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BURDEN AND PSYCHOLOGICAL DISTRESS AMONG NIGERIAN - FAMILY CAREGIVERS OF SCHIZOPHRENIA PATIENTS: THE ROLE OF 
POSITIVE AND NEGATIVE SYMPTOMS 

- 

ABSTRACT 

Objective: To determine the relationship between symptoms of schizophrenia 
- 

and caregiver burdenldistress among caregivers of people with 

- schizophrenia in southwestern Nigeria. 

Method : One hundred and one family caregivers of 101 outpatients - 
with schizophrenia were recruited into the study. Caregivers were screened 

- with the Zarit Burden Interview (ZBI) to measure caregiver burden and 

the 30 item General Health Questionnaire (GHQ-30) to measure psychological - 
distress. Patients were interviewed using the Brief Psychiatric 

- Rating Scale (BPRS) and the Scale for the Assessment of Negative 

- Symptoms (SANS) to rate psychopathology.. 

Results: More than half of the caregivers were females (58.4%). 

- 
About one third of caregivers (33.7%) were experiencing moderatelsevere levels of burden 

- even though the mean burden score of 32.6* 14.1 for the sample was in the mildlmoderate 

range for the ZBI scale. In regression analysis higher caregiver burden scores 

were associated with negative symptoms of asociality-anhedonia, whereas high 

.- 
GHQ-30 scores were associated with inattention and avolition . 

High caregiver burden scores were also associated patient's unemployment 
- 

status and caregiver's low education, while high levels of emotional distress in 

- caregiver was related to female sex of patient and patient's lower level of education. 



Conclusions 

These results underscore the need for continued intervention with family members of 

schizophrenia patients. Caregivers education on negative symptoms of the illness should 

form part of care plan. 

Keywords: Positive symptoms, Negative symptoms, caregiver burden, schizophrenia. 

INTRODUCTION 

The consequences of schizophrenic illness extend beyond the ill individual to the family, 

as relatives play an important role in caring for the family sufferer with schizophrenia (Zahid 

and Ohaeri ,201O;Sefasi et a1.,2007;Perlick et a1.,2006; Provencher & Mueser, 

1997;Charkarbarti & Kulhara, 1999;Bellack et al., 1990; Creer & Wing 1975). 

The prevalence of schizophrenia is about the same in developed and developing nations, 

and the environment is known to play a crucial role as an outcome determinant of this 

disorder. While supportive family attitudes and extended family networks have been described 

as possible mediating factors for this observation( Jablensky A, 1995;Leff 1992), 

caregiver burden in psychiatric illness is quite enormous and continues to be a focus of 

research activity in developed countries, where community participation in the care 

of the mentally ill is prioritized. More than 60% of individuals with a first episode 

major mental disorder return home to live with their relatives , hence evaluating the impact of 

problem behaviours on caregiver burdenldistress levels is desirable as it would further 

enhance our understanding of the determinants of caregiver burdenldistress in 

relatives of people with schizophrenia (Provencher and Mueser, 1997; Macmillan et al 



1986 ). 

Nigeria is a developing country with a population of over 150 million, and 

schizophrenia accounts for about 55% of all in-patient psychiatric admissions 

in the country ( Ukpong & Mosaku ,2008). Even though Nigeria is endowed with rich 

cultural resources like the extended family system, the cohesiveness of this much talked 

about family based social support structure is on the decline, with a shift towards 

westernized type of nuclear family units. 

Despite this trend, the family of the Nigerian psychiatric patient continues to play a very 

crucial role in the management of a mentally ill relative, hence the need to examine the impact 

of positive and negative symptom behaviours of schizophrenia on caregiver burdenldistress 

levels, in order to make provision for improvement on policy and practice guidelines in the in 

the management of individuals with this illness. In particular this study aimed to examine 

whether patient characteristics especially symptoms of schizophrenia, caused more caregiver 

burdenldistress than caregiver characteristics. 

METHOD 

Setting 

The study was conducted at the Obafemi Awolowo University Teaching Hospitals 

Complex (O.A.U.T.H.C.), Osun State, southwestern Nigeria. Permission to carry out the study 

was granted by the ethical and research committee of the institution. Informed 

consent was obtained from participants and relatives after the aims and objectives 

of the study had been explained to them. The Hospital is a government funded public 

facility, and the psychiatric unit provides psychiatric services to Osun, Ekiti, Ondo and 



neighbouring states in southwestern Nigeria, with a catchment population of about 10 

million people (Nigerian National Population Commission, 1998). English is the official 

language of the area, and all residents speak Yoruba which is the main language 

of the region. 

