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Background: Nigeria with a population - of over 140 million, has so many 
religious groupings.Despite evidence 
that people frequently turn to religion 

- for support in the face of adversity, there 
are no studies examining the 
prevalence of religious coping in the 
carers of the mentally ill in Nigeria. The - association between religious coping 
and burden levels in these caregivers 
has also not been assessed. 

Aim: The study investigated the 
prevalence of religious coping in 
caregivers of patients with mental 
illness, and the association between 
burden and religious coping. 

Methods: The burden of mental illness 
and religious coping was studied using 
standard instruments. Eighty four 
caregivers and their relatives recruited 
from the psychiatric out patient clinic 
of Wesley Guild Hospital, Ilesa, Osun, 
State,Nigeria, took part in the study. 

~esults:  Fifty four participants (64.3%) 
agreed to having received spiritual 
support in dealing with relative's illness 
within past 3 months prior to research 
contact. Perceiving spiritual and 
religious beliefs as important in dealing 
with illness had significant 'negative 
correlations with financial burden 
scores (r=-0.31 ;P=O.O04),burdensome 
effects on family leisure(r=-0.23; P=O. 
04), effects on family interaction(r=-0. 
25;P=0.02) , and total burden score 
(r=-0.24;P=0.03). However receipt of 
religious or spiritual support was 
positively correlated with disruption of 
family routine, and this was significant 
fr=+0.30;P=0.007). There were signifi- 
cant positive correlations between 
frequency of prayers and financial 

burden(r=+O.35;p=O.O01);frequency of 
visit to religious leaders and effects on 
family routine(r=+0.32;P=0.003); 
increased attendance at religious 
activities and disruption of family 
routine(r=+0.21 ;P=0.05). All items of 
religiosity had negative correlations 
with caregiver anxiety, but was 
significant only with increased attend- 
ance at religious activities(r=-0.21- 
;P=0.05). Even though we had negative 
correlations between caregiver depre- 
ssion and items of religiosity, they did 
not reach statistical significance. 

Conclusion: Spiritual leaders or the 
clergy form part of a patients' social 
network, and they are frequently 
consulted in times of illness/distress. 
There is therefore a need for mental 
health professionals to involve faith 
communities in caregiver intewention 
research. 

INTRODUCTlON 

Family support is very crucial - . .  
in the management of people with long 
term mental illness in the community, 
but care-giving families often 
experience high levels of distress and 
burden which may compromise their 
wellbeing, thus impacting negatively on 
their care-giving role (Perlick et al, 
1991 ;Ukpong & Makanjuola, 2003; 
Barrowclough,2005; Ukpong,2006 ). 

Family members of mentally 
ill persons, however employ many 
coping strategies to deal with the 
illness of a relative (Barrowclough, 
2005), and there are many reports of 
family intervention programmes that 
achieve improved outcomes espec- 
ially for family carers of people with 
severe mental disorders(Falloon & 
Pederson,l985). 

.When mental health care 
professionals consider the coping 
strategies used by carers of persons 
with mental illness, religion may not 
be the first mechanism that comes to 
mind, even though religiosity has a 
widespread influence on human 
behaviour and wellbeing. There are 
studies showing that people who care 
for an ill family member frequently turn 
to religion for support and to cope with 
the demands of care giving. 

Most of these studies 
however examined outcomes of 
religious coping in caregivers of 
patients with Alzheimer's disease 
(Shah et al, 2001; Stuckey, 2003; 
Nightingale, 2003). 
Afew have investigated the association 
between religiosity and coping in 
caregivers of patierits with functional 
psychiatric illness(lvlurray-Swank et 
al, 2006). Most of these studies were 
carried out in western cultures. From 
studies of religious involvement and 
various aspects of mental health, 
people were found to experience better 
mental health and adapt more 
successfully to stress i f  they had 
religious commitment (Koenig, 2000). 
In many developing countries including 
Nigeria , families Pave always been 
partners in the care of persons with 
mental disorders (Jegede et al, 1985; 
Makanjuola, 1985). Despite the fact 
that Nigeria with its population of over 
140 million people has so many 
religious groupings, and the people 
frequently turn to religion for support 
in the face of adversity, there are no 
studies examining the prevalence of 
religious coping in carers of mentally 
il l persons in Nigeria , and its 
association with their burden and 
distress levels. The present study was 
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thsrefore designed to (1) asses the 
p-valence of religious coping in carers 
o ~eople with mental illness, and (2) 
investigate the association between 
religious coping in these caregivers 
a rl their burden levels. 

