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ABSTRACT… Introduction: Persistently dealing with chronic mental illness makes the caregivers
suffer from burden and mental health problems which are intensified if the caregiver is female.
Therefore, there is need to improve the mental health of caregivers by using relaxation training
in such a way that would reduce the burden of care in caregivers. Objectives: It is assumed
that female caregivers would be differing significantly in mental health problems as compared
to man. Relaxation training would improve mental health as compared to controlling the actual
condition. High burden would have inverse relationship with GHQ’s differential scores. There
would be significant interaction between gender and burden, gender and training, burden and
training, gender, burden and training. Study Design: A 2(Gender) X 2(Burden) X 2(Training)
mixed factorial between subject design was used. Setting & Period: This study was conducted
within 6 months of duration at the department of Psychiatry, Sir Ganga Ram Hospital Lahore.
Material & methods: Purposive Sample technique was used. Sample consisted of 40 women
and 40 men out door patient’s caregivers of schizophrenia and epilepsy at Sir Ganga Ram
Hospital, Lahore. Their age ranged from 20 to 60 years (M = 35.05, SD = 0.89). We assessed
caregiver’s burden by using Urdu version of Burden of Assessment (BAS) along with BAS, we
also recorded demographic information about the caregivers and assessed patients whom
they served on ICD-10 and clinical diagnoses for schizophrenia and epilepsy. Inherent to the
study was a General Health Questionnaire (GHQ) which measured health of all caregivers from
different dimensions. It included somatic, anxiety & insomnia, social dysfunction, depression
and psychological health of all caregivers. Compliant with a number of researchers, we design
a training program to alleviate caregivers burden of health coping strategies, safeguard from
unfounded options about the patients and the disease and maximize the efficiency in dealing
with the patient and his/her disease. Results: Results found significant main effects on gender
as women suffered from high burden and mental health problems as compared to men. A
same significant main effect was also found for burden which increased health-related issues.
Another significant main effect was found on training. The experimental group whom researcher
provided relaxation training was significantly low on GHQ differential score as compared to
controlled condition. Since we divided caregivers into high and low burden groups we found
that general health of high burden group are more porn to degradation than low burden group.
However, low health indicated on GHQ subscales is improved after training for both high
and low burden group. Conclusions: We concluded that caregivers need to get substantial
understanding of the patients disease and they need to get first-hand knowledge and training
of what they are getting into when they are looking after diseased patients.
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INTRODUCTION
Carer (a person who has accepted responsibility
for looking after a patient) and the caregivers are
the words that refer to the unpaid members of the
family unit like parents, children, siblings, spouse
and in-laws. They can be other individuals who
belong to the social groups such as neighbors,
Professional Med J 2017;24(5):757-766.