Participants 

Participants were consecutively recruited from the outpatient psychiatric clinics of 

O.A.U.T.H.C., after having given informed consent. The patients were service users with 

DSM-IV diagnosis of schizophrenia, confirmed by a clinician who 

had been trained in the use of the Structured Clinical Interview for Axis I and II DSM-IV 

Disorders (SCID) (Spitzer et al., 1989). Those patients selected were attending follow up 

clinic appointment , in stable clinical condition , had been ill for at least one year, aged 65 

years or less. Patients with mental retardation and serious physical disability were 

excluded from the study. 

The primary caregiver of each patient needed to be someone related either biologically 

or by marriage to the patient and had to fulfill at least one of the following criteria for 

inclusion into the study: 1) Living in the same household with the patient for at least 

six months before our research contact ; 2) The need to accompany patient to the hospital 

from time to time to ensure that clinic appointments are kept; 3) Rendering financial 

assistance to offset treatment cost like purchase of drugs, laboratory investigations, 

admission costs and transportation costs;4) and not suffering from a clinically 

diagnosed mental illnesslphysical disability. A total of 101 caregiverlpatient pairs 

who fulfilled the inclusion criteria were enrolled for the study between May 2008 



to November 2008. 

Patient Symptom Assessment 

Positive and Negative psychotic symptoms of patients were rated individually by 

the author using the 24 item version of the Brief Psychiatric Rating Scale (BPRS) 

(Overall & Gorham, 1962) and the 24 item version of the Scale for the Assessment 

of Negative Symptoms (SANS)(Andreasenl989), respectively. The positive symptoms 

were those of hallucinations, unusual thought content, conceptual disorganization, and 

suspiciousness which were rated on a seven point scale of severity ranging from I(" not 

present ") to 7 (" extremely severe"). 

The negative symptoms included five symptom clusters of affective flattening , alogia, 

avolitionlapathy, anhedonialasociality and attention. The ratings are on a five point 

scale ( I= "not present"; 5= "severe "). Patients were also interviewed with a questionnaire 

that elicited socio-demographic variables. The BPRS and SANS have been used in 

previous studies in Nigeria ( Makanjuola & Adedapo, 1987; Ukpong et al., 2002; Ukpong, 

2006). The patients and relatives were assessed separately. 

Family Caregiver Assessments 

The caregivers completed the 30-item General Health Questionnaire (GHQ-30)(Golberg& 

Hiller 1979) as a measure of emotional distress, and a 22-item questionnaire , the Zarit 

Burden interview (ZBI)(Zarit et al., 1980) as a measure of burden. The ZBI is a list of 

statements, reflecting how someone taking care of an ill person sometimes feel (ratings 

are on a 5-point Likert scale), and scores range from 0-88, with higher scores indicating 

increased burden. With the ZBI scale levels of burden are categorized as little or no burden 



(0-20), mildlmoderate (2 1 -40), moderatelsevere (41 -60), and severe burden(61-88). 

The ZBI was developed to assess caregiver burden in relatives 

of patients with dementia, but it has also been used to assess burden in relatives of 

patients with schizophrenia in previous studies (Hanzawa et a1.,2008) 

The GHQ-30 and ZBI are self report instruments that have been standardized and used 

extensively in Nigeria, and the Yoruba version is available ( Gureje , I  991 ; Abiodun ,1994; 

Ukpong et a1.,2003; Ukpong,2006;Yusuf et al., 2009). Literate relatives completed 

the screening instruments in English or Yoruba. A trained research assistant read out the 

questions and marked the responses of those relatives that required help in completing the 

questionnaires. The threshold of discrimination between caseness and non caseness on the 

GHQ-30 was 5. 

Analysis 

Data were analyzed by SPSS 15 (SPSS Inc., Chicago, Illinois). Parametric statistics 

(t-tests, one-way ANOVA and Pearson's correlation )were used because the ZBI and 

GHQ-30 scores were fairly normally distributed. The ZBI and GHQ-3Oscores were 

used as dependent variables in a stepwise multiple regression analysis. The independent 

variables were entered in the following steps: (1) background caregiver's and patient's 

socio-demographic characteristics; (2) Patient's BPRS and SANS scores. The level of 

statistical significance was set at Pc0.05 

Results 

Of the 120 caregivers who were recruited into the study , 8 caregivers refused consent 



when first approached , 11 caregivers later withdrew consent before their assessments 

could be completed. Thus the 101 (84.2%) patient and caregiver pairs discussed here are 

those that gave consent to participate in the study. The characteristics of patients 

and caregivers are presented in Table 1. More than threequarter of the patients were 

male and more than one half of the caregivers were females. The caregivers were older 

than their patients relatives ( mean age 51.3 versus 35.2 years). In this group 72% of 

caregivers were parents or spouses of patients and nearly 80% of caregivers lived with 

the patient. Table one also list the descriptive statistics of total ZBI and GHQ-30 scores 

for the caregivers in addition to those of the SANS (subscale scores) and BPRS positive 

symptom scores for the patients. 