METHOD - 
S mpling 

The study was conducted at 
the Obafemi Awolowo University 
1 xhing Hospital, Osun State, South 
\,,.stern Nigeria. The ethical and 
research committee of the institution 
c-~nted permission to carry out the 
: ~dy. Informed consent was obtained 
from patients and relatives after the 
'51s and objectives of the study had 
t en explained to them. 

Participants were consecu- 
tkely recruited from the Psychiatric 
r ,tpatient clinic of Wesley Guild 
I ,dspital, llesa ( A  component unit of 
Obafemi Awolowo University Teaching - 

~spital) The subjects were service 
,ers in out-patient follow up care diag- 

nosed using the ICD-10 (WHO 1993), 
+o had been in contact with the unit 

r a minimum of 6 months with their 
primary caregivers. The primary care- 
aiver was identified using the method 

Pollak & Perlick (1991). To qualify, 
.. ,e care-givers had to satisfy at least 
three of the following criteria: - 

) Is a spouse, parent or spouse 
equivalent. 

(b) Has the most frequent contact 
- with the patient. 

) Helps to support the patient 
financially. 

(d) Has most frequently been a 
collateral in the patient's 
treatment. 

(e) Is contacted by treatment staff 
in case of emergency. 

Measures 
The socio-demographic 

haracteristics of all participants were 
recorded , in addition to the clinical 
-ulformation of the patients. 

. :eligiosity 

-. 
This was assessed according 

I the method adopted by Murray- 
iwank et al (2006). There were 

&. *, 
- 

background questions that assessed doctors who had been instructed in the 
religious affiliation for descriptive use of the schedule. The Yoruba 
purposes. Religiosity was measured version obtained through the process 
with three items . One question of back-translation was applied when 
assessed the importance of religious necessary to those not fluent in 
and spiritual beliefs on a scale ranging English. 
from 1, not important at all, to 4, very Data Analysis: The results of 
important. Frequency of attendance the study were analyzed using the 
at religious services was assessed on Statistical Package for Social 
a scale ranging from 1, never, to 8, Sciences (SPSS 11.0). Sample means 
nearly every day. A third question and frequencies were calculated. 
assessed the degree to which Pearson's correlation analyses were 
participants believed that God was a undertaken to evaluate the potential 
source of strength and comfort, relationship between measures of 
measured on a scale from 1, not all, religiosity in caregivers and caregiver's 
to 4, a great deal. burden. The level of statistical 

Descriptive data was also significance was set at 0.05. 
collected on receipt of spiritual support 
in coping with the mental illness of a RESULTS 
family member. Questions were framed 

There were 84 patients and as follows: "Have you received any 
religious or spiritual support in dealing their care-givers who-were recruited for 
with the illness in the past 3 months?" the study. Seventy caregivers were 
If the answer was yes, the participant Christians (84.5%) and 13(15.5°/~) 
was then asked the frequency with were Muslims. The characteristics of 
which he or she sought support from the caregivers and patients are shown 
the clergy, read the Bible or other in Tables 1 and 2. Eighteen caregivers 
religious literature or prayed. (21.4%) reported that they attended 
Caregivers burden was assessed religious services at least once a day, 
using the Burden Interview Schedule whereas 58 caregivers (69.%) reported 
(Pai & Kapur, 1981). This is a 24 item attending servicesfrom more than once 
instrument measuring objective a month to more than once a week. 
burden in six domains ( effects on The mean rating of religious and 
family finances, effects on family spiritual beliefs as being important in 
routine, effects on family leisure, effects dealing with illness (on a scale 1 of to 
on family interaction, effects on 4), was 3.20 k 0.87. The mean rating 
physical health of family membersiand of whether caregivers considered God 
effects on mental health of other family to be a source of strength and comfort 
members) and a last question relating in dealing with the relatives illness on 
to subjective burden on the family. a scale of 1 to 4 was 3.90 + 0.61. 
Scoring was on a three-point scale (no Fifty four participants (64.3% 
burden 0; moderate burden,l; severe agreed to having received spiritual 
burden,2). For this study, the support in dealing with relative's illness 
modification was done by replacing the within past 3 months prior to research 
section "effects on mental health" with contact. The commonest was seeking 
the 14 -item Hospital Anxiety and support from clergy or pastor in the 
Depression Scale (Zigmond & form of prayersessions. Thirty carers 
Snaith,1983 ). This modification was (43%) were seeing their pastors from 
done in order to assess emotional once weekly to once daily, since their 
distress more comprehensively and did relative fell ill. Forty one (48.8%) 
not reduce its internal consistency( reported that attendance at religious 
internal reliability and alpha coefficient service had increased since onset of 
= 0.87). illness of relative. 