relatives, friends or significant others.1 It also
includes the other mental health professionals
like psychiatrists, psychologists, social workers,
general health practitioners, trained medical
nurses, along with fellow patients, clergyman
and teachers. They all are the key component of
it. All these fellows provide the direct or indirect
www.theprofesional.com
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assistance to the sick individuals regardless of
the stage and type of illness no matter whether
it is neurological, psychological, physiological or
mental.2,3
Caregiving is usually associated with chronic
illnesses or disabilities.4 It impairs the functioning
and independence of the sick person and makes
them dependent on the significant others.
Caregivers have to meet their own needs and
that of patients simultaneously.5 Therefore it
creates conflicts, role confusion, physiological,
psychological, social, vocational, mental health
and emotional problems for the caregivers.
Exploratory studies found that psychological
distress were significantly high in caregivers as
compared to the patients themselves.6 According
to the Role theory maladaptive roles generate
mental health problems. Society assigns roles
to the people like mother, father, children,
siblings, relatives and friends. A person in some
particular role has certain expectations about
another person but chronic illness, impairment
and disability like schizophrenia and epilepsy
creates hurdle to perform their general and
specific roles to maintain harmony in social and
interpersonal relations. Chronicle illness creates
hurdle in the reciprocity of the expected roles
and reverse them sometime. For example it is
expected from the parents that they nurture the
children in early age, if the parents are victim of
chronic illness like schizophrenia and epilepsy
their role become reversed. This role confusion
may generate psychological, physiological,
cognitive, emotional, and behavioral problems for
the caregivers. Sometimes caregivers may feel
sad, guilty, irritable, restless, anxious, frustrated,
worthless, helpless and even hopeless about the
self and the patients as well.7 Researchers.8 found
significant positive associations between, role
confusion, depression, problem in interpersonal
relationship
and
communication
among
caregivers of patients with schizophrenia.
Caregiving and care receiving can occur at any
time in the life.9 It affects everyone regardless of
language, culture, country, time and space.10 It
has a multidimensional role, varying from daily
routine activities such as household management,
Professional Med J 2017;24(5):757-766.
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checking and monitoring tasks, providing
transportation, physical care to recognizing
reportable symptoms.11 Researchers12 found that
most of the family caregivers were suffering from
severe anxiety and depression. Family routine
and financial problems were the most significant
predictors of the family burden which impaired
the patients’ and caregivers’ quality of life. In the
same way13 found that informal caregivers were
significantly suffering from psychological b as
burden compared to formal caregivers. Type and
duration of the problem were inversely affecting
the ability to care themselves, their families and
the patients as well.
In addition14 investigated stress and burden in
the caregivers of mentally retarded children.
Results showed significant positive relationship
between level of stress, burden of care and
mental health problems among caregivers of
mentally retarded children. In chronic illnesses
sometimes caregivers adopt humiliating attitude
towards care recipient and show disrespect,
get them insulted, commit offenses against
them, ridicule them, sometimes even they
underestimate their potentials and show teasing
behaviors to the patients.15 Anger was a prevailing
factor between potentially harmful behavior and
anxiety. Moreover depression was significantly
associated with subjective burden and anxiety as
compared to objective burden while anger was
inversely related to the mental health.16 Long term
caregiving commitment enhances the negative
emotions such as anger, rage, and stress for the
caregivers which are not only troublesome and
difficult but also hard to put up with it physically
and emotionally.17 Patient’s maladaptive, impaired
and dysfunctional behaviors creates hazards,
disturbances and burden for the caregivers and
cost to the caregivers’ own physical, emotional,
social, psychological and mental health
problems.18
Researchers19 conducted a study on the
caregivers strain and bereavement. It was a
comparative study between husbands and
daughters of caregivers of breast cancer hospice
patients. Findings revealed that husbands were
suffering from more grief, anxiety and depression
www.theprofesional.com