Factors associated with caregiver burden 

Relationship with family caregiver characteristics 

Caregiver GHQ-30 and ZBI scores were not significantly associated with sex or marital 

status. There was a tendency for caregivers with lower levels of education to have 

higher GHQ-30 scores and higher burden scores than those with higher educational 

attainment ( F=43.5, df=3/97, P=.OOl; F=4.7,df=3/97, P=.004). Significantly high 

levels of burden in the caregiver was associated with living in the same household 

with the patient (t=5.52 , df=99, P=.000). 

Relationship with patient's characteristics 

Socio-demographic characteristics 

There was no significant association between patients level of education and caregiver 

GHQ-30 scores. Caregivers of married patients had significantly higher levels of emotional 



- 
distress than those caring for unmarried patients ( F=23.5,df=3197,P=.OOO), and those 

- caring for female patients experienced more emotional distress than those who cared 

for male patients ( t=2.9,df=99,P=.005). Caregivers of patients with lower levels of educational 

- 
attainment experienced more burden than caregivers of patients with higher educational 

-- attainment (F=9.3, df=2/98,P=.000). Caregivers of unemployed patients reported more 

burden than those of employed patients (t=3.90, df=99,P=.OOO),and a trend to experience 
- 

higher levels of emotional distress even though it was not significant (t=1.71 ,df=99, P=.091) 

- There was no association between burden and marital status of patients. 

- 
Correlation with emotional distresslburden and psychopathology 

- In bivariate correlations, caregiverGHQ-30 scores were associated with positive symptoms 

of schizophrenia (p= .22, P=.02), and were also highly correlated with negative symptoms of - 
attentional impairment in the patient(p=.45 , P= .000). There was also a strong 

- inverse relationship between GHQ-30 scores and affective flattening or blunting (p= -27., 

P=.006) Caregiver ZBI scores were strongly associated with anhedonialasociality subscale(p= - 
.37 , P=.000). However there was an inverse association between ZBI scores and affective 

- flatteninglblunting (p= -.28 , P=.005). These results are shown in Table 2. 

Multiple regression analyses (Table 3) 
-- 

In the final regression models the following patterns emerged: ( I )  education of patient, 

- patient's sex and duration of illness were significant predictors of total GHQ-30 scores; 

-- 
(2)of the ZBI burden scores, educational status of caregiver , employment status of 

patient and duration of illness were significant predictors; (3)for the measures of 

- 
psychopathology , impairment in attention, avolition and affective flatteninglblunting 



- were significant predictors of emotional distress (GHQ-30 scores). Anhedonialasociality 

- and affective flattening or blunting were however strong predictors of burden(ZB1 scores). 

In the multivariate analyses high levels of emotional distress was associated with 

- 
patient's lower levels of education and female gender. Higher burden was perceived 

- 
by caregivers who took care of patients who were unemployed, and those with 

- longer duration of illness. Less educated caregivers also experienced high levels 

of burden than those who were more educated. 
- 

- 
Discussion 

- The present study examined the relationship between symptoms of schizophrenia and 

caregiver burdenidistress using a cross-sectional descriptive design. Caregivers were 
- 

predominantly women (58.4%), as in previous studies( Sefasi et a1.2007.;Dyck et a1.,1999; 

- Winefield and Harvey ,1993 ). More than one third of caregivers in the sample (33.7%) were 

experiencing moderatelsevere levels of burden(i.e. ZBI scores of 41-60)( Zarit et a1.,1980). - 
The mean GHQ-30 score of 5.3k6.1 for the total sample was higher than the 

- threshold of 5 for discrimination between cases and non cases (Golberg and Hiller,l 979). 

These high levels of burden and distress are comparable to those reported by other similar 
-- 

studies ( Yusuf et a1.,2009). Caregivers' emotional distress in this study was associated with 

- patient's positive and negative symptoms, whereas caregiver burden was related to only 

negative symptoms dimension alone. These findings support those of Provencher and Mueser 
- 

(1997), that subjective burden of care was related to both positive and negative symptoms 



whereas objective burden of care was only related to negative symptom behaviours. The - 
predictive model for caregiver burden indicated that the most potent stressor variable was the 

- 
care recipient's negative symptoms especially that of anhedonia-asociality. The next most 

- strongest predictor variable was attentional impairment for emotional distress, followed by the 

negative symptom of avolition-apathy. These findings are in line with previous research using 
- 

direct measures of symptomatology. In a longitudinal study by Raj et al (1991) in India, 

- negative symptoms correlated strongly with family burden, and in the UK study by 

Oldridge and Hughes(1992), negative symptoms had very significant correlations 
- 

with caregivers' emotional distress. 