The Pai & Kapur scale has Table 3 shows the means and 
previously been standardised in Nigeria standard deviations for the burden and 
(Martynes-Yellowe, 1 992). The HADS scores. The highest levels of 
interviews were conducted by resident burden were reported in the financial 
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- domain, followed by effect on family 
routine, and effect on family leisure 
was third. 

Bivariate correlations were - calculated with the pearson r 
correlation coefficient to explore the 
relationship between religiosity items 

- and measures of burden. 
Perceiving spiritual and 

religious beliefs as .important, had 

- significant negative correlations with 
financial burden scores (r=- 
0.31;P=0.004), effects on family 
leisure(r=-0.23; P= 0. 04), effects on 

- family interaction(r=-0. 25;P=0.02) , 
and total burden score (r=- 
0.24;P=0.03). Receipt of religious or - spiritual support was positively corr- 
elated with disruption of family routine, 
and this was significant (r=+0.30; P= 
0.007). There were significant positive - correlations between frequency of 
prayers since a relative became ill and 

- Table 1 Sociodemographic 
Characteristics of Caregivers: 

- Parameters Values(%) 

Mean age (years) 52.4k14.4 
Age range (years) 21-80 

- Gender 
Male 33 (39.3) 
Female 51 (60.7) 
Type of relationship 

- Parents 49(58.4) 
Spouses 13(15.5) 
Children a(9.6) 
Sibblings 8(9.6) 

- Others 6(7.1) 
Education 
Tertiary 26 (31 .O) 
Secondary 24 (28.6) 

-- Primary 10 (11.9) 
Nil. 24 (28.6) 
Marital status 
Married 68 (81 .O) 
Single 4 (4.8) 
Divorced 
Widowed 

0 (0) 
12 (14.3) 

- Current religious affiliation 
Christians: 
Christ Apostolic 24(28.6) 
Anglican 14(16.7) - Methodist 8 (9.5) 
Baptist 6 (7.1) 
Pentecostal 6 (7.1) 
Cherubim 8 (9.5) 

- Other Christian 6 (7.1) 
Muslim 12(14.3) 
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financial burden(r=+0.35;p=0.001), 
frequency of visit to religious leaders 
and effects on family routine (r=+0.32; 
P= 0.003), and increased attendance 
at religious activities and disruption of 
family routine(r=+0.21;P=0.05). All 
items of religiosity had negative 
correlations with caregiver anxiety, of 
which only attendance at religious 
activities had a significant inverse 
relationship (r=-0.21;P=0.05). Even 
tho~igh we had negative correlations 
between caregiver depression and 
items of religiosity, statistical 
significance was not seen. 

DISCUSSION 

This study has shown that a 
great proportion of caregivers of people 
with mental Illness utilize religious 
coping mechanisms to deal with the 
burden and distress of caring for a 
relative with mental disorder. The carers 
had high mean scores on most items 
of religiosity. Almost two thirds of these 
caregivers (64.3%), agreed to having 
received spiritual support during the 
course of the relatives illness. 
Financial burden had the highest mean 
score, followed by the burdensome 
effects on family routine. There were 
significant negative correlations 

Table 2 Demographic and Clinical between perception of religious and 
Characteristics of Patients spiritual beliefs as being important in 

dealing with illness of a relative and 
Parameters Values (%) financial burden domain scores, effects 
Mean age (years) 
Age range (years) 
Gender 
Male 
female 
Marital status 
Married 
Single 
Divorced 
Widowed 
Education 
Tertiary 
Secondary 
Primary 
Nil. 
Mean no. of years of care 
Range (years) 