758

SCHIZOPHRENIA AND EPILEPSY

along with psychological and mantel health
problems than daughters. Moreover their scores
were high on adjustment and emotional problems
comparatively. In the same way, psychological
distress in caregivers of patients with neurological
disorders was investigated and found that
experimental and control groups were significantly
different in terms of emotional distress. Moreover
the group who followed the emotion and focusing
on coping strategies was less suffering from
emotional distress as compared to other group
who followed the problem focused strategies.20
All over the world lots of studies have been
conducted in health settings and most of them
have just focused on patients regardless of
language, culture, ethnic group and religion.
Literature review indicates that extensive
scientific knowledge is available related with
etiology, epidemiology and treatment patterns
of the patients.21,22 Although all such studies
are important for the patient’s context but it has
nothing to do with their caregivers who play
major and important role in their recovery. It
is observed that psychiatrists, psychologists,
therapists, social workers and all other health
professionals and practitioners ignore the
caregivers while making their treatment plans for
the patients. There are some studies focusing on
the caregivers although the work is significant but
is insufficient to improve the existing conditions of
caregivers and attendants. So there is a dire need
to extensively work in this area to provide a plan
to the clinicians to focus on the burden of care
among caregivers of patients with, schizophrenia
and epilepsy. There has been plenty of researches
to investigate the etiology, epidemiology and
treatment patterns with most of them focusing on
the patients, not much has been investigated the
family members who take care of the patient.23
Clinicians hardly give any attention to the
needs of caregiver. This ignorance made them
expected patients. Therefore, there is a need
to investigate the multidimensional factors and
aspects of burden for caregivers of patient with
schizophrenia and epileptic disorders. Keeping
in view the above mentioned literature review
it is assumed that female caregivers would be
Professional Med J 2017;24(5):757-766.
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differing significantly in mental health problems as
compared to man. Relaxation training would be
improved mental health as compared to control
condition. High burden would have inverse
relationship with GHQ’s differential scores. There
would be significant interaction between gender
and burden, gender and training, burden and
training, gender, burden and training.
METHOD
Participants
Sample of this study were 40 women and 40
men caregivers of patients with schizophrenia
and epileptic disorders with an age range of 2060+ years (M= 35.05, SD=0.89). Sample was
consisted on Out Door Patient (OPD) at Sir Ganga
Ram Hospital, Lahore.
MATERIALS
Participant’s age, gender, education level, socioeconomic status, family system and marital status
were recoded on the demographic form. Criteria
of ICD-10 were used to assess the schizophrenic
patients and other clinical assessments were
taken to classify epileptic patients.
The Burden Assessment Scale (BAS)
The Burden Assessment Scale (BAS) assesses
burden and consisted on 19 items with the
distribution of 1-10 objective and rest of 9 items
of subjective burden.24,25 Objective burden was
conceived as potentially observable behavioral
effects of caregiving in different domains
including financial problems, limitations on
personal activity, household disruptions, and
social interactions. Subjective burden, included
feelings, attitudes, expressed emotions about the
caregiving experiences.26 It also was including
shame, stigma, guilt, resentment, grief, and worry.
It is 5-point Likert type scale where participants
respond, 1 to mean not at all and 5 to mean not
applicable. The internal reliability of the scale
estimated by Chronbach’s alpha was found to
be .91 and .89. Composite scores of BAS will be
used.
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The General Health Questionnaire (GHQ)
The General Health Questionnaire (GHQ) is a
self-administered screening test to identified
psychiatric disorders among respondents in
community and non psychiatric clinical settings,
such as primary care of general medical out
patients.27 To assess the internal consistency of the
items in the test split half reliability was computed
on the 853 completed questionnaires and it was
shown to be 0.95. Test-retest reliability coefficient,
on three groups of patients who completed the
GHQ on two occasions six months apart; were
0.90, 0.75, 0.51 respectively. It has 28 item scaled
versions with 4 subscales, measured somatic
symptoms, A1-A7 anxiety and insomnia, B1-B7
social dysfunction C1-C7 severe depression, D1D7. Responses to each item are scored a 0-3,
where not at all equaled 0 and much more than
usual equaled 3. Composite scores of GHQ will
be used.

woman with high burden 10 in experimental group
and provided them relaxation training and 10 in
controlled condition. In the same way 20 woman
with low burden were divided into two groups 10
in controlled condition and 10 in an experimental
group. Same procedure was applied on the man.
Researcher administered Urdu translated version
of BAS and GHQ questionnaire on the subjects to
take their pre burden and mental health ratings.
Then 16 muscles relaxation technique were
provided to the 20 man 10 with high burden and
10 with low burden and 20 men with low and high
burden remained in the controlled condition. Post
burden and mental health measurements from
experimental and controlled groups were taken
after 10 follow up sessions which consisted on
almost 2 and half months. At the end session,
participants would be thanked and entertained
with refreshments such as soft drinks and
sandwiches.

Design
A 2(Gender) X 2(Burden) X 2(Training) mixed
factorial between subject design was used in
this study. Training had two levels relaxation and
controlled condition and burden with high and
low level. One dependent variable GHQ having
four subscales, somatic, anxiety & insomnia,
social dysfunction and depression. Composite
scores on BAS and differential scores of GHQ was
served as measures in the analysis by Analysis of
variance ANOVA and Post-hoc Tukey HSD test.

Results presented in Table-I indicate a significant
main effects on gender at F (1, 72) =45.66 p <.
001. Women suffered from high on (M = 16.73,
SE = 1.98) as compared to men (M = 26.50, SE
= 3.23). A same significant main effect was also
found for burden at F (1, 72) = 30.39 p < .001.
Burden measures on BAS suggested that high
burden lead to increased health-related issues (M
= 25.60, SE = 3.37) as compared to low burden
(M = 7.63, SE = 1.83). Another significant main
effect was found on training at F (1, 72) = 352.86 p
< .001. The experimental group whom researcher
provided relaxation training was significantly low
on GHQ differential score (M = 28.07, SE = 2.48)
as compared to controlled condition (M = 9.84,
SE = 0.89) See figures 1, 2 and 3 for comparison
of means.