- There was however an inverse relationship between affective flattening or blunting and 

burdenldistress. It is plausible that caregivers could cope with these group of negative 
- 

symptoms, hence did not acknowledge them as being very burdensome. 

This study found no association between caregiver gender and burdenldistress 

levels, unlike some previous studies where gender differences were observed 
- 

(Yusuf and Nuhu,2009). 

- The finding in this study that caregivers with lower education experienced higher 

levels of burden and higher levels of emotional distress than their counterparts with higher - 
levels of education is also supported by previous research( Zahid and Ohaeri,2010). 

-- Caregivers of patients with lower levels of education also exhibited higher burden levels than 

those carers of patients with higher levels of education, and this was significant. 
- 

A higher education guarantees better job opportunities and may convey some 

- 
socioeconomic advantage to some extent, apart from influencing one's health 

-. 
seeking behavior. A caregiver with low level of education would have limited access 



to mental health facilities because of limited resources, and may be at risk of developing 

emotional distress because of this additional disadvantage. 

These findings support those of previous reports (Zahid and Ohaeri, 201 0). 

This study also found that caregivers of female patients reported significantly higher levels of 

emotional distress than caregivers of male patients. This finding though 

uncommon is supported by the reports of other workers (Winefield and Harvey, 1993;Zahid 

and Ohaeri,201 O), whereas in some previous studies the converse has been observed 

(Roick et al. ,2007;Yusuf and Nuhu,2009). 

Patient unemployment in this study was associated with high levels of emotional 

distress, thus supporting previous findings that family members experienced less burden 

when the ill person was employed ( Pickett et a1.,1995). Finally, the results of the regression 

analysis with burden (ZBI) and emotional distress (GHQ-30) as dependent variables , support 

the results of previous studies highlighting the significance of negative symptoms of 

schizophrenia as strong predictors of burden and distress in caregivers of persons with 

schizophrenia( Raj et al.,1991; Gopinath and Chaturvedi,l992) 

Limitations of the study 

The study was cross-sectional and limited to one setting. The sample may not be 

representative of the total population of people in treatment or the total population 

of people with schizophrenia in the Nigeria. 

REFERENCES: 



Andreasen NC (1984) Modified Scale for the Assessment of NegativeSymptoms.Departmentof 

Health and Human Services, Public Health Service, Alcohol, Drug Abuse, and Mental Health 

Administration. Washington DC 

Bellack AS , Morrison RL, Wixted JT, Mueser KT (1990)An analysis of social competence 

in schizophrenia. Br. J. Psychiatry 156:809-818. 

Chakrabarti S,Kulhara P (1999) Family burden of caring for people with mental illness 

Br J Psychiatry 174:463 

Creer C, Wing J.(1975) Living with a schizophrenic patient. Br J. Hosp Med 14:73-82. 

Dyck DG, Short R, Vitaliano PP (1999) Predictors of Burden and Infectious Illness in 

Schizophrenia Caregivers. Psychosomatic Medicine 61 :411-419. 

Fadden G, Bebbington P, Kuipers L (1987) The Burden of Care: The impact of Functional 

Psychiatric Illness on the Patient's Family. Br J. Psychiatry 150:285-292. 

Goldberg DP, Hiller VF(1979) A Scaled version of the General Health Questionnaire. 

Psychological Medicine 9: 139-145. 

Gopinath PS, Chaturvedi SK (1 992) Distressing behavior of schizophrenics at home. 

Acta Psychiatr Scand 86: 185-1 88. 

Jablensky A (1 995) Schizophrenia: Recent epidemiologic issues. Epidemiologic 

Reviews 17: 10-20. 

Hanzawa S, Tanaka G, lnadomi H et al (2008) Burden and Coping strategies in mothers 

of patients with schizophrenia in Japan. Psychiatry Clin Neurosci 62:256-263. 

Hatfield, AB. (1990). Family Education in Mental Illness. Guilford Press, New York, NY. 

Leff J, Sartorious N, Jablensky A, et al (1992)The International Pilot Study 



- of Schizophrenia:Five-year follow-up findings .Psycho1 Med 22.1 31 -145 

Maurin JT, Barmann BC (1 990) Burden of mental illness on the family:a critical review. 