Diagnosis 
Schizophrenia 
Depression 
Bipolarldisorder 
Substance use disorders 
Others 
Mean GAF Score 
Range 

5.74k15.55 
20-85 

41 (48.5) 
43(51.5) 

1 g(22.6) 
43(51.2) 
20(23.8) 
2(2.4) 

24(28.3) . 
46(54.8) 
4(4.3) 
11 (1 2.6) 
6.061t5.56 
6 months 
to 1 years 

37 (44.6) 
7 (8.4) 
9 (10.8) 
4 (4.8) 
27 (31.3) 
5.62*19.34 
30-90 

Table3: Mean Burden Scale Scores 

on family leisure, and family 
interaction. All items of religiosity were 
negatively correlated with caregiver 
anxiety, being significant only with 
increased attendance at religious 
activities. We had negative correlations 
between depression scores and all 
measures of religiosity, even though 
no significant associations were seen. 
As this may be the first indigenous 
Nigerian study orthis nature, we do 
not have directly comparable local 
data. 

The findings that caregivers in 
this study tended to pray more 
frequently, and used religiousl~oping 
methods, and received support from 
the clergy, is similar to the findings of 
previous reports in African-American 
populations (Haley et al2004; Wood 
et al 1990). 

Our findings that there was an 
inverse relationship between measures 
of religiosity and levels of anxiety and 
depression is consistent with previous 
research, that found that using one's 
religious belieis as a coping resource 
was related to a reduced likelihood of 

Parameters Values .. major depression (Koenig et al1992). 
Rammohan and colleagues (2002), 

Financial Burden 6.93(3.51) also found that strength of religious 
Effect on family routine 5.27(3.10) belief was associated with greater 
Effect on leisure 3.25(2.91) wellbeing among family members. It 
Effect on family ... l.lO(1.21) is noteworthy that the greatest burden 
Effect on physical health 1.14(0.57) that was experienced was financial. 
Total 20.92(11.40) In Nigeria most mentally ill 
HADS Anxiety 
HADS Depression 

3.30(3.07) patients are managed at the 
3.95(3.83) secondary/tertiary levels of care, and 
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~ a d e  for services , as health insurance 
rograms are neither well developed 
3r well structured. The patients were 

relatively young(mean age 35.7k15.5 
'?ars), in their most productive years, 

hen lack of productivity due to mental 
illness is likely to be felt as financial 
burden by the family. We have thus .- - 

?en that even though apply ing 
ligious type of coping, interfered with 

family routine and family.interaction, 
'%?re were some beneficial effects on 
I 3 mental health of caregivers. 

This study has  prov ided 
information showing that religion is 
i portant in caregivers of mentally ill 
r rsons, and religious coping is a 
frequently used coping mechanism in 
t?se carers. Little is however known 
2 out the religious beliefs of Nigerian 
psychiatrists, ortheir attitudes towards 
addressing religious issues wi th 
p ients or with patients relatives, even 
t l  ] ugh  Niger ians who become 
mentally ill, frequently consult religious 
h ~ l e r s  prior to orthodox treatment in  
t t  hospital  (Makanjuola, 1985; 
hartyns-Yellowe,l992). In conclusion, 
s i ~ e  Nigerians are more likely to seek 
s~ port from their religious or spiritual 
le lers when they become ill, there is 
a need for mental health professionals 
to'volve faith communities in caregiver 
ini mention research. The results of 
such research would have important 
implica\lons regarding clinical care of 
pa mts. Knowing the impact that 
re1 _.ous beliefs may have on aetiology, 
diagnosis or outcome of psychiatric 
d i - rders will help' psychiatrist better 
u n  ? W a n d  thei r  pa t ien ts  a n d  
caregivers in  coping with mental 
disorder. 

The study h a d  severa l  
lim lions that make generalization of 
the findings difficult. This was across- 
secA:9nal study using a convenient 
sar rle. The measures of religiosity 
were rather broad. Religiosity and 
spirituality a re  mul t id imensional  
co r  Iructs. Future studies would 
reql .e more detailed assessments of 
religious coping strategies. 
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