S. (1999), “Caregiving as a risk factor for mortality.” Journal of the 

 American Medical Association, 282, 2215–2219. 

Schulz, R., & Sherwood, P. (2008). Physical and mental health effects of family caregiving. 

 American Journal of Nursing, 108, (9), 23-27. 

University of Ghana                              http://ugspace.ug.edu.gh



93 

 

Schulz, R., O'Brien, A. T., Bookwala, J., & Fleissner, K. (1995). Psychiatric and physical 

 morbidity effects of dementia caregiving: prevalence, correlates, and causes. 

 Gerontologist, 35, 6, 771-791. 

Shah, A. J., Wadoo, O., & Latoo, J. (2010). Psychological Distress in Carers of People with 

 Mental Disorders. British Journal of Medical Practitioners, 3 (3). 

Steenkamp, W., & van de Merwe, A. (1998). The psychosocial functioning of nurses in a 

 burn unit. Burns, 24, 3, 253 - 8.  

Stevens, L. F., Perrin, P. B., Gulin, S., Rogers, H. L., Villaseñor-Cabrera, T., Jiménez-

 Maldonado, M., & Arango-Lasprilla, J. C. (2013). Examining the influence of three 

 types of social support on the mental health of Mexican caregivers of individuals with 

 traumatic brain injury. Am J Phys Med Rahabil., 92 (11), 959-967. 

Suls, J., David, J. P., & Harvey, J. H. (1996). Personality and coping: three generations of 

 research. J Pers., 64(4), 711-35. 

Snyder, C. R. (1999): Coping: The Psychology of What Works. Oxford: Oxford University 

 Press. 

Songsore, J., & McGranahan, G. (2003). Women's household environmental caring roles in 

 the Greater Accra Metropolitan area: a Qualitative Appraisal. Research Review. NS 

 19.2, 67-83.  

Tabachnic, B. G., & Fidell, L. S. (1996). Using Multivariate Statistics (3
rd

 ed.). New York: 

 Harper Collins. 

University of Ghana                              http://ugspace.ug.edu.gh



94 

 

Tooth, L., Russell, A., Lucke, J., Byrne, G., Lee C, Wilson A, Dobson A: Impact of cognitive 

 and physical impairment on carer burden and quality of life. Qual Life Res, 17(2), 

 267-273. 

Tuncay, T., Musabak, I., Engin, Gok, D. E., & Kutlu, M. (2008). The relationship between 

 anxiety, coping strategies and characteristics of patients with diabetes. Health and 

 Quality of Life Outcomes 2008, 6, 79 – 87. 

Uren, S., & Graham, T. (2013). Subjective Experiences of Coping Among Caregivers in 

 Palliative Care. The Online Journal of Issues in Nursing, Vol. 18, No. 2. 

Vickers, J., 1993. Women and the world Economic Crisis. London: Zed Books. 

Wang, Z., & Gan, Y. (2011). Coping mediates between social support, neuroticism, and 

 depression after earthquake and examination stress among adolescents. Anxiety, 

 Stress, & Coping, Vol. 24, No. 3, 343-358. 

Washington, K. T., Demiris, G., Pike, K. C., Kruse, R. L., & Oliver, D. P. (2014).  Anxiety            

 among informal hospice caregivers: An exploratory study. Palliative and Supportive 

 Care. 

WHO fact sheet (2014).  Burns. Retrieved from 

  http://www.who.int/mediacentre/factsheets/fs365/en/. 

Wilson, C. R., Voorhis, V., & Morgan, B. L. (2007). Understanding Power and Rules of 

 Thumb for determining Sample Sizes. Tutorials in Quantitative Methods for 

 Psychology, 3,2, 43-50. 

World Health Organisation (1996). Quality of life (WHOQOL) - Brief questionnaire, field     

 trial version. Geneva: WHO 

University of Ghana                              http://ugspace.ug.edu.gh



95 

 

Wood, S.E., Wood E. L., & Boyd, D. (2007). The World of Psychology. Boston: Allyn & 

 Bacon. 

Xu, J., & Wei, Y. (2013). Social support as a moderator of the relationship between anxiety 

 and depression: an empirical study with adult survivors of Wenchuan earthquake. 

 PLoS One, 8(10). 

Yiengprugsawan, V., Harley, D., Seubsman, S., & Sleigh, A. C. (2012). Physical and mental 

 health among caregivers: findings from a cross-sectional study of Open University 

 students in Thailand. BMC Public Health, 12:1111. 

Yıkılkan, H., Aypak, C., & Görpelioğlu, S. (2014). Depression, Anxiety and Quality of Life 

 in Caregivers of Long-Term Home Care Patients. Archives of Psychiatric Nursing, 28, 

 193–196.  

Zeidner, M., & Endler, N.S. (1996). editors. Handbook of coping: Theory, research, 

 applications. Canada: John Wiley & Sons. 

Zimet, G.D., Dahlem, N.W., Zimet, S.G. & Farley, G.K. (1988). The Multidimensional Scale 

 of Perceived Social Support. Journal of Personality Assessment, 52, 30-41. 

Zimet, G., Powell, S., Farley, G., Werkman, S., & Berkoff, K. (1990). Psychometric 

 characteristics of the multidimensional scale of perceived social support. J Pers 

 Assess., 55, 610–7. 

 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



96 

 

APPENDICES 

Appendix A: 

Questionnaires

 

University of Ghana                              http://ugspace.ug.edu.gh



97 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



98 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



99 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



100 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



101 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



102 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



103 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



104 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



105 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



106 

 

 

University of Ghana                              http://ugspace.ug.edu.gh



107 

 

 

Appendix B: Ethical Clearance 

University of Ghana                              http://ugspace.ug.edu.gh



108 

 

 

Appendix C: Departmental Introductory letter 

University of Ghana                              http://ugspace.ug.edu.gh



109 

 

 

University of Ghana                              http://ugspace.ug.edu.gh