- 
Arch Psychiatr Nurs 2:99-107. 

- 
Macmillian JF, Gold A, Crow TJ et al. (1986) The Northwick Park Study of first episodes of 

- schizophrenia: IV Expressed emotion and relapse. Br. J. Psychiatry 148:133-143. 

National Population Commission. Population Census of The Federal Republic of Nigeria. - 

Abuja, Nigeria. National Population Commission 1998. 
7 

Oldridge ML , Hughes ICT (1992) Psychological Well-Being in Families with a Member 

- Suffering from schizophrenia. An investigation into longstanding problems. Br J Psychiatry 

161 1249-251. 
-- 

Perlick DA, Rosenheck RA, Kaczynski R et al(2006) Components and Correlates of 

- Family Burden in Schizophrenia. Psychiatr serv. 57:1117-1125 

Pickett SA , Greenley JR, Greenberg JS (1 991) Off-timedness as a contributor to - 
subjective burdens for parents of offspring with severe mental illness, Family Relations 44: 

Provencher HL, Mueser KT (1997)Positive and negative symptom behaviors and 
-- 

caregiver burden in the relatives of persons with schizophrenia. Schizophrenia Research 

- 
Raj L, Parmanand K, Ajit A (1 991). Social burden of positive and negative schizophrenia. 

Int J Soc Psychiatry 37:242-50. 

-. 

Roick C, Helder D, Bebbington PE et al (2007) Burden on caregivers of people with 

- 

schizophrenia: comparison between Germany and Briiain. Br J Psychiatry 190:333-338 



Sefai A, Crumlish N, Samalani et al (2007). A little knowledge : Caregiver burden 

in schizophrenia in Malawi. Soc Psychiatry Psychiatr Epidemiol DO1 10.10071s00127- 

007-0276-y 

Spitzer RL, William J, Gibbon M, et al (1989) Structured Clinical Interview for DSM-IV. 

Biometrics Research Department, New York State Psychiatric Institute, New York. 

Ukpong Dl (2006) Demographic factors and clinical correlates of burden and distress 

in relatives of service users experiencing schizophrenia. International J Mental Health 

Nurs 15:54-59. 

Ukpong Dl ,Makanjuola ROA , Morakinyo 0 (2002). A Controlled trial of modified 

electroconvulsive therapy in schizophrenia in a Nigerian Teaching Hospital 

W. Afr. J. Med 21 :237-240. 

Ukpong Dl, Mosaku SK (2009) Demographic and Clinical Correlates of Length of stay 

in a NigerianUniversity Hospital Psychiatric Unit. Turkish Journal of Psychiatry 20:49-55 

Winefield HR, Harvey EJ (1993) Determinants of Psychological Distress in Relatives 

of People with Chronic Schizophrenia. Schizophr Bull 19:619-635. 

Yusuf AJ, Nuhu FT, Akinbiyi A (2009). Caregiver burden among relatives of patients with 

schizophrenia in Katsina, Nigeria. South African Journal of Psychiatry 15:43-47. 

Yusuf AJ, Nuhu FT (2009). Factors associated with emotional distress among caregivers 

of patients with schizophrenia in Katsina, Nigeria. Soc. Psychiatry Epidemiol. DO1 10.1007/00 

127-009-0 166-6. 

Zahid AM, Ohaeri JU (2010). Relationship of family caregiver burden with quality of care 

and psychopathology in a sample of Arab subjects with schizophrenia. BMC Psychiatry 10:71 



- Zarrit SH, Reever KE, Bach-Peterson J (1980) Relatives of the impaired elderly: 

Correlates of feelings of burden. Gerontologist 20:649-655. 

- Table 1. Characteristics of caregivers and Patients N(101) 

. , < . . , -  . -  
, . , ,  ; ; ~, _ . . , \ . , .  ,; , , .  I . :  , , I  , , : . ' . :~ , , ! , . ,  . .  . .. . . . .  1 .  I ~ , ' - . ! ~ )  



* pc .05 , "p<.O1 
AFLN ( Affective Flattening or Blunting) 

Caregivers' education 1 -.261 1 -2.95 1 .004 1 
I I I I I I 

Demographic variables 
Female sex 
Patient's education 
Duration of illness 

Emotional Distress (GHQ-30)(Dependent) 
Inattention 
Avolition 
Affective Flattening or Blunting 

0.350 
0.302 
-0.5 14 

3.23 
2.17 
-4.49 

.002 

.033 

.001 

0.35 17.4 .001 