Procedure
Initially 100 caregivers were approached but
80 were completed the whole procedure. After
informed consent from the caregivers they were
randomly divided into 8 groups 10 in each. 20

Sources of Variance
SS
df
MS
F
p
Gender
1911.01
1
1911.01
45.66
0.000001
Burden
1272.01
1
1272.01
30.39
0.000001
Training
14769.61
1
14769.61
352.86
0.000001
Gender X Burden
1.01
1
1.01
0.02
0.9
Gender X Training
1162.81
1
1162.81
27.78
0.000001
Burden X Training
2091.01
1
2091.01
49.96
0.000001
Gender X Burden X Training
37.81
1
37.81
0.90
0.3
Error
3013.7
72
41.86
Table-I. Analysis of Variance Gender, Burden and Training on General Health of Caregivers (N=100)
Professional Med J 2017;24(5):757-766.
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Figure-1. Representing mean difference values which
indicated significant differences in the GHQ differential
scores of man and women. Standard Errors are
represented in the figure by the error bars attached to
each column.

Figure-2. Representing mean difference values which
indicated significant differences in the GHQ differential
scores of those subjects who have received relaxation
training and those who are in controlled condition.
Standard Errors are represented in the figure by the
error bars attached to each column.

Categories
Gender X Training

Man
Man
Woman
Woman
Training X Burden

Man
Relaxation

Man
Control
0.0002

Woman
Relaxation
0.0002
0.0002

Woman
Control
0.0002
0.7
0.0002

High
Relaxation

High
Control
0.0002

Low
Relaxation
0.0002
0.0002

Low
Control
0.0002
0.7
0.0002

Relaxation
Control
Relaxation
Control

High
Relaxation
High
Control
Low
Relaxation
Low
Control
Table-II. Post-hoc Tukey HSD test scores on Gender, Burden and Training on General Health of Caregivers (N=100)

A non-significant interaction was found between
gender and burden. On the other hand significant
interaction was found between gender and
training at F (1, 72) = 27.78 p < .001 man’s GHQ
differential score in controlled condition was (M =
9.10, SE = 1.11) which is significantly increased
through relaxation training (M = 43.90, SE =
3.11) in the same way women’s GHQ differential
score in controlled condition was (M = 6.95, SE
= 0.60) which is significantly amplified through
relaxation training (M = 26.50, SE = 2.38). Results
indicated another significant interaction between
burden and training at F (1, 72) = 49.96 p < .001.
Professional Med J 2017;24(5):757-766.

We found that GHQ/ differential scores for control
condition had not difference between low (M =
9.15, SE = 1.06) and high (M = 6.90, SE = 0.67)
burden level. However results revealed a high
change in GHQ differential scores after relaxation.
It is improved general health on low burden group
(M = 26.10, SE = 2.26) greater than low burden
group at control. Similarly high burden group (M
= 44.30, SE = 3.07) improved their general health
scores after relaxation for their control condition.
While there were no significant interaction were
found between gender, burden and training. See
figure 3, 4, 5, 6 and 7 for more details.
www.theprofesional.com

761

SCHIZOPHRENIA AND EPILEPSY

Figure-3. Representing mean difference values which
indicated significant differences in the GHQ differential
scores of high burden and low burden. Standard Errors
are represented in the figure by the error
bars attached to each column.

Figure-5. Representing significant interaction between
training and burden: This showed that relaxation
training improved high and low burden but GHQ
differential scores improved noticeably in high burden.
Standard Errors ae represented in the figure by the
error bars attached to each column.

DISCUSSION
It was hypothesized that women caregivers
would suffered more mental health problems as
compared to man, results were supported that
assumption and the findings are also remain
consisted with the previous researches which
found that mothers rather than fathers of children
with intellectual disabilities were suffering from
high burden. Education, employment and
socioeconomic status were the significant
predictors of the burden.28,29,30 One possible
Professional Med J 2017;24(5):757-766.
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Figure-4. Representing significant interaction between
training and gender:
In control condition both men and women have low
GHQ differential scores.
Standard Errors are represented in the figure
by the error bars attached to each column.

Figure-6. Representing significant interaction between
gender and burden:
Standard Errors are represented in the figure by
the error bars attached to each column.

explanation of it is that women were emotional
and exhibiting high expressed emotions more
frequently as compared to men. Thus, it is
expected to the men to be focused on the reality
and preferred to be rational rather than being
emotional. Moreover women are traditionally
considered to be responsible of caregiving and
involved in household activities while at the same
time men are considered to be bread winners
and supporter of family.

www.theprofesional.com
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found that chronic mental illness generally
effected the overall functioning of caregivers and
brought specific severe consequences on mental
health.37 Moreover, it concluded that American
workers suffer a mental health problems rooted
in burden related problems.38

Figure-7. Representing significant interaction among
gender, burden and training:
Standard Errors are represented in the figure by
the error bars attached to each column.

Studies have shown that hopelessness about the
future of patients creates stress, mental, physical
and emotional problems in the mother of children
with autism and children with Down syndrome.31
Women are the home makers and generally more
sensitive towards the relationships while men are
usually the bread winners for the family and it
is not their traditional role to care for sick family
members.32,33,34
Findings are also supported the hypothesis
which assumed that relaxation training would
help to mange the burden level and improved the
mental health condition. It also showed significant
interaction between burden and training and
gender and training. Which showed relaxation
training is helpful in every condition and has highly
significant main effect and interaction with other
variables.35 Researchers36 worked on relaxation
training for anxiety: A ten years systematic
review with meta-analysis find out significant
consistency and efficacy of relaxation training
with burden management. Outcome of the results
are supported the hypothesis that high burden
effected the GHQ’s differential scores. Mental
health of caregivers remains on stake when they
have high level of burden because high burden
level deteriorated the mental health functioning.
In the same way, research was conducted on
caregivers’ stress when living together or apart
from patients with chronic schizophrenia. Results
Professional Med J 2017;24(5):757-766.

Results also indicated significant interaction
between gender and training, burden and training
but no interaction between gender, burden and
no overall interaction among gender, burden
and training. Researchers39,40 found that the
caregivers of patients having negative symptoms
of schizophrenia were suffering from high burden
while those of patients with positive symptoms
from low objective burden. Moreover physical,
emotional, psychological, social problems, quality
of life and financial pressures were the significant
predictors of objective burden in the caregivers of
dementia, epilepsy and schizophrenia. Similarly41
it was concludes that objective and subjective
burden in the caregivers were highly associating
with the severity of schizophrenic patients. One
possible explanation of it is that caregivers
experienced negative emotions like fatigue,
barrenness, boredom, stress, frustration and
in extreme cases they showed hostile attitude
towards the patients. These symptoms occur
when the caregivers having no understanding
about the nature of the disease. They do not
accept their role but get over enthusiastic although
in the case of chronic illness like schizophrenia
and epilepsy they become emotionally fatigued
and usually express negative emotions.42
Limitations and suggestions
1. Diagnoses of the patients were not
reconfirmed.
2. Age ranges of the caregivers were very broad.
3. Sub categories of the problems were ignored.
4. Other demographic variables such as
education, time spent with the patients and
numbers of supporters were not including in
the major analysis.
5. Caregivers can be taken from the private
health sectors for the sake of comparison
between public and private health sectors.
6. Caregivers who belong to upper class and
www.theprofesional.com

763

SCHIZOPHRENIA AND EPILEPSY

7.
8.
9.
10.

have enough resources for their patients can
be included in the study.
In door patients can be included in the study
for the comparison with outdoor patients.
Qualitative analysis is strongly recommended.
Equal numbers of caregivers of schizophrenia
and epilepsy should have been included.
A comparison can be invited between chronic
and acute problem.

Implications
This study will be helpful for the mantel health
professionals and will facilitate the policy makers
to include the caregivers in the plan while making
strategies for the patients. This research can
be supportive in the training of the caregivers
to tackle the chronic illness like schizophrenia
and epilepsy and can catch the attention of the
researchers to explore the different dimensions of
the caregiver’s problems.
CONCLUSION
The caregivers are inevitable in chronic illness like
schizophrenia and epilepsy. Caregiving is moral,
social and religious obligation not to be ignored
but this time consuming, hectic and exhausted
way of living with patients of schizophrenia and
epilepsy may lead to a mixture of psychological,
physiological, emotional, and social problems.
Relaxations training significantly reduce the
burden and improve the mental health problems.
Copyright© 15 Mar, 2017.
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